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RESUMEN

La tesis investiga el concepto de la interpretacion médica a través de la lente de la Sociologia de
Profesiones y la teoria del conocimiento profesional de Freidson (2001), ante la falta de recono-
cimiento de la figura del intérprete en los centros privados de la Comunidad Valenciana. Nume-
rosos estudiosos del campo de la T&I y de las ciencias cognitivas confirman que los intérpretes
necesitan disponer de conocimientos profesionales especializados y formalizados, asi como una
predisposicion psicofisiologica para ejercer el juicio discrecional profesional con éxito. El analisis
multimetodologico de datos cualitativos (analisis tematico, conversacional, multimodal) y cuan-
titativos confirma que la identidad profesional hibrida promovida por las demandas del mercado
e impuesta intersubjetivamente mediante el discurso institucional a los intérpretes difiere nota-
blemente del autoconcepto que estos profesionales tratan de negociar y mantener. Este estudio
pretende encontrar una explicacion racional al actual estancamiento en la profesionalizacion y

ofrecer posibles orientaciones hacia una solucién viable.
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GLOSSARY

Expert/specialist interpreter - qualified member of a profession (Freidson, 2001, State Variation
and Professionalism, §2), who specialises in medical interpreting and holds at least a Master’s
Degree in this discipline.

Health(care) interpreter - a person, who practices as interpreter in healthcare settings. Some
scholars (e.g. Roat & Crezee, 2015) prefer to use this term as it encompasses a broad range of
healthcare- and wellness-related domains. The National Accreditation Authority for Translators
and Interpreters (NAATI) in Australia also opts to use the term “health interpreter” when refer-

ring to “experienced and accomplished interpreters who are experts in interpreting in the health

domain” (NAATI, 1977).

Medical interpreter — a person, be it professional interpreter or layperson (non-professional) in-
terpreter, who practices as interpreter in medical centres. The US-based International Medical
Interpreters Association (IMIA, 2006) showcases preference for the term “medical interpreter”
rather than “healthcare interpreter”. In numerous instances throughout this thesis both terms

might have been used interchangeably.

Non-professional/layperson/amateur interpreter — a person with a professional/occupational
background unrelated to medical interpreting, who practices as interpreter on the basis of his/her
alleged foreign language proficiency or degree of bilingualism. A non-professional interpreter

lacks university training in T&I, although he/she might have previous work experience.

Professional interpreter/graduate professional interpreter - trustworthy professional with ethical
and moral discernment, who consciously seeks collective good by exercising professional discre-
tion on the basis of formal, methodised (disciplinarised) and prescriptive body of abstract, eso-
teric and highly specialised knowledge stipulated in codified texts taught and attainable exclu-
sively through institutionalisation of formal learning i.e. a successful completion of special higher
education (university degree). The application of such knowledge requires mastery of practical
skill in order to deliver on the professional’s commitment to eupraxia, which consists in achieving

excellence in performance with guarantee of quality (Freidson, 2001).

(Professionally) qualified interpreter - qualified member of the profession, who possesses spe-
cialised training and education to perform a specific professional activity or job (DRAE, 2023).
The term carries connotations of professional authority, respect, meritocratic recruitment and
excellent quality of performance. It is the training that must qualify the applicant to be employed.
“Labor consumers cannot use anyone who does not have the training. This requirement shapes
the way employers must constitute the jobs and division of labor of their firm: they are not free
to design jobs themselves” (Freidson, 2001, The Occupationally Controlled Labor Market, §5).
Renowned sociologists “treat “a” profession as all those who have received the same qualifying
vocational training” (Freidson, 2001, The Composition of Professions, §1). Experience in the

field alone cannot be considered the main indicator of qualification.
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1. INTRODUCTION AND CONTEXT

1.1. SOCIOHISTORICAL CONTEXT

In the last decades, Spanish businesses, economy, commerce, policy choices and responses and
civil society have undergone a number of social processes brought by the passing of time and
spawned by globalisation. The globalization of production, consumption and finance, also re-
ferred to as liberal internationalism, has intensified the social, economic and cultural transactions
and the interdependence across national borders. Supranational political organisations such as
the European Union - engineered as the result of globalisation - promote international law, which
all Member States are enjoined to follow through the processes of transposition and deployment
of statutory regulations in their respective territories. The rapidly escalating growth in interna-
tional movement of services and persons may not have lowered the potential for ideological con-
flicts, but it has certainly stimulated cultural homogenisation at a global scale, multilingualism -
actively promoted by the EU-, and internationalisation of English as lingua franca. At the same
time, the Spanish sociodemographic landscape underwent drastic changes with the massive arri-
val of foreign citizens. According to the Ministry of Inclusion, Social Security and Migration', the
total number of foreign residents with a valid registration certificate or residence permit residing
in Spain amounted to 5,800,468 in 2020, 2/3 whereof were reported to be concentrated in Cat-
alonia, Madrid, Andalusia and the Valencian Community. Spain was visited by 83.7 million in-
ternational travellers in 2019, with revenues amounting to 92,337 million €, the Valencian Com-
munity being the 5" major destination after Catalonia, Balearic Islands, Canary Islands and An-
dalusia. Even though cross-border healthcare became normalised and recognised under the Di-
rective 2011/24/EU on the application of patients’ rights in cross-border healthcare, no statutory
provisions —neither at the EU nor at the national level-, have been set forth to regulate language
provision in public or private health sector in Spain.

As a result of these migratory flows, the Spanish healthcare scenario is now characterised by
the heterogeneity of foreign-speaking patient profiles and therefore finds itself in a desperate need
for proper language provision services, which are not being duly provided in the public healthcare
settings despite the universalisation of public healthcare for all foreigners under the Real Decreto-
ley 7/2018 (Vigario, 2018). Language provision services in the public healthcare sphere are prac-
tically inexistent. However, the situation in the private healthcare is different. There are inter-
preters, but the vast majority are layperson bilinguals.

I need to digress here to clarify that the concept of “bilingualism” is extremely complex and
plagued with popular myths, which hinder its correct comprehension. We must understand that
there are different types of bilingualism (Blasco, 2007, p.84). The popular belief that bilinguals
master two or more languages at a native-like level, which automatically allows them to translate

and interpret is not mirrored in the actual reality (Grosjean, 1997 in Blasco-Mayor, 2007, p.85).

" The official report and statistics on foreign residents in Spain is available here: https://extranjeros.inclu-
sion.gob.es/ficheros/estadisticas/operaciones/con-certificado/202012/Principales_resultados_residentes.pdf

23



PART I. INTRODUCTION AND CONTEXTUALISATION

Not all bilinguals have the same linguistic competence in both languages they purportedly master
(in Blasco-Mayor, 2007, p. 85). Many cannot even read or write in one of the claimed languages,
many speak with an accent, and very few are actually good translators or interpreters (Blasco-
Mayor, 2007). Blasco-Mayor foregrounded the difference between L1+L1 and L1+L2 (2007, p.
84).

Li#Ll = L1+L2
Early or child bilingual Adult bilingual

Both languages are native
Both languages were learned long before
puberty

Only one native language (L1)
L2 is being learned during and/or puberty

A 4

mﬁi;lk:al;ompetence in L2 Balanced bilingual Non-fluent bilinguals
gual): have similar or (Edwards, 2004)
. . equivalent skills in are most of the people
- with almost native
. both languages L1 who are often referred to
competence in L2 - "
. . L and L2 as "bilinguals
- without intralinguistic
interferences
- native-like proficiency in
all types of contexts
- constitute “a rare if not
non-existent species”
(Beardsmore, 1986, p. 7)
\ Y Y
May potentially become good interpreters Are not good interpreters

Figure 1. Information for the graph extracted form Blasco-Mayor, 2007, pp. 84-86

Thus, we need to be extra careful, because many social actors may use the term bilingual to
refer to people, who could have had “bilingual upbringing” (“family bilinguals”, McCarty, 2014),
those who could have been provided with “bilingual education” (“school bilinguals”), or those
who underwent their own bilingual development (“individual bilinguals”), however their “simul-
taneous” (starting at birth or infancy) contact with both languages does not make them automat-
ically good interpreters, as well as their “consecutive or sequential” (after formation of the native
language mindset) acquisition of L2 (McCarty, 2014) does not make them automatically actual
bilinguals and good interpreters either. Many social actors use the above described types of bilin-
guals interchangeably without even pondering or grasping the difference between them. Grosjean
(1977, as cited in Blasco-Mayor, 2007, p. 85) indicates that, in fact, there are more bilinguals than
monolinguals in the world and they can be found in any part of the world, social class and age.

However, all of them have different degrees of bilingualism, and not all of them could become
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interpreters or act as interpreters. The vast majority of non-experts does not seem to comprehend
this, which denotes generalised confusion and misidentification.

To add to this, globalisation has blurred occupational boundaries for many professions. Oc-
cupations such as MI now find themselves in the new grey zones of interoccupational transition,
whereby new social forms and socio-professional occurrences precipitated by the internationali-
sation of markets and multilingualism are emerging, rendering traditional profiles such as public
service interpreter totally anachronistic. That is why the phenomenology of professions and pro-
fessional development against this very specific socio-historical and socio-cultural backdrop be-
came of such great interest to me. It was not about delineating the traits that professions have in
common and stacking these traits up against the characteristics of the newly emergent occupa-
tions, it was about studying the phenomenon of the need for MI in private medical facilities of a
very specific geographic region within the context of yet another phenomenon of medical tourism
spawned by globalisation and internationalisation of markets. The geographical parochialism of
this thesis as well as the non-generalisability of the final results were sought to be compensated

by the multifaceted and multidimensional research methodology.

1.2. THE PHENOMENON

Even though the main focus of this thesis will be kept on the newly emergent phenomenon of
MI in private medical settings, an overview of the language provision alternatives adopted in the
public sphere is still of paramount importance to this study. Due to the lack of consideration and
minor importance that is being attached to the issue of (the quality of) interpreting services in
medical settings, this service is practically inexistent in public health sphere, while the quality of
this service in private healthcare is neglected and disregarded. As a consequence, the figure of
medical interpreter in public healthcare services in Spain has not been institutionalised, it simply
does not exist on the institutional level, therefore it is nearly impossible for the interpreters to
get hired (Rodriguez, 2009, p. 145). Valero has also decried the lack of language provision ser-

vices:

In Spain as yet there are no professional interpreters in healthcare settings, despite rising numbers of
people who do not speak Spanish and need access to hospitals and healthcare centres. As a conse-
quence, a high percentage of interlinguistic communication is carried out by volunteers who know
the languages and cultures better than their interlocutors, but who do not have any formal training
and very often are unaware of the existence of interpreting as a profession. From the healthcare
professional point of view, they are also expected to perform a wider role in which the activities of
interpreting and mediating are blended, without clear boundaries, in the sense that they do not see
the need to translate everything, and may omit or add information. (Valero, 2010, p. 234)

The following alternatives are currently being adopted in the public healthcare settings of the
geographical area of interest:

« Deployment of T&I students, who are undertaking non-remunerated placements, for-
malised through an educational cooperation programme agreement between the stu-
dent, the company and the university (Real Decreto 592/2014, pp. 4-11)
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« Deployment of students in their final years of the Official School of Languages or Escuela
Oficial de Idiomas (Nifno-Moral, 2008, p. 1068)

« Deployment of accredited intercultural mediators who have been awarded a grant from
the Regional Health Authorities of the Valencian Community” in accordance with Or-
den 8/2011°, of 19 May, of the Regional Ministry of Solidarity and Citizenship, which
regulates the accreditation of intercultural mediators and the Register of Intercultural
Mediators of the Valencian Community. In terms of the university education, the appli-
cant must hold one of the following university degrees: Degree in Psychology, Law, Soci-
ology, Social Work, Political Science, Translation and Interpreting, and Social Education
(Generalitat Valenciana, 2019%)

« Deployment of layperson interpreters, who belong to the immigrant community and
who undertook not regulated courses financed by private companies, such as Obra Social
La Caixa (Burdeus & Arumi, 2012, p. 29)

« Deployment of volunteers from various NGO’s, whose position in some cases has been
institutionalised (Aguilar, 2015)

« Deployment of intercultural mediators otherwise referred to as “agentes de salud comuni-
tarios [community health workers]”, and members of minority communities with unspec-
ified educational background in a number of public facilities (Vall d’Hebron located in
Barcelona, La Unidad de Medicina Tropical del Hospital Universitario Ramon y Cajal
in Madrid, El Hospital Universitario Juan XXIII of Tarragona, centro de atencién pri-
maria Drassanes in Barcelona, El Hospital del Mar and El Hospital de Matar6 in Barce-
lona) (Burdeus & Arumi, 2012, p. 29)

« Deployment of telephone interpreting (provided by private companies such as Dualia’

and Interpreter Solutions®)
« Deployment of multilingual interactive software (Burdeus & Arumi, 2012, p. 31)

« Use of iconographies provided by the Health Ministry of the Generalitat Valenciana,
Spanish Paediatric Association and Spanish Society of Family and Community Medi-
cine, where the most frequently used phrases come in different languages (Personal com-

munication of one of the interviewed doctors, 20197)

The situation is different in the private sphere though. The procurement managers in numer-
ous private healthcare facilities do recognise the need for language provision, however the prob-

lem there lies in the fact that virtually anyone can access the position of an in-house interpreter.

2T have opted for the foreignization in the translation of “la Comunidad Valenciana” as “the Valencian Commu-
nity” following the example of the Encyclopaedia Britannica https://www.britannica.com/place/Valencia-autono-
mous-area-Spain.

? Orden 8/2011, of 19 May, of the Regional Ministry of Solidarity and Citizenship, which regulates the accredita-
tion of intercultural mediators and the Register of Intercultural Mediators of the Valencian Community.

* For further information: https://www.gva.es/es/inicio/procedimientos’id_proc=17178

® For further information: https://www.dualia.es

® For further information: https://www.interpretsolutions.com

" For further information: https://www.castillalamancha.es/sites/default/files/documentos/20120511/test_in-
gles.pdf
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Misconceptions about bilingualism lead non-experts to believe that any bilingual person can be
employed as interpreter, despite there being university degrees that offer training in translation
and interpreting since 1972. Consequently, the body of knowledge underlying MI has already
been codified, formalised and disciplinarised in this country, as today many national universities
offer different undergraduate and postgraduate academic degrees and research programmes to
expand the knowledge base of this discipline, however, instead of being perceived as a reinforce-
ment element of the BA in T&I which facilitates and streamlines the learning process, bilingual-
ism has officially become a waiver of the obligation to have successfully completed a university
degree. Hyperbolic overestimation of medical professionals’ ability to communicate in a foreign
language when in reality the self-assessed caregivers are fumbling for the right words constitutes
yet another problem. Such statement is, of course, not meant to be an overgeneralisation, but
rather an account of what I perceived as a commonplace occurrence during my professional prac-

tice. Nonetheless, this observation was also upheld by Angelelli:

At least four factors contribute to the current complex situation of language and access to healthcare
in the EU. Those are: 1) the communicative needs within the multilingual and mobile EU; 2) popular
beliefs and assumptions on minimum requirements to communicate appropriately; settling for ad-
hoc, low quality and inconsistent responses in lieu of professional solutions to meet language needs
and to provide access to services; 4) the perception of an allegedly disproportionate cost of quality
language provision. These factors are exacerbated by a monolithic and almost unchallenged view that
current ad-hoc language provision in healthcare settings is not an issue and does not need coordi-
nated planning (i.e. “language is irrelevant; we manage”). (Angelelli, 2015, p. 9)

In the same vein, the fallacy that English actually works as a lingua franca, which everyone can
communicate in, exacerbates patient’s and medical workers’ overestimated competency. Such
overvaluation may be qualified as a “false fluency” (Cox & Lazaro, 2016, p. 40).

A closer inspection on such trustful dependency on amateur interpreters reveals that the
knowledge and skill underpinning the process of interpreting is not viewed as the “professional
expertise”. The “key external players” (the grantors, resource holders and decision-makers of the
language provision) (Garcia-Beyaert, 2015) have not proven to be amenable to the professionali-
sation proposals and seem to backpedal on the scholars’ and academics’ urge to bar entry to
amateur self-proclaimed interpreters who may compromise the quality of medical care. However,
the problem does not lie in the marketisation of bi-/plurilingualism and deregulation of MI,
whereby the government allows market forces to determine the performance of their employees.
The main fulcrum of the issue lies in the professional under-recognition and underestimation of
the complexity of professional knowledge and skill inherent in MI as a multifaceted communica-
tive event, whose formalisation is absolutely essential for the successful interaction. This poses a
dilemma because in this case the quality of an expert intervention and the quality of the perfor-
mance of an unqualified practitioner cannot be judged by evaluating the immediate result. As
maintained by Freidson (2001, Credentialism section, § 2-4): “Unfortunately, full information is
conspicuously absent for many goods and services in the empirical marketplace. Much of what is
available is only the attractively distorted and selected information of commercial advertising”,
just like in the case of allegedly language proficient medical professionals, hybrid profiles such as

intercultural mediators and international patient care assistants. As mentioned before,
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globalisation has blurred occupational boundaries for many professions, and sometimes “choices
must be made too quickly for full investigation, as in a medical or legal emergency” (Freidson,

2001, Credentialism section, § 2-4). However, it is absolutely crucial that we understand that:

Most important is the fact that even if full information were available about much of the work that
professionals do now, not even the educated middle class could understand it and make fully in-
formed choices. [...] While it is true, as Giddens noted, that “technical expertise is continuously re-
appropriated by lay agents as part of their routine dealings with abstract systems, [nonetheless] no
one can become an expert ... in more than a few small sectors.... The lay person - and all of us are
lay persons in respect of the vast majority of expert systems - must ride the juggernaut” (Giddens

1990: 144-5). (Freidson, 2001, Credentialism section, § 2-4)

Therefore, governments may very well allow market forces to determine the performance of
their employees and exercise their right of caveat emptor, “but exception to the rule should be
made for services dealing with life-threatening conditions such as those provided by” health-re-
lated occupations, namely interpreting in medical field. “Caveat emptor may operate in the mar-
ket place but not in the solicitor’s [doctor’s, my digression] office” (Mungham & Thomas, 1983,
Introduction section, § 1). Therefore, there is clearly a need to question the pertinence and ap-
propriateness of the tasks carried out during and outside the interpreted event by the members of
hybrid profiles. It is necessary to determine the extent of permissiveness as well as the degree of
laxity and the radius of the leeway that these hybrid roles are granted by the employers. Otherwise,
as a result of the foregoing, the patient's fundamental right to quality medical care is often vio-
lated, as their inalienable right to receive full and adequate information about their state of
health, prognosis, tests and interventions is not safeguarded.

However, the “key external players” (both “grantors” and “receivers”) (Garcia-Beyaert, 2015)
do not seem to “accept the professional argument” that MI “is too complex and esoteric for the
untrained to understand, so that in circumstances where the wrong choice can be fatal [see Singh,
2018, my digression] the range of choices must be limited to safe ones” (Freidson, 2001, Creden-
tialism section, § 1-5). I am convinced that “consumers” in the case of MI “are not effectively
equipped to choose among available [...] services in their own interest” (Freidson, 2001, Creden-
tialism section, § 1-5), even though they may be fully convinced that they can distinguish between
an excellent and a subpar performance and that there is nothing difficult about it. They just
believe that no specialised or esoteric knowledge requiring the exercise of discretion is actually
behind interpreting. Many external players do not believe that the person in charge of interpret-
ing ought to have an “effective command over a defined body of knowledge and skill” (Freidson,
2001, Credentialism section, § 1-5), thus rendering credentialism and licensing unnecessary. Sub-
sequently, MI is not viewed as a profession per se, which leads to the formation of hybrid roles
and profiles imposed by the market demands. This thesis zooms in on these ersatz alternatives
that have colonised the niche of MI and explains why this occupation is still not immunised

against dilettanti.
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1.3. INSPIRATION AND MOTIVATION

My professional experience as a medical interpreter in a number of private medical centres of the
study relevant geographic region constitutes the major source of inspiration for this thesis. This
study is meant to be an openly ideological research including reflexivity, because my own personal
and professional experience, values, history and biography are not only mirrored in this thesis,
but shape it. I seek to ground my understanding of the professional performance of medical
interpreters in the thorough analysis of the current situation, and most importantly, in the deep
analysis of immediate interaction of medical interpreters with other social actors, be it “key inter-
nal or key external players in the development of the interpreting profession” (Garcia-Beyaert,
2015, p. 45). With this manuscript [ intend to deliver on my commitment to make a modest
contribution towards a possible improvement of the work conditions, job security, job quality,
and pay increase of the medical interpreters. However, the problem and the core of my motiva-
tion is the fact that we may not be focusing on the real latent issue causing de-professionalisation
of the discipline in this field. Even though the curriculum of modern universities has diversified
producing new areas of competence (Translation and Interpreting BA, Master’s Degree in Medi-
cal Translation, and so on) no status of “profession” is being assured for its graduates, because
the university in Spain does not exercise its “cognitive authority” (Freidson, 2001) in the profes-
sional field of Translation and Interpreting, a step that is an absolute must for the discipline
authentication. What happens is that all recognised professions in Spain are coordinated through
professional associations, which is something that the university cannot take control over. How-
ever, in order for a professional association to be established, the profession has to be regulated
by the law, which must enshrine a standard or a norm that would regulate professional compe-
tence, expertise or knowledge underlying such competence. The legal system must determine the
requirements for access to the profession, so that by law there is a set of responsibilities that can
only be carried out exclusively by a professional with an academic qualification.

The impression that all professional careers can only advance and revamp is absolutely false,
and this statement was the point of departure of this thesis. This fact is my major motivation for
professionalisation, which this thesis is meant to promote and contribute to, while my daily work-
place struggle for recognition constitutes my biggest inspiration for this study. Thanks to this
research I realised that the institutionalisation of the intellectual tradition of this discipline, as
well as the implementation of closure devices (establishment of professional consciousness, code
of practice, licensing, unionisation, voluntary certification and representation by professional as-
sociations, creation of ethical subcommittee responsible for the practice of the discipline) will be
unsuccessful unless the “professional knowledge and skill” (Freidson, 2001) underlying this dis-
cipline is acknowledged through the professional socialisation process.

The lack of a reactionary backlash on the part of the receivers of the service due to indiscrim-
inate eligibility to practice in this environment, and the lack of social payoff in the case of profes-
sional MI made me feel compelled to cover this topic both for the sake of patients and colleagues.
[ am also interested in knowing why the relevant decision-makers and law-makers backpedal on
the imposition of the statutory provisions that would regulate this health-related occupation, and

why the existing research on crippling and far-reaching consequences of interpreting errors does
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not galvanise into the implementation of such regulations. The acquisition of social sympathy
constitutes a substantive preoccupation and interest for me, since the prerogative of the title must
be negotiated and accomplished on daily basis, which can only succeed if the social actors know
who you are and what your role is. Hopefully, I will succeed in throwing an interesting light on

the current situation and the prospective solutions to the existing problems.

1.4. OBJECTIVES

Thus, the main purpose of the present thesis is:

« To contribute to the sensitisation of the relevant external players (Garcia-Beyaert, 2015)
to the salience and indispensability of the professional knowledge and skill of medical

interpreters in the context of multilingual and multicultural communication events
« To determine whether such sensitisation is still possible
« To determine how such sensitisation can be achieved
« To determine whether there are still chances to professionalise
« To determine how far did the profile hybridisation go in this field

« To determine how the academia will react to the current market demands and profes-

sional identity impositions upheld by the institutional ethics of each medical facility

« T am also seeking to investigate how the power behind discourse overrides the power in
discourse, which in this case and within the context of social constructionism comes to
represent the asymmetry of the power relations between the government, the “elites”
(Freidson, 1983, 2001), the grantors of the service, the policy-makers, the recourse hold-
ers and the professional interpreters, who seek to negotiate, contest and establish their
professional identity by the exercise of their power in discourse and through the inter-

subjective identity construction.

This study pursues self-interests of the author in that it seeks to throw light on how can a
professional medical interpreter achieve the much desired and coveted for social recognition sta-
tus, prestige, prerogatives, legal protection of the title, governmental patronage, social closure,
and most importantly the economic payoff to the specialised, abstract, esoteric knowledge, the
lengthy formal university education, and the investments made into career development.

My altruistic motivation is based on my willingness to ensure compliance with the existing
regulations in the patients’ right to information. It is my contention that the existing alternatives
to professional MI are subpar and may jeopardise patient’s right to make informed decisions

regarding their health and wellbeing.

1.5. RESEARCH QUESTIONS

My point of departure for this thesis is that “any ‘problem’ does not have an ‘objective existence’
for the simple reason that” any occurrence or phenomenon considered a “problem” is “always [a]
problem for someone”, in that “one person’s problem is another’s solution” (Burr, 2003, p. 153).

So the key question that this thesis aims to answer is whether what I consider to be a “problem”
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is also a problem for somebody else, or whether I am just problematizing certain aspects of my
practice on the basis of a personal prejudices or convictions.

Thus, this thesis will seek to provide valuable and useful insights in four main areas: a) the
difference between the language knowledge acquired as the means to improve employability, as
the means to communicate at the amateur level, or as specialist/expert knowledge; b) language
proficiency credentials; ¢) current market demands; and d) professionalisation plausibility.

The main research questions, which sought to explore and ferret out the social processes oc-
curring in a very specific location and in a very particular context and leading to the current state

of affairs are the following:

[.  Why is MI in the private healthcare settings of the VC still either dismissed, dispensed
with or delivered by laypeople if the patients who seek cross-border healthcare are willing

to cover its costs and the excuse of limited public budget is no longer applicable?

II.  Why is the dire need for quality language provision in the private clinics and hospitals
not being addressed by professional graduates when the excuse of exotic languages of
lesser diffusion is no longer applicable because the languages spoken by the users of these

. . 8
services are mainly European®?

[II.  Why has MI not been professionalised yet despite the fact that the higher education in-
stitutions in Spain have the cognitive authority over the codified, formalized and discipli-

narised professional knowledge of MI since 1972

IV.  Why were relatively low numbers of graduates being recruited by the private clinics and
hospitals even though many of these facilities have signed educational cooperation agree-
ments on extracurricular external work placements with a number of Spanish universities

teaching translation and interpreting’

V.  Why is nobody concerned with the fact that the patients’ right to medical information
enshrined in the Ley 16/2003 sec. 3, Ley 41/2002 art. 4 and Ley 10/2014 art. 50 is not
being complied with, and subsequently, why the language issue is not being problematized

or foregrounded in the EU and/or national legislative texts!

VI.  Are there still chances to professionalise, if so, how can this process be accomplished and

by whom? Do we owe it to ourselves to try?

1.6. INTERDISCIPLINARY AND MULTI-METHOD APPROACH

It is worth noting that a pluridisciplinary and multi-method approach was adopted for this re-
search. The disciplines that [ have been working with include Translation and Interpreting (Poch-
hacker & Kadri¢, 1999; Angelelli, 2014, 2015, Moreno et al., 2007; Flores, 2006; Mikkelson,
1999; Ortega-Herraez & Blasco-Mayor, 2018; Phelan et al., 2020), the Sociology of the Profes-
sions (Freidson, Rueschemeyer, Horobin, Dingwall, Mungham, Thomas, 1983), Freidson’s
(2001) Sociology of Professional Knowledge within the framework of the sociology of the

8 And taught at the national universities.
® Which is when the first Translation and Interpreting Degree was established at the Autonomous University of
Barcelona.
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professions, Sociology and Communication Theory and Social Constructionism, (Burr, 2003),
Discursive Psychology (Edwards & Potter, 1992; Wiggins & Potter, 2007) ) applied to Conversa-
tion Analysis (Schegloff, Sacks, Atkinson, Drew, Heritage, as cited in DeMarco’s personal com-
munication and as cited in Flick et al., 2004), Multimodal Critical Discourse Analysis (Paltridge,
2012), Social Psychology and Intersubjective Identity Construction (Bucholtz & Hall, 2005) ap-
plied to Thematic analysis (Braun & Clarke, 20006).

1.7. STRUCTURE OF THE THESIS

This thesis is divided in three parts: Introduction and Contextualisation, Sociology of the Profes-
sions and the concept of Professional Knowledge, and Empirical Evidence. The first part, which
constitutes the prolegomenon of this thesis, contains the groundwork, which serves as the point
of departure for the following investigation. It contains a general overview of the current situation
of medical interpreting. The first subsection encompasses the geopolitical, sociohistorical, socio-
demographic and legislative contexts (including EU, national, and regional regulations). The sec-
ond subsection encapsulates a literature review on the current status quo of the occupation on
the international, national and regional scale. It explores the issues of conceptual heterogeneity,
terminological fuzziness, the dangers of non-professional language provision, and different ad
hoc alternatives to professional MI (from now onwards, MI).

Part II develops a research agenda to extend the study of the concept of MI as a discipline in
order to scrutinise it through the lens of the sociology of professions. Upon completing the review
of the different stages and mechanisms of professionalisation it was clear that the reason behind
the failure to successfully implement those mechanisms is the generalised under-recognition of
the complexity, the specialisation and the esoteric character of the professional knowledge and
skill underlying MI.

Social recognition is essential for professionalisation, however in this case public opinion on
the typology of professional knowledge dissents from the professional graduate interpreters’ self-
concept. The majority of social actors view MI expertise as automatised, mechanised, tacit, every-
day knowledge possessed by every bilingual person, contrary to the opinions of numerous scholars
in the field of T&I, neurolinguistics, neurophysiology and genetics, who confirm that MI requires
a vast amount of codified, specialised, formalised knowledge as well as genetic and physiological
predisposition to exercise the discretionary specialisation successfully. Therefore, the professional
identity and category that is being allocated to MIs differs markedly from the professional identity
that these professionals seek to negotiate and maintain. However, the idea of social determinism
and critical realism, based on power relations and ideologies, which discursively generate our
reality, knowledge and description of the world as we know it, explains why the interpreters as
agentic and conscious social actors fail to re-position themselves and negotiate the professional
category that is being imposed on them by the “key external players” (the government, businesses,
grantors and receivers) (Garcia-Beyaert. 2015). The MI’s agency to discursively (re)construct their
identities and their proximate environment by influencing major social structures and algorithms

is minimal.
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The aforementioned misconception and underestimation of professional knowledge, the gov-
ernment authorisation for market forces to determine the performance of the employees through
“institutional ethics” (Freidson, 2001), and the lack of clear “jurisdictional boundaries” (Halliday,
1987, cited in Freidson, 2001), which renders this expertise “insufficiently codified” and “undis-
tinctive” from the skill of any self-reported bilingual person, result in an incorrect compartmen-
talisation of tasks, with a clear gravitation toward hybridised profiles.

These already solidified hybrid identities are social constructs designed to maximise the prof-
its. These identities are imposed, maintained and altered “on social ground” and reified through
“dialogic linguistic performance” (Bucholtz & Hall, 2005) based on the five principles of inter-
subjective identity construction (emergence, positionality, indexicality, relationality and partial-
ness principle) deconstructed in the last chapter of this part.

Part I1I contains the results and discussion of the data corpus that has previously been subject
to a multimethod analysis approach. Quantitative data corpus is constituted by the information
provided by 53 respondents (24 medical professionals, 21 interpreters, 8 patients) via question-
naires. Data were obtained from 5 different medical centres located in the Valencian Commu-
nity. The qualitative data corpus is constituted by information provided by 62 respondents (46
doctors, 3 nurses, 7 patients and 6 interpreters) via in-person semi-structured interviews; 4 audio
recordings of naturally occurring medical encounters; and 1 news report broadcast on Spanish
national television. I resorted to the data triangulation, which allowed me to assess the phenom-
enon from several vantage points. Thematic Analysis (Braun & Clarke; Bucholtz & Hall), Con-
versation Analysis (Schegloff, Sacks, Atkinson, Drew, Heritage), and Multimodal CDA (Paltridge,
Mackay) were carried out to probe the robustness of the previously formed conceptual associa-
tions. The findings clearly echo and statistically represent the ideas expressed in Part I and Part
1L

The quantitative analysis revealed a generalised confusion regarding the typology of knowledge
of MI's and the necessity of formal higher education, as well as regarding the nature of the tasks
that should fall within the MI’s remit.

The conversation analysis showcases how a hybrid professional identity is being discursively
and intersubjectively imposed on the professional interpreter during medical consultations. The
interpreter fails to reject the imposed identity due to the power asymmetry that permeates the
“institutional ethics” and institutional discourse (Freidson, 2001). The multimodal critical dis-
course analysis showcases tendency towards hybridisation of profiles and blurry interoccupational
boundaries. Non-verbal communicative signals served to identify two main hybrid profiles: mul-
tilingual receptionist and multilingual patient care coordinator.

The thematic analysis within the paradigm of Social Constructionism demonstrates how
Freidson was right when he stated that “profession” is a “folk concept” (1983). Many interactants
were not sure whether the discipline of MI requires formal education, and if so, what kind of
education. The informants were unfamiliar with the typology of professional knowledge under-
lying MI. The fact that experience, bilingualism, polyglotism, philology, and personal traits are
presented as viable alternatives to professional language provision denotes de-mystification of

profession. The imperativeness of medical training for MI denotes strong gravitation towards
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hybridisation of profiles, blurred interoccupational boundaries, failed division of labour and de-

professionalisation. The hybridisation in this case is bidirectional:

« On the one hand, there are new occupiers represented by bilingual or selfidentifying
language proficient medical workers, who seek to improve their socio-professional status
and competitiveness by conducting consultations in a foreign language and by “relin-
quish[ing] the less attractive [routinised] tasks” (Hughes as cited in Dingwall, 2016) and

delegating them to interpreters.

« On the other hand, there are interpreters, who adopt such roles as co-consultant, co-
diagnostician, co-therapist, social worker, and psychologist inter alia. It is worthwhile
noting that the professional category that is being officially assigned to them is that of
“administrative assistant”, which has much lower level of competencies than interpreter,

as reported in ISCO-08 and CNO-11.

This study is certainly not designed to be the last word on the subject, it only aims to find a
scientific and rational explanation for the current impasse and offer possible orientations toward

a viable solution.
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2.  MIGRATORY PHENOMENA

The main question that I shall be seeking to answer in this chapter is why high-quality MI is
salient in the study-relevant sociodemographic context. Spanish society in general and Valencian
society in particular are characterized by an increased tendency towards multilingualism and mul-
ticulturalism. As reported by Rodriguez et al. (2009), “language barriers have become increasingly
evident in Spanish hospitals and health centres as the profile of patients and society in general
has changed” (p. 141, my translation). Rodriguez et al. distinguish between “economic immi-
grants” and “social immigrants”. According to the authors, although all foreigners and newcom-
ers are classified as immigrants, it is common to observe that this particular term is especially
associated with “economic immigrants”, i.e. those who come from less economically developed
countries and who arrive in Spain fleeing the difficulties that severely hinder their ability to lead
a decent and dignified life in their countries of origin, be it due to ailing economy or war. Social

immigrants, on the other hand, enjoy:

High socio-economic level, belonging to cultures closer to our own, among whom we can find pro-
fessionals, technicians, students or retired people with high earning power. Most immigrants from
the European Union belong to this group. (Rodriguez et al., 2009, pp. 141-142, my translation)

For a better understanding of the magnitude of the migratory and tourist influx, I shall furnish
the readers with information, tables and figures provided by the National Institute of Statistics
that detail data on the tourism and immigration. Thus, according to the Permanent Immigration
Observatory, which reports to the General Secretariat of Objectives and Inclusion and Social
Welfare Policies of the Ministry of Inclusion (La Moncloa, 2021)'°, whose goal is to provide an
overview of the phenomenon of migration in Spain, the population covered by the study exceeds
5.8 million for the first time and includes both those who have a valid residence permit and those
EU residents in free movement who hold a registration certificate. To be more precise, the total
number of foreigners with a regularised status (holders of a valid registration certificate or a resi-
dence card) residing in Spain in 2020 amounted to 5,800,468, 61% (3.535.964) of whom are
subject to the EU free movement regime. Just for the record, The EU Free Movement Scheme is
the legal regime that applies to nationals of European Union and EFTA countries, as well as to
their family members who are non-EU-EFTA nationals and have certain family links with EU-
EFTAI1 nationals. The number of foreigners resident in the general regime stands at 2,264,504.
The statistical breakdown shows that 15 nationalities account for almost 75% of all foreign resi-
dents in Spain. Eight of them correspond to European Union countries, among which Romania
(1.079.726), the United Kingdom (381,448) and Italy (350,981) stand out. Among the most nu-

merous groups of non-EU countries are those from Morocco, China, Venezuela and Ecuador.

1% Official report issued by Permanent Immigration Observatory of the General Secretariat for Inclusion (Observato-
rio Permanente de la Inmigracion de la Secretaria General de Inclusién) can be found here: https://extranjeros.inclu-
sion.gob.es/ficheros/estadisticas/operaciones/con-certificado/202012/Principales_resultados_residentes.pdf
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[t is worth clarifying that the number of Britons with a registration certificate as at 31 Decem-
ber 2020 stood at 381,448, almost 22,000 more than a year earlier, showcasing an annual increase
of 6%, despite Covid-19 global pandemic and Brexit year. Almost 20% (64,715) thereof have
applied for an EIT as of 7 July using the procedure developed in accordance with the provisions
of art.18.4 of the Withdrawal Agreement; 75% (48,177) already had a previous registration cer-
tificate, i.e. they were already resident in Spain, while the rest are new residents. By type of con-
cession, the greatest relative growth has been concentrated in permanent residence and non-
profit residence (Observatorio Permanente de la Inmigracion de la Secretaria General de In-
clusion, Ministerio de Inclusion, Seguridad Social y Migraciones, 2020).

The age bracket of the resident population is also a major indicator of the difference between
the two profiles: the average age of the resident foreign population is around 40 years old and
men predominate over women. However, there are more mature groups among those from the
EU, such as the British (average age 54) and, to a lesser extent, the Germans (49), and others
much younger, such as the Pakistanis and Moroccans (33). With regard to territorial concentra-
tion of the foreign population, it is worth noting that two thirds of foreign residents live in four
autonomous communities: Catalonia, the Community of Madrid, Andalusia and the Commu-
nity of Valencia. Seven provinces (Madrid, Barcelona, Alicante, Alicante, Malaga, Valencia, Bal-
earic Islands and Murcia) account for 57% of the total, with all of them exceeding 225,000 resi-
dent foreigners.

Resuming the discussion about “social” and “economic immigrants” (Rodriguez et al., 2009,
p. 141), it is worth noting that economic migrants relocate to more economically developed coun-
tries to lead a more dignified, safe and secure life than in their respective countries of origin. This
group is constituted by users of the public health system. Refugees seeking political asylum would
also constitute a group of users of public hospitals. Social immigrants, on the contrary, have
various reasons for residing abroad: work (employment and self-employment), studies, family re-
lated reasons and non-profit residence. Some non-profit residents are elderly people who expat-
riate in pursuit of foreign retirement. They can still claim their pension in their correspondent
country of origin, but they take up permanent residence of another Member State. Spain has
become a destination for many such retirees. Affluent expatriates with substantive purchasing
power, who settle down and acquire a property in Spain, are either holders of private medical
insurance with good coverage or are private patients. They would normally use private medical

centres.

2.1. INTERNATIONAL TOURISM

Another very important group is constituted by the tourists. In order to gain a broader perspec-
tive, | have decided to consult again the data issued by the National Statistics Institute (INE).
The INE confirms that Spain hosted a record number of 81.8 million tourists in 2017, which
is 8.6% more than in 2016. The expected year-end projection was for the figures to approximate
the result reached in 2016 by France, the world's leading recipient of international tourists, which
constituted 82.6 million. It is also expected that the figures will surpass those of the United States,

country which received 75.6 million tourists in 2016.
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According to the data displayed by the INE, Catalonia was the main tourist destination in
2017. This community hosted 19 million tourists, which is 5% more than in 2016. It was fol-
lowed by the Canary Islands with 14.2 million tourists and the Balearic Islands with 13.8 million.
Andalusia received 11.5 million tourists, Valencia, 8.9 million, and the Community of Madrid,
6.7 million. In 2017, the main countries of residence of incoming tourists were the United King-
dom, Germany and France.

[t is worth nothing that foreign tourists who visited Spain in 2017 spent 86,823 million euros,
12.2% more than in 2016, according to the Tourist Expenditure Survey (Egatur) published by
the INE (2018). According to the Spanish Tourism Satellite Account, the tourism sector has
constituted 11,2% of GDP per capita in 2016. This sector provides 2,6 million inhabitants with
jobs, which corresponds to 13,0% of employment (ABC, 2018).

Spain has beaten another record in 2018 with 82.6 million foreign tourists compared to 81.8
million reached the previous year. According to the data provided by the Ministry of Industry,
Trade and Tourism, there was an increase in spending of 3.1%, close to 90,000 million euros
(89,678 million euros). The Minister has also pointed out that these data “show the strength of
the Spanish tourism sector and the progress towards quality tourism and added value” (Hosteltur,
2019).

Spain has yet again beaten a new record in tourism in 2019 (EI Pais, 2020; Hosteltur, 2020).
According to the figures provided by the Ministry of Industry, Trade and Tourism, Spain was
visited by 83.7 million international travellers, whose expenditure amounted to 92,337 million
euros. The Minister stressed that not only is it a matter of seeking quality tourists outside the
traditional source markets, but also of analysing different “profiles” within those countries to
deseasonalize'' (demographic phenomenon whereby the international travellers will not limit
their visits to the peak tourist season, but rather gravitate towards travelling throughout the whole
year). The profile of the traditional tourist also needs to be analysed to opt for those tourists with
greater purchasing power (Molina, 2020).

The figures corresponding to international tourism are clearly not plateaued, in fact they have
gradually reached a crescendo in 2019. The figures highlighted in blue colour denote progressive
burgeoning of international interest towards Spain. I have consulted the National Statistics Insti-
tute data in order to determine the countries of origin of the tourists by whom Spain is massively
visited. I also aimed at identifying the autonomous regions which constitute main tourist desti-
nations. I have built on the data provided by the INE and curated the following tables where I
included only the most study-relevant information. Thus, in the table on cross-border tourist
movements, | have highlighted the figures corresponding to the volume of tourists who visited

Spain in 2019 and their respective countries of origin.

1 Desestacionalizar.
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Table 1. Figures of tourists according to their country of residence

2019 2018 2017 2016
Total 83.701.011 82.808.413 81.868.522 75.315.008
GERMANY 11.176.545 11.414.955 11.897.376 11.208.656
BELGIUM 2.538.829 2.505.146 2.474.720 2.301.628
FRANCE 11.156.671 11.293.323 11.267.269 11.258.540
IRELAND 2.177.106 2.053.385 2.046.123 1.808.469
ITALY 4.542.709 4.389.453 4.222.865 3.969.322
NETHERLANDS 3.701.944 3.855.269 3.704.549 3.355.031
NORDIC COUNTRIES 5.548.745 5.803.535 5.826.548 5.129.025
PORTUGAL 2.440.746 2.344.322 2.137.880 1.996.164
UNITED KINGDOM 18.078.076 18.523.957 18.806.776 17.675.367
RUSSIA 1.311.746 1.227.530 1.150.055 1.004.577
SWITZERLAND 1.824.839 1.883.148 2.059.201 1.703.481
REST OF EUROPE 6.415.281 6.003.629 5.543.011 5.026.962
USA 3.332.654 2.959.487 2.637.484 2.001.813

The highest figure corresponds to the tourists from the United Kingdom (more than 18 mil-
lion visitors in 2019), followed by Germany (11.176.545), France (11.156.671), Nordic Countries
(5.548.745), Italy (4.542.709), Netherlands (3.701.944), USA (3.332.654), Belgium (2.538.829),
Portugal (2.440.746), Ireland (2.177.106), Switzerland (1.824.839), and Russia (1.311.746). Thus
the main languages spoken by the tourists are English (United Kingdom, Ireland and the US
23.587.836), German (11.176.545+62.6% of German-speaking population of Switzerland),
French (11.156.671+22.9% of French-speaking population of Switzerland+40% of French speak-
ing population of Belgium), Dutch (3.701.944+almost 60% Dutch (Flemish) speaking population
of Belgium). And Italian is spoken in Italy (4.542.709) as well as in Switzerland by 8.2% of the

population. The aforementioned are the main language groups of the tourists.
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Figure 2. The percentage of international tourists who visited Spain in 2019 according to the respective countries of origin
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According to INE (2020) The Autonomous Community of Catalonia constituted the main
tourist destination in 2019. This region only hosted 23.1% of the total volume of tourists. Cata-
lonia was followed by Balearic Islands (Illes Balears), which hosted 16.3% of tourists and Canary
Islands (Islas Canarias) having accommodated 15.7% of the visitors.

Almost 19.4 million tourists arrived in Catalonia, which is 0.8% more than in 2018. France
was the main country of residence of 21.0% of visitors. The number of tourists who visited the
Balearic Islands fell by 1.2% to nearly 13.7 million. 33.2% thereof came from Germany and
27.0% from the United Kingdom.

The third main destination is constituted by the Canary Islands. This region has hosted over
13.1 million tourists in 2019. The United Kingdom was the main country of origin in the case
of 37.1% of the visitors, followed by Germany (19.1%).

On the other hand, Andalusia received 12.1 million tourists, which denoted a slight increase
of 3.4% as compared to 2018, and the Valencian Community (Comunitat Valenciana) hosted
9.6 million visitors which is 3.9% more than the previous year. Finally, the Community of Ma-
drid (Comunidad de Madrid) accommodated 7.6 million travellers (7.0% more that in 2018).
The following depiction was extracted from the table provided by INE (2019).

Table 2. Number of tourists according to autonomous community of main destination

2019 2018 2017 2016
Total 83.701.011 82.808.413 81.868.522 75.315.008
01 Andalusia 12.079.017 11.681.256 11.518.262 10.589.642
02 Balearic Islands 13.680.923 13.851.598 13.792.296 12.997.549
03 Canary Islands 13.147.009 13.752.022 14.214.222 13.259.567
04 Catalonia 19.358.203 19.196.344 19.118.421 18.139.177
05 The Valencian Community 9.566.566 9.206.908 8.925.959 7.731.770
06 The Community of Madrid 7.638.375 7.139.775 6.699.785 5.783.137

Note: Spain is divided into regions called autonomous communities, many of which have self-government and their own laws, as
well as transferred competencies in matters of health, justice and education

Spanish government realises the importance of international tourism and medical tourism
and its impact on the economy, therefore after new Brexit regulations entered into force Spain
did not hesitate to open the door to health tourism with the UK (Laguna, 2020). British tourism
is of vital importance for the Valencia Region, the territory with the highest number of British
residents and tourists in the whole of the European Union (Laguna, 2020). In this regard, Min-
ister Gonzalez Laya explained that Spain will seek a bilateral agreement with the British govern-
ment so that its citizens have access to Spanish healthcare when they come on holiday or to their
non-permanent residences (Laguna, 2020).

As soon as the agreement with the United Kingdom becomes effective, Spain will initiate
bilateral talks to ensure healthcare for British holidaymakers, in order to ensure the continuity
of Spain’s largest tourist market (Laguna, 2020). According to the same source, such an agree-
ment would open the door to health tourism that would take advantage of public hospital facili-
ties to sell all-inclusive holiday packages and sun and beach rehabilitation. It should be borne in
mind that the free public healthcare system in Spain is not comparable to the co-payment

healthcare system in other European countries, but it is comparable to that of the United
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Kingdom (Laguna, 2020). Nevertheless, British patients are by far not the only ones interested in

Spanish healthcare and captivated by its cultural environment and climate conditions.

2.2. MEDICAL TRAVEL AND MEDICAL INTERPRETING

2.2.1. Introduction to the concepts of medical travel, the traditional model of
international medical travel and health tourism

Medical travel per se must not be viewed as a newly emergent phenomenon. Since ancient times
people belonging to a number of ancient cultures and civilizations have been travelling to hot
mineral thermal springs due to the alleged healing properties and therapeutic effects of these
health retreats (Health Tourism, n. d.). The hot springs of Sumerians (circa 4000 BC), the Sanc-
tuary of Zeus, Asclepiad Temples, and Epidaurus facility build by the Hellenes (circa 2000 BC),
and the thermae constructed by the Romans (circa 750 BC - 470 AD) exemplify some of the
major healthcare travel destinations of the antiquity. The Roman term “spa”, which stands for
“salude per aqua”, became widely used to attract potential healthcare travellers to the major Ro-
man baths of Europe during The Renaissance Period (St. Mortiz, Ville d’Eaux, Baden Baden and
Bath). The term “spa” came to signify fashionable wellness combined with healthcare. In the Post-
Renaissance period spas and health retreats preserved their popularity and became a premiere
destination for patients suffering from tuberculosis. In the 20" century medical travel underwent
significant changes due to the industrialisation and global commercialisation of healthcare, as
well as internationalisation of healthcare marketplace. In view of these globalisation-related
changes a number of accreditation organisms were established to ensure that the healthcare facil-
ities of the countries marketed as medical travel destinations conform to international standards.
These organisms include the American Board of Medical Specialties, European Union of Medical
Specialties and Joint Commission International. Joint Commission International golden seal of
quality approval'? became the quality benchmark par excellence, as well as one of the most salient
indicators of competitiveness of high-achieving medical organisations.

Medical travel can be subdivided into two categories: 1) the traditional international medical

travel and 2) health tourism, which encompasses a) medical tourism and b) wellness tourism.

In medical tourism, citizens of highly developed nations bypass services offered in their own commu-
nities and travel to less developed areas of the world for medical care. Medical tourism is fundamen-
tally different from the traditional model of international medical travel where patients [...] with the
necessary resources to do so [...] generally journey from less developed nations to major medical cen-
ters in highly developed countries [...] to have diagnostic evaluation and [...] for medical treatment
that is unavailable in their own communities. (Horowitz et al., 2007)

To give an example, patients from Russia and some Arab states could be viewed as users of
what we came to identify as the traditional model of international medical travel, while Europe-
ans retirees, who enjoy a good financial standing and have no financial burdens would fall within
the category of medical tourists (EOI, 2013, p. 113).

12 All the information regarding Joint Commission International is available here: https://www.jointcommission-
international.org/about-jci/accredited-organizations
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Awailability or access to the needed or desired therapy, affordability of care and timeliness are

the key pillars of health tourism industry today. Health tourists “feel pressed to balance their

health needs against other considerations, and medical concerns may be subordinated to other

issues” (Horowitz et al., 2007). There is a series of circumstances under which the patient may be

willing to resort to the out-of-country healthcare accepting all the inconveniences and uncertain-

ties of offshore medicine:

1.

7.

Cost-conscious patients, who are uncomfortable with spending substantial amounts

on a treatment available in their local healthcare market

Patients pursuing a treatment which is not covered by their health insurance (cos-
metic surgery, dental reconstruction, fertility treatment, gender reassignment proce-
dures)

Patients seeking to “circumvent delays associated with long waiting lists”, especially
in the countries where the “governmental healthcare system controls access to ser-
vices”

Patients seeking to undergo procedures (such as stem cell therapy) “that are not
widely available in their own countries”

Patients who do not feel confident and are concerned that their privacy and confi-
dentiality may be compromised (especially those who seek to undergo plastic surgery,
sex change procedures, and drug rehabilitation)

Patients who want to combine their medical treatment with convalescence in vaca-

tion-like “exotic locations” with luxurious yet affordable surroundings

Patients who seek to undergo wellness treatments

Hence, medical travel is subdivided into several branches of tourism and the graph" below
(inspired by EOI, 2013, p. 10; Horowitz et al., 2007; Hopkins et al., 2010) represents a broad

outline of the major segments thereof.

B I drew on the floowing sources: Wikilibro Productos turisticos en Turismo (Escuela Organizacién Industrial;

https://bit.ly/3tPHb76
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Medical Travel
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Curativeor healing Prevention
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Figure 3. Medical travel subsectors

Even though I will be focusing more on medical tourists, I will still be taking into account all

private patient profiles:

« Those who develop a condition or suffer an accident when already abroad (requiring
unscheduled emergency medical assistance)

o Affluent elderly population (expatriates) who seek foreign retirement as long-term res-

idents in Spain

o International travellers who visit Spain out of the peak tourist season

*  Business tourists

* Regular tourists

o Traditional high season travellers

« Those who intentionally seek to undergo a planned elective treatment which became the

main purpose for their journey abroad

o

42

Traditional international medical travellers (travelling from a developing country
to a developed country), who are well off patients seeking to receive sophisticated,
top quality and high standard treatment unavailable in their local developing com-

munities.

Health tourists attracted by affordability of care, high quality standards & infra-
structure, highly qualified medical professionals, no waiting lists, lax legislation in
infertility treatments, optimal geographical and climatic conditions, rich cultural
environment and gastronomy. Woodman defined the health tourism market in

the following way:

The health tourism market is growing, as the relatively well-off global population ages at
a rate that exceeds the availability of quality health care resources. Moreover, additional
expenditures on critical and elective medical procedures continue to increase, while coun-
tries offering universal health care face an increasing resource burden. These are the
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triggers that force patients to seek cross-border healthcare options in order to save money
or to avoid long waiting lists for treatment. We estimate that the global health tourism
market is growing at a rate of 15-25 %. (Woodman, 2015)

According to the study on Tendencias, perfiles y motivaciones del turismo de salud y de bien-
estar [Trends, profiles and motivations of health and wellness tourism], carried out by Ostelea,
the determining factors in the choice of a medical tourism destination are highly qualified pro-
fessionals, services, facilities and infrastructure, the associated costs, as well as the cultural envi-
ronment (El Economista, 2020).

Health tourists are subdivided into two categories:

*  Medical tourists
*  Wellness tourists
The next chapter will be dedicated to the analysis of health tourism in Spain.

2.2.2. Health tourism in Spain

According to the study carried out by Escuela de organizacion industrial (AUREN & Fundacion
EQOI, 2013, p. 18), Spanish healthcare is considered to be one of the best in the world. The World
Health Organisation (WHO) ranks it 7th in the world for health. According to data from the
Global Wellness Institute provided in 2019, our country ranks fifth in the world in health and
wellness tourism and second in Europe, after Germany (Hosteltur Economia, 2019). According
to El Economista.es special tourism edition 2020, Spain ranks sixth in Europe and eighth in the
world. Newsweek magazine places it in 3rd position, only behind Japan and Switzerland (EOI,
2013, p. 18). Thus, bearing in mind that the Spanish public health system is free and of high
quality, it must be considered that private centres are offering very high quality services, which
provide great added value and confidence to the user (EOI, 2013, p. 21). For the record, accord-
ing to the same source private healthcare offers its clients a high technological capacity, account-
ing for 56% of PET scans, 58% of MRI scans and 37% of CAT scans in Spain. 20% of chemo-
therapy sessions are carried out in private hospitals (EOI, 2013, p. 21). Spanish private healthcare
sphere is constituted by 483 hospitals and 53,985 beds, representing 51% of the hospitals and
33% of the beds in the country (EOI, 2013, p. 21). Also, as discussed earlier, according to the
World Tourism Organisation (WTO), Spain is the 4th country in the world in terms of tourist
arrivals (EOI, 2013, p. 18).

As maintained by the Circulo Fortuny, Spain has consolidated its position in the international
market as a major high-end experiential tourism destination in terms of wellness, cultural and
hospitality tourism (Hosteltur, 2019). The main tourism products that complement health tour-
ism are high-quality accommodation at very competitive prices, low flight costs, short duration
flights and comfortable flight connections from different Spanish and British cities, Mediterra-
nean lifestyle, gastronomy, leisure, culture, nature (beach and sea), environmental and climatic
conditions and sport (EOI, 2013, pp. 47, 112). The same study reports that British patients value
Spanish medical professionals’ ability to speak English (EOI, 2013, p. 112). 2019 recorded 18.8
million trips and the travellers’ spending added up to more than 8.8 billion euros (Hosteltur,
2019). As maintained by the vice-president of Sha Wellness Clinic, Alejandro Bataller: “Spain

became an international benchmark in terms of health and wellness, where tourists are looking
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for their time to be relevant and for the experience to affect them” (Hosteltur, 2019). Some pri-
vate hospitals offer “total orientation” of the entire hospital towards the international patient,
who “travels, who seeks excellent care with as little bureaucracy as possible, and who must find
at their disposal all the amenities for transfer and treatment, including translation services”
(20minutos, 2018). Up to 140,000 visitors underwent health treatments or interventions in pri-
vate healthcare centres of our territory in 2019 (“Turismo de salud: 1.000 millones de euros de
impacto econémico”, 2020). In terms of economic estimates, according to a report by Spaincares,
the Spanish Health Tourism Cluster in Spain, this type of tourism accounted for a turnover of
500 million euros in 2017. It was expected that in 2020 this country will have been visited by
200,000 medical and wellness tourists, achieving a contribution to the Spanish economy of
around 1 billion euro (“Turismo de salud: 1.000 millones de euros de impacto econémico”,
2020).

According to EOI (2013), those who are on holiday and require emergency care for an illness
or accident and whose care is either guaranteed by the European Health Insurance Card (in the
case of European citizens), or by private insurance companies with international coverage are not
medical tourists. Neither are patients who take advantage of their sojourn in Spain in order to
obtain free treatment from the Spanish public health system (as opposed to the co-payment or
payment required in their countries of origin). According to the same source, they commit fraud
by spending more than 6 months in Spain to gain access to the Spanish health card or by going
to the emergency room in order to get treated free of charge and/or circumvent long waiting lists.
As reported by El Economista.es (Vigario, 2018), the government of former prime minister
Mariano Rajoy aimed to eliminate this health tourism fraud. The health reform (Real Decreto
16/2012) was put in place in order to put an end to the health paradise that Spain was at that
time for foreigners, although it ended up affecting immigrants in an irregular situation as well.
Real Decreto-ley 7/2018, of 27th of July, on universal access to the National Health System ap-
proved by the new socialist government of Pedro Sanchez is intended to universalise free
healthcare for all foreigners in Spain, including undocumented immigrants. Thus, all the immi-
grants residing in Spain, including those in an irregular situation, as well as all Europeans residing
in Spain have been granted by the virtue of the new Royal Decree the health card of Social Secu-
rity, thus turning the country into a health paradise despite the risk of re-emergence of the health
tourism fraud or fraudulent health tourism (turismo sanitario fraudulento) (El Economista.es in
2018). According to the Valencian Regional Ministry of Health, the direct charging of foreign
patients without coverage will mean a saving of 10 million euros, which could be passed on to
the Valencian private health system (EOI, 2013, p. 96). Nevertheless, a report by the Court of
Auditors established a difference of millions of euros between what Spain netted for health care
to foreigners and what it reimbursed for health care received by Spaniards abroad. In 2009, Spain
had a turnover of 441.1 million Euros to 26 EU countries plus Iceland, Liechtenstein, Norway
and Switzerland for medical care provided to citizens of these countries, while the cost of care
provided to Spanish citizens abroad amounted to 46.2 million. This is a difference that, according

to the court, renders Spain as an eminent receptor of foreign tourists and residents (EOI, 2013,

p. 96).
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On the contrary, private patients who schedule their treatment through medical tourism facil-
itators, or are sent by international insurers who know that they can offer their subscribers the
same service and a holiday for considerably less money than what is paid for therapy in their own
countries are indeed medical tourists (EOI, 2013, p. 13). Similarly, European, mainly Nordic,
patients sent by their respective countries of origin to Spain through interinstitutional coopera-
tion agreements are also medical tourists being offered this opportunity as a solution to the gov-
ernment’s and hospital’s inability to cut waiting list (EOI, 2013, p. 13). Lunt and Carrera (2010
in EOQI, 2013, pp. 114-115) portray health tourists as middle-aged, in the 40-55 age bracket. Older
people tend to have greater financial autonomy (no burdens such as mortgages) and greater free-
dom to travel (no young children). It is worth noting, without overgeneralising though, that older
health tourists focus on medical tourism, whereas younger health tourists are mainly looking for
specialities related to cosmetics and mental wellbeing (alternative therapies) (EOI, 2013, pp. 114-
115).

[t must be pointed out that residential tourists, although they are not health tourists, according
to experts they are one of the natural prescribers of the health services offered in Spain, so that
it has been observed that, once they have become aware of the excellence of the Spanish health
services, they may recommend it to a relative or acquaintance in their country of origin. Moreo-
ver, in some ways, they may be health tourists, in that on certain occasions, their main reason for
travelling to their residence may be to receive health treatment, with the advantage for them of
having a residence (EOI, 2013, pp. 114-115). Thus, their profile may partially coincide with that
of health tourist. According to the same source, these residential tourists have availability of free
time, possess high level of income and qualifications, and spend most of the year, especially the

winter season in Spain and return to their countries of origin in summer. In short:

The residential tourist can be defined as the “result of a satisfied and loyal holiday tourist” (PDO,
1997,360), who found in the possession of a home during his time as a tourist a mechanism for his
location, permanent or seasonal, on the coast as a retired person (Williams et al., 2000). In short,
tourism that offers high temporary mobility acts either as a precursor or a substitute for subsequent

migration. (Bell & Ward, 2000) (EOI, 2013, p. 114-115)

Assisted reproduction, deserves in my opinion special mention. Ley 14/2006 is one of the
most comprehensive and permissive laws to have ever existed in the EU. Apart from surrogacy
and gender selection, the following human reproduction techniques are fully authorised and
regulated by the above mentioned law: artificial insemination, in vitro fertilisation (IVF), intra-
cytoplasmic sperm injection (ICSI) with own or donor gametes, sperm donation, egg/oocyte do-
nation, embryo donation always safeguarding donors’ anonymity, embryo transfer (up to 3 em-
bryos), intrafallopian gamete transfer, embryo cryopreservation, and preimplantation genetic di-
agnosis (PGD) to select embryos for therapeutic purposes (detection of serious hereditary diseases,
of early onset and not susceptible to postnatal curative treatment and detection of other altera-
tions that may compromise the viability of the embryo and therefore result in implantation fail-
ure). The law does not specify an age limit for a fertility treatment to be carried out (Ley 14,/2000).
The Spanish Fertilisation Society (SEF) estimated that the success rate of treatments for both
fertilisation and pregnancy in Spain is better than in third countries (32.2% - 40.2% for in vitro

fertilisation with own eggs in women between 35 and 39 years of age) (EOI, 2013, p. 26). Spain
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is also one of the countries with the highest pregnancy rates, 50-70% (Espifio, 2005 in EOI, 2013,
p. 103). Apart from lax legislation Spain offers very competitive prices (an in vitro fertilisation
cycle in the USA costs 9,500 euros, whereas in Spain the maximum is 6,000 euros) (EOI, 2013,
p. 103). The majority of patients come from Italy, Germany, France, Portugal, Great Britain and
Sweden (EOI, 2013, p. 103). Spanish reproductive or fertility tourism is fully adapted to welcome
practically all family models (heterosexual couples with male or female infertility, lesbian couples,
single mothers, gay couples, single parents).

With liposuction, eyelid surgery, abdominal surgery, breast augmentation, rhinoplasty and
reconstructive plastic surgery being the most sought-after specialities, cosmetic surgery places
Spain in the 4th position worldwide and 1st in Europe (EOI, 2013, p. 26). It is also worth men-
tioning that the most common procedure in traumatology is hip and knee prostheses geared
towards senior patients (EOI, 2013, p. 26). Medical check-ups are also very popular diagnostic
and preventive exploration methods (EOI, 2013, p. 26).

Currently, the private hospital sector amounts to 452 hospitals in Spain with a total of 51,591
beds. According to the data collected by the IDIS Foundation, these figures represent 57% of all
medical centres and 33% of all hospital beds in the country . [Tourism constitutes an essential
anchor of Spanish economy [...]” (Belinchon, 2020) as it accounts for no less than 13% of the
country's total GDP and contributes 12.7% of total employment, with nearly 2.7 million workers
(Belinchon, 2020), thereby ranking as the third highest contributor to its economy. In 2019 Spain
has beaten a seventh consecutive record in terms of historic figures in international tourism. 83.7
million international travellers were reported to have visited Spain in 2019 (Hosteltur, 2020).
Their expenditure amounted to 92,337 million euros (Hosteltur, 2020).

2.2.3. Medical interpreting and medical travel

After having defined the most relevant concepts related to medical travel and after having de-
scribed the current state of affairs in Spain in this regard, I shall now proceed to analyse the role
of interpreting against this backdrop. Woodman (2015) wrote for the Sun Journal that “successful
hospitals have the basics down when it comes to foreign patients: interpreters, familiar foods,
cultural sensitivity. They also have a stellar medical reputation, are easy to get to and, often, have
cultural or medical relationships with the sending country”.

Many private hospitals located in the Spanish geographical region of Costa Blanca meet the
requirements to obtain prestigious international accreditation certificates, however, they neglect
the salience of the quality of interpretating in spite of the overwhelming proportions of foreign
patients. According to Martinez (2008), some private hospitals in the Valencian Community offer
specific services geared towards the nationals or residents of particular countries. These services
seek to cater for the idiosyncrasies of care of each nationality treated at the medical facility in
question. These services include interpreting delivered by multilingual medical and administra-
tive staff as well as by polyglot interpreters. In such settings, in-house interpreters come from very
diverse educational backgrounds meaning that they may have accomplished training programmes
other than translation and interpreting, which may include secondary education (Spanish bachil-
lerato equivalent to British A-levels) and sometimes higher education (undergraduate and post-

graduate university degrees). The personnel hired to undertake other functions, be it of clinical
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or non-clinical nature, do have the necessary training to perform these functions, but lack specific
training to undertake interpreting assignments (MartinezGémez, 2008, p. 1051). Thus, the hos-
pital workers who receive the assignment to interpret are mostly never properly prepared for it.

In addition, the majority of in-house non-professional interpreters consider training in T&I
to be totally irrelevant, since in their opinion the best way to learn is on-the-job training. Martinez-
Goémez corroborates the above statement by saying that the in-house interpreters currently prac-
ticing in the study-relevant field are self-taught (MartinezGomez, 2008, p. 1051).

[t should be noted that if the hospital administration and the procurement managers decide
to hire interpreters, be it graduates in T&I or bilinguals lacking training in MI, this service pro-
vision will generate undesirable costs for the hospital to shoulder.

Nevertheless, as maintained by Angelelli:

The Spanish private sector would “definitely be interested in exploring the potential offered by the
Directive and by medical tourism” (ES Inf 9) They would combine medical care and good weather in
an attractive formula especially if communication is not perceived as a deterrent (ES Site 11). Inter-
estingly, in private clinics observed there were bilingual staff and professional interpreters as they
recognise the importance of communicating with patients in their own language. Their interest in
marketing services though is not limited to other MSs, as they also receive many patients from the
Middle East and China and they are planning to be more aggressive in attracting patients from those

regions. (Angelelli, 2015, p. 35)

The percentage of foreign patients in some private medical institutions of Costa Blanca ex-
ceeds 80% (HCB, 2016) this is because these private facilities are specialised centres geared to-
wards foreign-speaking patients'* (EOI, 2013, p. 101). other private healthcare facilities located
in the Valencian Community report that around 50% of their patients are foreigners (IMED,
2016). Other clinics located in the same geographic area publicise a somewhat lower percentage
of foreign patients willing to undergo a treatment at their facility, which ranges between 18% and
20% (IB, 2007, IVI, 2016 respectively). One of the above mentioned centres (IVI, 2016) has
stated that patients from more than 90 countries have received treatment within their premises.
The vast majority of them came from Italy, France, England, Germany and Switzerland (IVI,
2016). Hospital Clinica Benidorm located in the Costa Blanca region has reported that 45% of
their patients come from Holland, 22% from the UK, 14% from Germany and Switzerland, 12%
from Scandinavia, and 7% from Russia. According to Pellicer-Vidal, in 2016, the privately man-
aged public hospital Marina Salud Hospital of Denia was reported to have treated 25% of patients
coming from England, another 25% of patients whose country of origin was Germany, 10% were
from Netherlands, 10% were Russians, and another 10% came from the USA, the remaining
20% were from other unspecified countries (Pellicer-Vidal, 2016, p. 4).

Therefore, Angelelli (2015, p. 44) maintains that without language support high quality care
is extremely difficult to safeguard. Nonetheless, there were not many examples of in-house pro-
fessional translation and interpreting services that would meet the expectations of patients and
providers (Angelelli, 2015, p. 46).

' It was reported by Funes in 2015 (p. 64) that the percentage of foreigners attending some private medical centres
in the Western Costa del Sol reaches over 65 %, whereas the public centres reported the figure of 30%.
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According to EOI report, Alicante -a major receptor of tourists coming from the UK, Nordic
countries, Netherlands and France, which belongs to the study-relevant area of the Valencian
Community-, has an important infrastructure in private healthcare based on its tradition as an
international tourist destination. Therefore, the services that their medical centres offer are not
limited to medical procedures, but may also include “complementary services typical of tourist in-
termediation, such as the management of the trip to Spain (booking and contracting of flights,
processing of visas, accommodation, transfers, personal assistantinterpreter, assistance to family
members, excursions, etc.)” (EOI, 2013, p. 42, emphasis added). It is interesting how this report
views interpreting as a “complementary service” and how professional identity is being remod-
elled into “personal assistant-interpreter” to suit the market demand.

The SHA Wellness Clinic positions itself as a “medical hotel” and constitutes a major repre-
sentative of Spanish wellness tourism. It is a worldwide pioneering wellness clinic located in Albir
(Alicante), which is dedicated to improve people's health and wellbeing. In addition to wellness
therapies, it includes a clinical area with services in anti-aging medicine, aesthetic medicine, den-
tal aesthetics, sleep medicine and an anti-smoking unit. Its offer is mainly aimed at foreigners
(EOI, 2013, p. 26), however some of their patients complain about unsurmountable language
barriers. I found several interesting reviews on Google Reviews, but one in particular has caught

my attention and [ feel it is worth sharing. This excerpt is the most important part of the review:

To top it off, SHA boasts that it offers English and Spanish speaking staff. This is not the case and
worse still when attending treatments, in the main, non of [sic| the therapists spoke sufficient English
to explain the treatments nor advise on any after care. This was particularly relevant in the Colonic
Hydroptherapy. I was asked to sign a 'disclaimer' but the therapist spoke no English and the treat-
ment, as were many others, were conducted in silence as the language barrier prevented explanation
of the treatment. | am not sure what medical approval this place has but it clearly fails on every level
to offer what is provided in the schedule and this was acknowledged. (Anonymised Google review,

2019)°

5 https://bit.ly/3EmLtaT
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SHA Wellness Clinic [ Escroeuns s |

Carrer del Verderol, 5, L'Albir, Espafia

Muy bueno v
’ 93 resefias en Google

o 4/
Q Hace 3 afios en & Google

(Traducido por Google) Una gran experiencia, un i muy relaj y sorp
Estuve alli durante 5 dias, al final estaba mas delgado y brillante. ... Mas

i

0 Hace 2 afios en & Google

(Traducido por Google) Totalmente espantoso

Si pudiera darle a este lugar CERO estrellas, seria una eleccion facil.
Me pregunto si el propietario de este I; hotel de 5 llas es

i@ 2

CEE—— 115
@ Hace 3 afios en & Google

(Traducido por Google) Aunque el hotel y el lugar son hermosos, el equipo médico es

Figure 4. Original screenshot 1

49



PART I. INTRODUCTION AND CONTEXTUALISATION

SHA Wellness Clinic [ —

Carrer del Verderol, 5, L'Albir, Espana

Muy bueno v
3 93 resenas en Google

ineptitude of his staff and like an onion, the layers of managers who seem to be able to do
nothing to rectify problems as they occur.

During my stay there were numerous issues which were reported on a daily basis and
finally acknowledged by the so called General Manager who only contacted me (after | had
left, and) after | had put a review on another website to advise people what they should
expect from their stay. | only make factual references - it is what t is or was. Not only did
this errant (he appears to be constantly travelling) General Manager ask me to remove my
initial review, but rather than offering compensation for the failed services (which have
been acknowledged in numerous emails) , offered me the ‘opportunity; to return but this
would include covering flights transfers, food and services.

| opted for the so called "Essence” package - a cool 5000 euros ! It was a disaster from
start to finish. The Planning Department made errors in planning my course which meant |
did not receive all the treatments and visits | was entitled to. To top it off, SHA boasts that it
offers English and Spanish speaking staff. This is not the case and worse still when
attending treatments, in the main, non of the therapists spoke sufficient English to explain
the treatments nor advise on any after care. This was particularly relevant in the Colonic
Hydroptherapy. | was asked to sign a 'disclaimer’ but the therapist spoke no English and
the treatment, as were many others, were conducted in silence as the language barrier
prevented explanation of the treatment. | am not sure what medical approval this place
has but it clearly fails on every level to offer what is provided in the schedule and this was
acknowledged. | was also offered a free treatment following a complaint about the lack of
English spoke during one of the treatments but with referring to me, they decided that as |
stayed for the treatment this would be reduced to 25% off and was only when | paid the bill
I noticed the additional cost. By way of acknowledging their faults | was provided with a
huge box of 'gifts' too big to take in a suitcase but sufficient to see that they realised their
error. Instead of offering due compensation for all their failures, the pompous and at times
rude and bombastic General Manager (reminiscent of Fawity Towers) became threatening
and abusive in emails. What a shame that after visiting this place before | returned only to
find a dilapidated, poorly run and awful place to spend a week which was supposed to be
relaxing and recharging and became an ongoing problem from the time i arrived until long
after | left leaving me wondering what had happened to this place in 12 months since my
last visit and would advise any potential UK visitors to look closely at what is being offered
and whether the result is what is expected. Making threatening gestures when one is
stating the facts only services to underline the inability of its staff at the (supposedly)
highest level being able to understand and rectify the utter failures this abysmal property

nffare

Figure 5. Original screenshot 2

This is not to expose the lack of medical interpreters in one of country’s largest medical hotels,
but to draw the reader’s attention to the patient’s awareness of the importance of proper com-
munication in medicine. This patient’s allegation on the clinic’s failure to deliver on English
proficiency of their staff is diagnostic of patient’s cognisance of the necessity to communicate
with the cross-border provider and of the implications such lack of communication may carry.

Despite the exponentially increasing demographic need, only a few private hospitals have in-
terpreters to meet the needs of their cross-border patients. While the public sector is not inter-
ested in having interpreters, the private sector is oriented towards health tourism, which means
that private hospitals use interpreting services as a PR mechanism to increase competitiveness.
Nevertheless, the problem is that some practitioners from the private sphere disregard the avail-
ability of interpreting services and opt for conducting the consultation in the patient’s language
in spite of the fact that they actually struggle to communicate. The free access to profession con-
stitutes another major concern. Candidates who have not successfully accomplished a university
training in Translation and Interpreting and therefore lack professional qualifications have no
impediments whatsoever to access the marketplace. The lack of professionalisation of interpret-

ing implies leeway as to who can be hired. The lack of control and the lack of awareness regarding

50
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the seriousness of this situation constitute key factors that favour the proliferation of professional
encroachment, which in turn spurs and exacerbates devaluation of this occupation.

[t is clear that the lack of professional language provision services needs to be contended with
as soon as possible, but this problem is just a symptom diagnostic of far more complex socio-

cognitive and socio-psychological processes underpinning such lack of professional recognition.
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In this section I shall focus on determining whether the existing barriers to communication have
been taken into account when contemplating the applicability of the domestic and foreign legis-
lative instruments to the current socio-demographic reality. To that end, it is necessary to recap
on the main points of the international, EU, domestic and regional legislation.

[t needs to be noted that the demand for cross-border healthcare among European citizens
and residents has been showing exponential growth up until 2020. During the summer of 2020
Spain lost 83% of international tourists due to the Covid-19 pandemic. It was reported that in
2019 more than 83 million tourists visited Spain, whereas in 2020 this number drastically plum-
meted to scarcely 17 million (Lara, 2020). Nevertheless, according to some forecasts health tour-
ism might be the first branch of tourism to actually get reanimated and recuperate from the
devastating economic consequences. According to a Spanish financial newspaper (“El turismo de
salud crece con la pandemia”, 2020), medical tourism was expected to grow in the following
months. But even though there was a patent decrease in tourism and health tourism, the residen-
tial tourists as well as regular residents were still in need of language provision services, although
professional interpreters were never hired to deal with this need. The Covid-19 pandemic has
not triggered a cognizance of and sensitisation to the problem of language barriers in Spanish
healthcare. Thus, the state of affairs before the pandemic remains unaltered today.

Angelelli (2015) and Gavlovych and Blasco-Mayor(2020) claimed that the nihility of all-en-
compassing pan-European statutory regulations concerning proper language provision, jeopard-
ises equal access to medical information and consequently and seriously challenges patients’” en-
titlement to universalised quality healthcare procurement. A series of vital language support ser-
vices have been withheld or withdrawn from the patients undermining the accomplishment of
cornerstone medical processes including scrutiny of existing medical records, anamnesis, reim-
bursement paperwork, proper medical examination and medical consultation, thus, downgrading
and reducing patient-centrered non-paternalistic care to de-humanised “médécine vétérinaire [vet-
erinary medicine]” (Clark, 1983; Bowen, 2001, cited in Cox & Lazaro, 2016, p. 50), where the
patient has no other choice but to defer to the medical team on their wellbeing and pray that
they have guessed the diagnose and treatment.

[ shall start by unpacking one international document:

1. The Economic and Social Council of the United Nations (The UN Committee on
Economic, Social and Cultural Rights, 2000)

A series of documents constituting the EU legal framework:
1. European Charter of Patients’ Rights (2002)
2. The Regulation (EC) 883,/2004 of the European Parliament and of the Council on

the coordination of social security systems lays down “norms and competencies for

the provision of healthcare to certain classes of cross-border patients” (Angelelli

2015, pp. 15-20).
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Europe - Amsterdam Declaration Towards Migrant Friendly Hospitals, Migrant
Friendly Hospitals Project (2004)

The four principles of the White Paper Together for Health: A Strategic Approach
for the EU 2008-2013 presented by the Commission in 2007

The Directive 2011/24/EU intends to clarify the legal relationship between patients’
rights and cross-border healthcare (Angelelli 2015, pp. 15-20)

Charter of Fundamental Rights of the European Union (2012/C 326/02), and more
specifically Title III - Articles 20 - 21 and Title VI -Articles 47 - 50. This Charter
upholds the rights which the citizens are entitled to.

With regard to Spanish legislation I have curated a list of study-relevant legal norms and pro-

visions encompassing articles from the Spanish Constitution, Royal Decrees, and Organic Laws:
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1.
2.

Article 43 of the Constitucién Espariola (Spanish Constitution, 1978)
Ley Orgdnica 4/2000, de 11 de enero, sobre derechos vy libertades de los extranjeros en Esparia

y su integracion social [On the rights and freedoms of foreigners in Spain and their

social integration]

Ley 41/2002, de 14 de noviembre, bdsica reguladora de la autonomia del paciente y de dere-
chos y obligaciones en materia de informacién y documentacién clinica [Basic regulation of
patient autonomy and of rights and obligations regarding clinical information and

documentation]

Ley 16/2003, de 28 de mayo, de cohesion y calidad del Sistema Nacional de Salud [Cohe-
sion and Quality of the National Health System]

Real Decreto 1030,/2006, de 15 de septiembre, por el que se establece la cartera de servicios
comunes del Sistema Nacional de Salud y el procedimiento para su actualizacién [Establis-
hing the common services portfolio of the National Health System and the procedure
for updating it]

Ley 15/2008, de 5 de diciembre, de integracion de las personas inmigrantes en la Comunitat

Valenciana [On the integration of immigrants in the Valencian Community]

Real Decreto-ley 16/2012, de 20 de abril, de medidas urgentes para garantizar la sostenibili-
dad del Sistema Nacional de Salud y mejorar la calidad y seguridad de sus prestaciones [On
urgent measures to guarantee the sustainability of the National Health System and

improve the quality and safety of its services]

Real Decreto 81/2014, de 7 de febrero, por el que se establecen normas para garantizar la
asistencia sanitaria transfronteriza, y por el que se modifica el Real Decreto 1718/2010, de
17 de diciembre, sobre receta médica y érdenes de dispensacién [Establishing rules to ensure

cross-border healthcare and amending Real Decreto 1718/2010 of 17 December on

medical prescriptions and dispensing orders]

Real Decretoley 7/2018, de 27 de julio, sobre el acceso universal al Sistema Nacional de
Salud [On universal access to the National Health System]
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In terms of the regional legislation, the following legal provisions will be thoroughly scruti-

nised:

1. DECRET 93/2009, de 10 de juliol, del Consell, pel qual s’aprova el Reglament de
la Llei 15/2008, de 5 de desembre, de la Generalitat, d’Integracié de les Persones
Immigrants en la Comunitat Valenciana [Approving the Regulations of Ley
15/2008, of 5 December, of the Generalitat, on the Integration of Immigrants in the
Valencian Community]. [2009,/8340])

2. ORDE 8/2011, de 19 de maig, de la Conselleria de Solidaritat i Ciutadania, per la
qual es regula l'acreditacié de la figura del mediador/a intercultural i el Registre de
Media- dors Interculturals de la Comunitat Valenciana. [2011/6009] [Which regu-
lates the accreditation of the figure of the intercultural mediator and the Registry of

Intercultural Mediators of the Valencian Community]

3. Ley 10/2014, de 29 de diciembre, de Salud de la Comunitat Valenciana [On Health

of the Valencian Community]

3.1. INTERNATIONAL AND EU LEGISLATION

I would like to start by saying that Directive 2010/64/EU of the European Parliament and of the

Council of 20 October 2010 on the right to interpretation and translation in criminal proceed-

ings was a major inspiration for this section. This Directive mirrors the tenets displayed in the

European Convention on Human Rights (European Court of Human Rights, 1950), more spe-

cifically:

article 5, which reads as follows: “Everyone who is arrested shall be informed promptly,
in a language which he understands, of the reasons for his arrest and of any charge against
him” (Article 5, Right to liberty and security, p. 8)

article 6, which reads as follows: “Everyone charged with a criminal offence has the fol-
lowing minimum rights: (a) to be informed promptly, in a language which he under-
stands and in detail, of the nature and cause of the accusation against him; [...] (e) to
have the free assistance of an interpreter if he cannot understand or speak the language
used in court.” (Article 6, Right to a fair trial, p. 10)

article 14 emphasises that: “The enjoyment of the rights and freedoms set forth in this
Convention shall be secured without discrimination on any ground such as sex, race,
colour, language, religion, political or other opinion, national or social origin, associa-

tion with a national minority, property, birth or other status”.

The mentioned EU Directive decrees and stipulates in its article 14 that:

The right to interpretation and translation for those who do not speak or understand the language
of the proceedings is enshrined in Article 6 of the ECHR, as interpreted in the case-law of the Euro-
pean Court of Human Rights. This Directive facilitates the application of that right in practice. To
that end, the aim of this Directive is to ensure the right of suspected or accused persons to interpre-
tation and translation in criminal proceedings with a view to ensuring their right to a fair trial. (Di-

rective, 2012/64/EU, art. 14)
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Article 2 dilates on the applicability of the right to interpretation by pointing out that upon
ascertaining that the suspected or accused party displays limited proficiency of the societal lan-
guage (art. 21) via specific procedure or mechanism put in place for such purpose (art. 2.1), the
party concerned must be provided with the service “without delay” and the areas of intervention
encompass “criminal proceedings before investigative and judicial authorities, including during
police questioning, all court hearings and any necessary interim hearings”. As regards translation,
the party with limited Spanish proficiency must be purveyed with “a written translation of all
documents which are essential to ensure that they are able to exercise their right of defence and
to safeguard the fairness of the proceedings”. The translation must be conducted into the native
language of the suspected or accused (art. 22).

Interestingly enough, article 5 addresses the issue of quality of the services being provided:

Member States shall ensure that, in accordance with procedures in national law, suspected or accused
persons have the right to challenge a decision finding that there is no need for interpretation and,
when interpretation has been provided, the possibility to complain that the quality of the interpreta-
tion is not sufficient to safeguard the fairness of the proceedings. (Directive, 2012/64/EU, art. 5)

The language assistance must be purveyed free of charge (art. 17): “Executing Member States
should provide, and bear the costs of, interpretation and translation [...]” (art. 15).

The situation in the medical field in Spain, however, is very different. In spite of the fact that
many legislative instruments mention the importance of non-discrimination on the basis of lan-
guage, none specifies how to ensure fair and equitable access to healthcare.

The Economic and Social Council of the United Nations (2000) details that by virtue of the
article 12 of the International Covenant on Economic, Social and Cultural Rights every person
is entitled to the healthcare procurement of the highest attainable standard. Thus, all health-
related discrimination on the grounds of language must be outlawed. This legal document also
highlights that: “health facilities, goods and services must be accessible to all, especially the most
vulnerable or marginalized sections of the population, in law and in fact, without discrimination
on any of the prohibited grounds”:

By virtue of article 2.2 and article 3, the Covenant proscribes any discrimination in access to health
care and underlying determinants of health, as well as to means and entitlements for their procure-
ment, on the grounds of race, colour, sex, language, religion, political or other opinion, national or
social origin, property, birth, physical or mental disability, health status (including HIV/AIDS), sex-
ual orientation and civil, political, social or other status, which has the intention or effect of nullifying
or impairing the equal enjoyment or exercise of the right to health. (United Nations, Economic and

Social Council, 2000)

Article 12.2(d) advocates for “the creation of conditions which would assure to all medical service
and medical attention in the event of sickness” (my italics) and “provision of equal and timely
access to basic preventive, curative, rehabilitative health services and health education; regular
screening programmes; appropriate treatment of prevalent diseases, illnesses, injuries and disa-

bilities [...] provision of essential drugs; and appropriate mental health treatment and care”.
The Committee stresses that many measures, such as most strategies and programmes designed to

eliminate health-related discrimination, can be pursued with minimum resource implications
through the adoption, modification or abrogation of legislation or the dissemination of information.
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[...] even in times of severe resource constraints, the vulnerable members of society must be protected
by the adoption of relatively low-cost targeted programmes. (United Nations, Economic and Social

Council, 2000)

The authors of the European Charter of Patients’ Rights (Cittadinanzattiva-Active Citizenship
Network group, 2002, pp. 1-2) decry the fact that: “Despite solemn declarations on the “European
Social Model” (the right to universal access to health care), several constraints call the reality of
this right into question” as these rights “can be affirmed in theory, but [are] then denied in prac-
tice, because of financial limits”. The authors went on to say that the reification, materialisation
and pragmatisation of these inalienable universal rights, which transcend citizenship cannot be
denied, compromised, limited or waived due to “financial constraints” (Cittadinanzattiva-Active
Citizenship Network group, 2002, pp. 1-3). The authors also deprecate the fact that despite hav-
ing been established by law and “asserted in electoral programmes”, these rights are “forgotten
after the arrival of a new government”, and therefore are not respected, delivered on, provided
for, subject to transposition, translated into concrete procedures and guarantees or conformed
to by the domestic legislation (Cittadinanzattiva-Active Citizenship Network group, 2002, pp. 1-
3). All of these rights are aimed at empowering patients by encouraging patient participation in
the decision-making process which affects their life, health and wellbeing (Cittadinanzattiva-Ac-
tive Citizenship Network group, 20022, pp. 1-3). Since all these rights seek to guarantee a “high
level of human health protection” (Cittadinanzattiva-Active Citizenship Network group, 2002,
Article 35 of the Charter of Fundamental Rights, p. 3) it is essential that they be “rendered ap-
plicable” and enacted. Ten out of fourteen rights cannot be safeguarded without professional
interpreting service in the case of foreign-speaking patients. Thus, the European Charter of Pa-
tients’ Rights (Cittadinanzattiva-Active Citizenship Network group, 2002) advocates for a univer-
sal and equal right to access a proper preventive care service irrespective of the patients’ financial
resources, place of residence, kind and severity of illness, etc.; right to access all health services
(inpatient, outpatient) that the patient may be in need of irrespective of whether the disease they
are suffering from is common or rare; right to access all patient-tailored information related to
the healthcare system in general and the patients’ state of health in particular; right to receive
information conveyed in intelligible, fathomable and cognoscible way without technical verbal-
ism and prolixity, which would enable informed and active participation in the decision-making
process; right to free, informed choice of therapies, primary care doctors, specialists and facility;
right to the observance of quality standards of care in terms of technical performance, comfort
and human relations; right to safety and reification of the main precept in medicine primum non
nocere through monitorisation of risk factors (such as miscommunication) and (language-related)
precedents of medical malpractice, maladvice and medical errors stemming from language barri-
ers (please see Flores, 2006; Moreno et al., 2007; Elderkin Thompson et al., 2001, Meyer at al.,
2010; Wang, 2016; Quan, 2010); right to personalised, patient-tailored and patient-centred diag-
nostic and therapeutic procedures adjusted to the individual patient’s needs; right to complain
and take legal action and pursue alternative dispute resolution; right to compensation of physical,
psychological and moral damage suffered by the patient (European Charter of Patients’ Rights,
2002, pp. 3-8).  would like to reiterate that the compliance with these ten rights is in my opinion

particularly difficult (not to say impossible) without proper language service.
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The Charter of Fundamental Rights contains many provisions that refer either directly or indirectly
to patients’ rights, and are worth recalling: the inviolability of human dignity (article 1) and the right
to life (article 2); the right to the integrity of the person (article 3); the right to security (article 6); the
right to the protection of personal data (article 8); the right to non-discrimination (article 21); the
right to cultural, religious and linguistic diversity (article 22); the rights of the child (article 24); the
rights of the elderly (article 25); the right to fair and just working conditions (article 31); the right to
social security and social assistance (article 34); the right to environmental protection (article 37); the
right to consumer protection (article 38); the freedom of movement and of residence (article 45).
(Cittadinanzattiva-Active Citizenship Network group, 2002, p. 2)

The Regulation 883,/2004 covers cross-border healthcare for those who are willing to undergo
treatment abroad and medical assistance overseas for those who sustain injuries or develop a
work-related disease residing abroad. Art. 20 on Travel with the purpose of receiving benefits in

kind — authorisation to receive appropriate treatment outside the Member State of residence of

the Regulation 883,/2004 (p. 20) reads as follows:

An insured person who is authorised by the competent institution to go to another Member State
with the purpose of receiving the treatment appropriate to his/her condition shall receive the benefits
in kind provided, on behalf of the competent institution, by the institution of the place of stay, in
accordance with the provisions of the legislation it applies, as though he/she were insured under the
said legislation. The authorisation shall be accorded where the treatment in question is among the
benefits provided for by the legislation in the Member State where the person concerned resides and
where he/she cannot be given such treatment within a time limit which is medically justifiable, taking
into account his/her current state of health and the probable course of his/her illness.

The text of the Regulation further speifies that there shall be no exception for “person who
has sustained an accident at work or has contracted an occupational disease and who resides or
stays in a Member State other than the competent Member State”, as they “shall be entitled to
the special benefits [...] by the institution of the place of residence” (Regulation 883,/2004, Chap-
ter 2, Art. 36, p. 27). However, this legislative enactment of cross-border healthcare does not
foresee possible mechanisms of its successful implementation, thus completely overseeing possi-
ble safety contingencies.

According to the Amsterdam Declaration “Towards Migrant-Friendly Hospitals in an ethno-

culturally diverse Europe”:

Health care services are not responsive enough to the specific needs of minorities. There are many challenges
facing both service users and providers. Examples include not only language barriers and cultural diver-
sity, but also scarcities in hospital resources and low levels of minority purchasing power and entitle-
ments. All this poses new challenges for quality assurance and improvement in health services - espe-
cially for hospitals which play a particularly important role in serving this segment of the population
(MFH Project Group in the framework of the European Commission project Migrant Friendly Hos-
pitals, 2004).

The main rationale behind such failure to respond to an exponentially increasing need and
an absence of reaction thereto on the part of health policymakers and administration/procure-
ment managers responsible for the compliance with the international and domestic quality stand-
ards in health care may be due to the lower levels of health literacy among migrants, language
barriers, cultural diversity, scarcities in hospital resources, low levels of minority purchasing

power and entitlements (he same document reports that interpreting as well as the acquisition of
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cultural competence by the hospital staff via specific training courses may be a successful way to
address the problems mentioned above, but the first step towards the implementation of such
measures is of course the acknowledgement and recognition of the relevance and germaneness
thereof and the preparedness to invest in achieving competency (Amsterdam Declaration, 2004).

The White Paper “Together for Health: A Strategic Approach for the EU 2008-2013” reports
that the Council has identified four overarching common values and principles in EU healthcare
systems: universality, access to good quality care, equity and solidarity (European Commission,
2007, p. 3).

Angelelli has conducted an extensive investigation into public service translation against the
backdrop of cross-border healthcare in 2015 and her report of this transnational research focuses
on detailing the current situation of translation and interpreting in the medical field in both
public and private sectors against the backdrop of migration, tourism and medical tourism. This
study has been conducted within the framework of the EU. Five Member states participated in
this project: Germany, Greece, Italy, Spain, United Kindgdom. Angelelli clearly indicated that
neither the Directive 2011/24/EU nor other EU legal instruments contemplate how exactly for-
eign-speaking patients are supposed to access information or communicate with medical person-

nel in a language that they do not understand:

None of the documents constituting the EU framework (i.e. the Directive, the Charter of Funda-
mental Rights of the European Union, the Treaty on the Functioning of the European Union or the
Regulation 833,/2004) explicitly refer to language provision for EU citizens or legal residents pursu-
ing healthcare in Member States in which they cannot access the information. In the absence of a
clear EU legislative guidance, the pertinent legislation of each MSs that participated in this study
varies considerably. In most cases there is not any legislation that guarantees comprehensive language
services to patients. (Angelelli, 2015, p. viii)

Given that “The Charter of Fundamental Rights recognises citizens’ right of access to preven-
tive healthcare and the right to benefit from medical treatment” displayed in art. 35 on healthcare
(OJ C 364, 2000) and in UN Universal Declaration of Human Rights the UN International
Covenant on Economic, Social and Cultural Rights and the European Convention on Human
Rights in Biomedicine, the Commission advocates for citizens’ empowerment, patient-centred-
ness and individualised care implemented through envisaging the patient as an “active subject
rather than a mere object of healthcare” and foregrounding their rights “as a key starting point”
(Commission of the European Communities, 2007, pp. 3-4). According to the Commission,
these rights are based on an active “participation in and influence on decision-making, as well as
competences needed for wellbeing, including ‘health literacy’ [...]” (Commission of the European
Communities, 2007, p. 4).

In the same vein, the Charter of Fundamental Rights of the European Union (2012/C
326/02) suggests in Title I1I art. 21 that “Any discrimination based on any ground such as sex,
race, colour, ethnic or social origin, genetic features, language, religion or belief, political or any
other opinion, membership of a national minority, property, birth, disability, age or sexual ori-

entation shall be prohibited” (The European Parliament, the Council and the Commission,
2012, title II1, art. 21.1).
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Thus, private clinics are displaying interest and eagerness to “explore possibilities” by attract-
ing patients from foreign countries, even though “language provision as a line item is only in-
cluded in some (not all) private sites”, whereas “most budgets of observed public administrative
bodies managing healthcare neither plan nor allocate funding for language support” (Angelelli,
2015, p. 93). Therefore, one can deduce that the provision of translation and interpreting services
is perceived as overpriced and redundant and peripheral splurge rather than an essential instru-
ment to safeguard access, safety and quality of care. Impromptu practices by ad hoc bilinguals who
perform linguistic mediation rather than professional services do not seem to be a responsible
way of addressing the linguistic needs of the diverse population of the European Union. As main-
tained by Angelelli: “Bilingual staff whose degree of proficiency in both languages and transla-
tion/interpreting skills cannot be verified should not be required to perform the duties of trans-
lators, interpreters or cultural mediators. They should first be afforded appropriate professional
development opportunities” (2015, p. IX). In the absence of proper statutory regulations superin-
tending recruitment criteria and monitoring quality, the foreign-speaking patients (both residing,
sojourning and seeking cross-bored care in Spain) remain unprotected against crippling medical
errors (Flores, 2006; Moreno et al., 2007; Elderkin Thompson et al., 2001, Meyer at al., 2010;
Wang, 2016; Quan, 2010, just to mention a few), which violate patients’ right to quality care and
non-discrimination. As maintained by Angelelli, “If patients cannot access healthcare services in
a language they fully understand, equal access to safe and high-quality healthcare is not guaran-

teed” (Angelelli, 2015, p. IV).

3.2. DOMESTIC LEGISLATION

In this section I shall be focusing on the national legislative instruments. The article 43 of the
Spanish Constitution recognizes the right to health protection, whereby the public authorities
are rendered responsible for organising and protecting public health through preventive measures
and the necessary benefits and services.

The articles set out in Ley Organica 4/2000 were developed against the backdrop of massive
international migrations triggered by globalisation and internationalisation of labour markets.
Spanish policy-makers sought to be responsive to the needs of its nested assemblages characterised
by linguistic and cultural diversity. Led by cognitive proximity, geographic proximity, institutional
proximity, informational proximity and social proximity different migrants made their destina-
tion choice'® in favour of Spain. Thus, with Spain being a major destination point for the Gas-
tarbeiter and their families who were granted the entitlement to become holders of temporary
residence permits by virtue of the family reunification initiative, refugees and residential tourists,
Spanish policy-makers had to regulate and regularise the foreigners’ access to medical services.
Therefore, of 11 January on the rights and freedoms of foreigners in Spain and their social
integration was designed to equalise the immigrants’ right to access the national the Social Secu-
rity system. According to the subsection i) of the article 2bis: “equal treatment in terms of working

and social security conditions” is essential to outlaw discrimination. Article 14 in its subsection

' More information on multi-proximity phenomenon can be found here: https://www.peak-urban.org/publica-
tions/how-multi-proximity-affects-destination-choice-onward-migration-nested-logitmodel
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1 provides that foreign nationals residing in Spain have the right to access Social Security benefits
and services under the same conditions as Spaniards. The same article (subsection 2) specifies
that foreign residents are entitled to social services and benefits, both general and basic as well as
specific, under the same conditions as Spaniards. In any case, foreigners with disabilities, under
the age of eighteen, who have their habitual residence in Spain, shall be entitled to receive the
special treatment, services and care required by their physical or mental condition. Subsection 3
reiterated again that foreigners, regardless of their administrative situation, are entitled to basic
social services and benefits. Nevertheless, does not specify how non-Spanish speaking foreigners
can be guaranteed the right to access the above mentioned services when they don’t speak or have
sufficient command of the official languages.

Ley 41/2002 regulates the autonomy of the patient and the rights and obligations regarding
clinical information and documentation, in particular the right to health information. It encap-
sulates the following points inter alia (I curated and translated into English only those excerpts
which I deemed the most study-relevant):

Thus, article 4 encompasses the right to healthcare information, whereby:

1. Patients have the right to know all the information available on any action [being undertaken]
regarding their health [...] The information [...] shall be provided verbally and recorded in the medical
record, [it] shall include, as a minimum, the purpose and nature of each intervention, its risks and
its consequences (Ley 41,/2002, section 4.1)

2. Clinical information shall form part of all health care procedures, shall be truthful, shall be com-
municated to the patient in a way that is comprehensible and appropriate to his or her needs, and
shall help him or her to make decisions in accordance with his or her own free will. (Ley 41,/2002,
section 4.2)

3. The physician responsible for the patient [shall] guarantee compliance with the patient's right to
information. The professionals attending [the patient] during the care process or applying a particular
technique or procedure shall also be responsible for informing him/her. (Ley 41,/2002, section 4.3)

Article 5 requires that:

2. The patient [...] be informed, even in the event of incapacity, in a manner appropriate to his or
her ability to understand, in compliance with the duty to also inform his or her legal representative.

(Ley 41/2002, section 5.2)

3. When the patient, according to the judgement of the attending physician, lacks the capacity to
understand the information due to his physical or mental condition, the information be brought to
the attention of the persons related to him. (Ley 41/2002, section 5.3)

Article 8 incorporates guidelines regarding the informed consent:

1. Any action in the field of a patient's health shall require the free and voluntary consent of the
person concerned, once the information provided in Article 4 has been received, and [the patient]
has assessed the options specific to their case. (Ley 41/2002, section 8.1)

Article 11 encapsulates guidelines regarding advance directives:
1. By means of the advance directives document, a person of legal age, capable and free, declares their

will in advance, in order for it to be fulfilled at the time when they reach situations in circumstances
in which they are not capable of expressing it personally, regarding the care and treatment of their
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health or, once death has occurred, regarding the destination of his or her body or its organs. (Ley

41/2002, section 8.1)

And last but not least, according to the article 22, “All patients or users have the right to be
provided/issued with certificates accrediting their state of health” (Ley 41/2002, art. 22).

Before I move on to the next legislative instrument, I would like to lay particular emphasis on
art. 11 of the advance (healthcare) directives. I presume that one must realise the magnitude, the
importance and the gravitas of the matter concerning this document. An advance directive is not
only a medical document, but a legal document as well, which the treating doctors must comply
with by law. I would like to share two documents in German: 1) Vereinigung fir humanes Ster-
ben and 2) Patientenverfiigung. The first one is from a patient from Germany, whereas the sec-
ond one belongs to a patient from Switzerland. All images were of course anonymised, but the
reader can still see how detailed these instructions are and how important it is to convey all the
details to the physician. These are drafts, which afterwards resulted in the final copies, but they
still work great for comparison and comprehension of the impact and the gravitas of the inter-

preters’ work in the case of foreign advance directives.

Figure 6. Patientenverfiigung (advance directives) anonymized medicolegal document in German, courtesy of one of my
patients
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Figure 7. Patientenverfiigung (advance directives) anonymized medicolegal document in German, courtesy of one of my
patients
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Figure 8. Patientenverfiigung (advance directives) anonymized medicolegal document in German, courtesy of one of my
patients
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Figure 9. Patientenverfiigung (advance directives) anonymized medicolegal document in German, courtesy of one of my
patients

Figure 10.Patientenverfiigung (advance directives) anonymised medicolegal document in German, courtesy of one of my
patients
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Figure 11. Patientenverfiigung (advance directives) anonymised medicolegal document in German, courtesy of one of my
patients

Figure 12. Patientenverfiigung (advance directives) anonymised medicolegal document in German, courtesy of one of my
patients
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Figure 13. Patientenverfiigung (advance directives) anonymised medicolegal document in German, courtesy of one of my
patients

These medicolegal documents (both being binding patient decrees) itemise and clarify what
medical action is allowed to be taken under what circumstances. For example, the first document
specifies that no prolongation of the dying process must ensue in the event of a bad prognosis,
which may result in the lack of self-determination, lack of mobility or lack of communication
abilities. Only analgesia must be guaranteed. In the case of terminal illness leading to the patient’s
death, as well as in the case of acute, chronic or neurological illness, whereby patient’s commu-
nication abilities have been irretrievably lost, no ICU treatment must be provided, no artificial
feeding via the gastric tube must be provided, no mechanical ventilation must be connected, no
dialysis must be offered, no resuscitation techniques must be used and only the fluid supply to
prevent the feeling of thirst, relief from breathlessness and palliative care and analgesia must be
guaranteed, even if it may possibly lead to the shortening of the patient’s life. The second docu-
ment obliges medical workers to administer unlimited amounts of analgesics and to refrain from
the implementation of any life-sustaining measures in the case of severe brain damage, when
consciousness may no longer be regained, in the event of physical helplessness even if the death
of the patient is accelerated. The second document also specifies that once the dying process has
started no reanimation must be performed on the patient.

Thus, as we can infer from these documents, an accurate translation of these medical-legal
documents is essential to avoid legal implications and to ensure compliance with Ley 41,/2002,
of 14 November, basic law regulating patient autonomy and the rights and obligations regarding
clinical information and documentation. As Quan (2010, p. 10) suggests, “the presence of the
interpreter should [...] be noted in the patient’s record” in case the physician and the patient are
opting for a sight translation of these documents. This would contribute to strengthening of the
idea of liability of medical interpreter and translator, foreground the importance of the role of
medical interpreter and highlight the salience of the concept of trust in the profession.

These documents have major legal impact on the treatment, they basically determine the treat-

ment and the non-compliance therewith may lead to major legal implications for the hospital.
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The unconventionality of these types of medicolegal documents lies in the fact that the translator
has either little or no time to translate these documents. Sometimes the patient is admitted to
the ICU with a life-endangering condition and the ICU team needs to know what procedures
are they legally allowed to perform on the patient.

However, advance decision, living will, end of life care or precautionary mandate are not the
only documents that need translation. The following documentation will also need to be trans-
lated to ensure safety of care: discharge summaries, (discharge) medication administration in-
structions, medical reports from the country of origin/residence, which normally include the
anamnesis and the results of medical tests that have previously been conducted (diagnostic imag-
ing, genetic testing, blood chemistry tests, molecular diagnostics, physical and visual inspection
such as auscultation, palpation, percussion), medical interconsultation reports from the country
of origin, and medical reports including the aforementioned data that the patients send before
travelling to Spain in order to determine whether the medical facility where they plan to undergo
the treatment does these sorts of procedures.

The original Ley 16/2003, of 28 May, on the cohesion and quality of the National Health
System, before its amendment in 2012, established, among its general principles universal and
public insurance by the State (Gomez-Zamora, 2018, p. 300). One may appreciate that the new
provision -Real Decreto-ley 16/2012 - was a piece of drastic backpedalling in an attempt to
ensure sustainability. The reform introduced by Real Decreto-ley 16,/2012, of 20 April, entailed
an involution by distorting the right to health protection, annulling its universal vocation estab-
lished in , of 28 May (Gomez-Zamora, 2018, p. 300). The ruling of the Constitutional Court
139/2016 upholds that: “The universalisation of access to publicly funded health care benefits
has been, since Ley 14/1986 of 25 April, an objective to be pursued in which neither absolute
dissociation from the Social Security nor unconditional and free access for all residents in Span-
ish territory has been achieved” (Gémez-Zamora, 2018, p. 301). The new formulation of Article
3 of expressly recognises the legal entitlement to receive health protection and health care for
foreigners who reside in Spain illegally under the same conditions as Spanish nationals (Goémez-
Zamora, 2018, p. 306). Now provides that the following categories of citizens are entitled to and
eligible for health protection and care: a) Spanish nationals; b) regularised immigrants; c) persons
whose right to health care in Spain is recognised by any other legal title; d) Persons who fall
within the scope of European regulations or bilateral agreements; ) administrative mutual insur-
ance (special scheme for civil servants, military, etc.) (GémezZamora, 2018, p. 307-308).

Section 3 a of Ley 16/2003 avows that all eligible citizens have a right to information, quality
of service and safety inter alia. Article 26 provides that the National Health System must make
available information on the prospective patients’ rights and duties set out in the Basic Law reg-
ulating patient autonomy, the portfolio of services and the benefits thereof, access requirements,

clinical documentation, etc. According to the article 28:

The Autonomous Communities shall guarantee the quality of the services [...] and undertake actions to hu-
manise care and to improve administrative accessibility and comfort. Newly created health centres must
comply with current regulations on the promotion of accessibility and the elimination of barriers of all kinds
that apply to them. Public health administrations shall promote programmes for the elimination of barriers in
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health centres and services that, due to their age or other reasons, present obstacles for users with mobility or
communication problems. (Chapter 1, section 3, art. 28, p. 23, my italics)

Article 29 of the same provision reads as follows:

The guarantees of safety and quality are applicable to all centres, public and private, regardless of the financing of the
services they are offering at any given time, and it is the responsibility of the Public Health Administrations,
for the centres within their scope, to ensure compliance with them. (Chapter 1, section 3, art. 29, p.
23, my italics).

Real Decreto 1030/2006 constitutes a “a pre-existing legislative instrument that is part of the
national legal framework for cross-border healthcare in Spain” and comprises a “catalogue of
common services” available in the National Health System for natural-born citizens, naturalised
citizens, residents and other EU citizens seeking cross-border healthcare in Spain. Article 4 of on
the authorised personnel and centres stipulates in section 1 that the health care services, detailed
in the list of common services of this Real Decreto, must be provided, in accordance with the rules of
organisation, operation and regime of the health services, by qualified health professionals, regulated by Act
44,2003, of 21 November, on the organisation of the health professions. All of the above without
detriment to the collaboration of other professionals within the scope of their respective competences. Later
on, in article 4 it says that authorised personnel and centres must offer sufficient and adequate infor-
mation so that the patients may exercise their right to consent to such decisions, in accordance with the
provisions of Act 41/2002. In article 2 section 3 it is clarified that the procedure for the patients’
access to the services that make the benefits thereof effective shall be determined by the health
administrations within the scope of their respective competencies. Article 11 specifies that the
Autonomous Communities may include in their service portfolios a technique, technology or procedure
not included in the common service portfolio of the National Health System, for which purpose they shall
establish the necessary additional resources, nevertheless, these complementary services, which shall meet
the same requirements established in article 5, shall not be included in the general financing of the
benefits of the National Health System. Article 5 stipulates that for the definition, detailing and
updating of the portfolio of common services, account shall be taken of the safety, efficacy, efficiency,
effectiveness and therapeutic usefulness of the techniques, technologies and procedures, as well as the
advantages and care alternatives, the care of less protected or atrisk groups and social needs, and
their economic and organisational impact, based on the criteria and requirements established in
the following sections. Thus, following the instructions of the fifth article, section 3, MI and
translation actually do contribute effectively to the prevention, diagnosis or treatment of illnesses,
to the preservation or improvement of life expectancy, to self-rescue or to the elimination or
reduction of pain and suffering and do Provide an improvement, in terms of safety, efficacy,
effectiveness, efficiency or proven usefulness, over other currently available alternatives (art. 5),
consequently these services can be viewed as techniques that could/should be included as part of
the portfolio of common services of the National Health System.

Ley 15/2008 of 5 December, on the Integration of Immigrants in the Valencian Community
provides in its article 13 that the purpose of intercultural mediation is to facilitate coexistence

between persons or groups belonging to diverse cultures through dialogue and mutual
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understanding. It also prescribes that The Valencian Community shall promote instruments of

intercultural mediation as a mechanism for integration:

La Administracion autonémica promovera instrumentos de mediacién intercultural como meca-
nismo de integracién. [...] La Administracién autonomica favorecerd la formacion especializada de
mediadores interculturales, como instrumento de integracion. Estos deberdn actuar en todo mo-
mento desde la imparcialidad, el didlogo y el acercamiento de posturas.

[The Autonomous Administration will promote intercultural mediation instruments as a mechanism
for integration. [...] The Autonomous Administration will favour the specialised training of intercul-
tural mediators, as an instrument of integration. They shall at all times act with impartiality, dialogue
and rapprochement of positions]. (art. 14 Ley 15/2008, p. 9)

In spite of the fact that the need for cultural accommodation as a mechanism for integration
is explicitly mentioned in Ley 15/2008, the linguistic needs of the non-Spanish speaking foreign-
ers are not being taken into account, since the role of intercultural mediator is viewed through
the prism of a social worker rather than an interpreter. The reality is that many mediators come
from the professional area of social work and cannot speak foreign languages, so end up needing
interpreters in order to do their jobs.

Angelelli observed that in its content and spirit bears similarity to the Directive 2011/24/EU
(2015, p. 34). This particular Real Decreto contemplates the principles of patients’ freedom of
choice, access to high quality health care services and non-discrimination on the grounds of na-
tionality (Angelelli, 2015, p. 34). views healthcare as a service that always maintains the guarantee
of a high level of human health protection (Real Decreto 81/2014, p. 10915). It must be clearly
understood that: “An essential aspect of the directive is that its requirements do not constitute either
a new regulation of health systems or a substantial modification of them, even though a new health care
scenario is now being considered in the European Union” (Real Decreto 81/2014, p. 10915).
This directive calls for an increase in quality and safety guarantees for the prospective patients.
Real Decreto 81/2014 along with Directive 2011/24/EU allow for a liberalisation in the
healthcare sector, which means an opportunity for private health care and a challenge for the
public health sector, which in any case must respect the essential values of universality, access to
high-quality health care, equity and solidarity for patients and citizens regardless of their Member
State of affiliation (Real Decreto 81/2014, p. 10917). Chapter II of the Real Decreto 81/2014
determines that the guarantees for access to safe and quality cross-border healthcare may be
achieved through mechanisms such as information, claims for compensation for possible dam-
ages, continuity of treatment and the protection of privacy with regard to treatment (Real Decreto
81/2014). Article 4 on the general principles of cross-border healthcare avows that cross-border
healthcare shall be provided in accordance with the legislation of the Member State of treatment,
including quality and safety standards and guidelines, and with European Union legislation on
safety standards, taking into account the principles of universality, access to high quality care,
equity and solidarity. When healthcare is provided in Spain to patients whose State of affiliation
is another Member State, the principle of non-discrimination on grounds of nationality shall also
apply (Real Decreto 81/2014, pp. 10917-10923). Last but not least, Royal Decree 81/2014
stresses that cross-border patients must have all the clinical reports, the results of diagnostic tests

and/or therapeutic procedures at their disposal.
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The Real Decreto-ley 7/2018, of 27 July, on universal access to the Spanish National Health
System has come to reverse the reform introduced by Real Decreto-ley 16/2012, of 20 April, on
urgent measures to guarantee the sustainability of the Spanish National Health System and im-
prove the quality and safety of its benefits by depriving foreigners who were in an irregular situa-
tion in Spain of the right to healthcare funded from public funds, thus, entailing a de facto
violation of the right to access to the Spanish National Health System under conditions of equity
and universality (Gomez-Zamora, 2018, p. 290-291). This reform (Real Decreto-ley 7/2018 was
preceded by various rulings of the Constitutional Court (Tribunal Constitucional, TC) on the
previous regulation and seeks to recover the principle of universality of healthcare provision in
Spain (Real Decreto-ley 7/2018). The concept of holder and the recognition of the right to health
protection and health care needed to become more inclusive and integral by incorporating for-
eigners who are residing in Spain illegally.

With Real Decreto-ley 16/2012, access to the public health system was directly linked to being
an insured person and indirectly to being considered a beneficiary of the insured person (for
instance, by the virtue of family reunification). Certainly, this circumstance excluded foreigners
in a situation of administrative irregularity (neither registered, nor authorised) from the right to
receive and benefit from health care at the expense of the regularised tax payers, which was only
reserved to foreigners who work and subsequently are registered with the Social Security (Gémez-
Zamora, 2018, p. 292-293). Thus, from this category of unregularized foreign residents, free
health care could only be offered to minors, pregnant women and persons of legal age in the
event of an emergency due to serious illness or accident until they have been medically discharged
(Gémez-Zamora, 2018, p. 293). This model was primarily based on the connection between the
(tax) contribution to the Social Security system and the right to receive the corresponding health
benefits free of charge.

Thus, the new regulation purports to change the policy by progressively extending the benefit
of free or subsidised health care to the holders that have previously not been covered by the status
of insured person in the Social Security system (Gémez-Zamora, 2018, p. 292). Real Decreto-ley
7/2018, enacted by the new executive, Pedro Sanchez, in 2018 aims to guarantee health protec-
tion and access to health care for all persons, regardless of their nationality, who have established
their residence in Spanish territory (Gomez-Zamora, 2018, p. 294).

Despite the enactment of the Real Decreto-ley 7/2018, of 27™ of July, on universal access to
the Spanish National Health System approved by the new socialist government of Prime Minister
Pedro Sanchez, intended to universalise free healthcare for all foreigners in Spain, and despite
the enactment and transposition of the Directive 2011/24/EU of the European Parliament and
of the Council of 9 March 2011 on the application of patients’ rights in cross-border healthcare,
translation and interpreting in the medical sphere seem very far from being declared a patients’

and hospital workers’ right.
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3.3. REGIONAL LEGISLATION

It is worth noting that the Decree 93/2009' of July 10, of the Council, whereby the Regulation
of the Ley 15/2008 is passed and enacted, views intercultural mediation as an instrument of
diplomatic problem-solving and institutional adaptation. Article 19 encompassed in the title IV
of the Decree 93/2009 defines intercultural mediation as “a modality of intervention in social
situations of significant cultural diversity by third parties, oriented towards bringing the parties
together, communication and mutual understanding, learning and development of coexistence
and institutional adaptation” (Decree 93,/2009, 2009, Title IV, Article 19). No mention of lan-
guages is made.

Article 20 delimits the figure of the intercultural mediator in the following way: “a person who
provides to the competent authority, which in this case is the Directorate General for the Social
Integration of Immigrants, an accreditation of a minimum of 250 hours of training, or a mini-
mum of 150 hours of training in the field of intercultural mediation [...] as well as one year's
professional experience with a minimum of 900 hours worked in the field of intercultural medi-
ation (according to the article 2.1 and 2.2 of the , of 19 May, of the Regional Ministry of Solidarity
and Citizenship, which regulates the accreditation of the figure of the intercultural mediator and
the Registry of Intercultural Mediators of the Valencian Community). This education/training
must be provided by a study centre of recognised prestige, such as i) official or officially recognised
training entities (public or private universities and university centres attached to them, institutes
or foundations which collaborate with the public sector); ii) entities that have established specific
agreements or arrangements for the provision of training in Intercultural Mediation with Public
Administrations (Article III section 2 a) and b) in the Orden 8/2011"). The training must consist
in the acquisition of “specific knowledge, skills and attitudes in intercultural mediation, linguistic and
socio-cultural interpretation, areas of intervention of the mediator and inter-cultural communication” (Arti-
cle 2 on accreditation of intercultural mediators, p. 21256, my italics). Article 3 section 3 facili-
tates a detailed training programme in terms of “specific knowledge, skills and attitudes for the correct
exercise of the profession” (Chapter I, Art. 3, section 3, p. 21256). Please note that is referring to
intercultural mediation as a profession. Thus, the intercultural-mediators-to-be must have ac-

quired education and improved employability in the following areas:
a) Linguistic and socio-cultural interpretation
b) International migration
c) Cultural diversity management
d) Intercultural mediation (preventive, rehabilitative and transformative modalities).

e) Techniques, tools and procedures for negotiation and mediation in cultural con-
flicts.

" DECRET 93,2009, de 10 de juliol, del Consell, pel qual s’aprova el Reglament de la Llei 15/2008, de 5 de
desembre, de la Generalitat, d'Integracio de les Persones Immigrants en la Comunitat Valenciana. [2009,/8340]
DECREE 93/2009, of 10 July, of the Consell, approving the Regulations of Ley 15/2008, of 5 December, of the
Generalitat, on the Integration of Immigrants in the Valencian Community. [2009/8340] https://dogv.gva.es/da-
tos/2009/07/14/pdf/2009_8340.pdf

'8 Full document is available here: http://www.dogv.gva.es/datos/2011/05/26/pdf/2011_6009.pdf
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f) Main areas of intervention of the mediator (main areas of applicability)

g) Communication and intercultural competence.

Chapter II (p. 21256) stipulates that in order to get accreditation the applicants must meet

the following requirements:

To be a Spaniard, a national of one of the member states of the European Union or
a foreigner with legal residence in Spain.

Age of majority (being of full age)

Be in possession of the specific training qualifications in intercultural mediation un-
der the terms of article 2 (spelled out above)

At least one year of professional experience with a minimum of 900 hours of work
experience in intercultural mediation, in those cases in which, in accordance with
article 2, this is required.

Official academic qualifications, approved or validated in accordance with the terms
of article 6.4.

As regards intercultural mediators’ roles and responsibilities, Article 21 of the Orden 8/2011

(p. 27902) provides that the following functions should be allocated to this figure:

1.
2.

To support integration
To facilitate the reception of immigrants

To accompany [the migrant patients] in order to put at their disposal all information

available on the public and private resources

To raise awareness by sensitizing the society to the existing cultural gap and bring the

immigrant population and the host society closer together in an intercultural way

To facilitate encounters between diversified population and to foster the effective

communication between social groups pertaining to different cultures
To build citizenry by actively fostering integration processes

To carry out tasks which would reinforce social cohesion and undertake activities

spurring social and citizenry participation.

Article 23 of the IV Title stipulates the cases in which intercultural mediators may deliver their

services:

1.
2.

At request of any person, institution or entity that requires such service.

Intercultural mediator will promote dialogue and communication, making each in-
terested party aware of the positions of the other [interlocutors/participants], their
advantages, reducing possible divergent views and proposing solutions

Intercultural mediators shall not dictate any resolution on the issue, so that the par-

ties involved remain free to perform actions and exercise rights they deem appropri-
ate

And yet please note that their functions do not include interpreting. Even though Chapter [,

Art. 3, section 3, p. 21256 of the indicates that intercultural mediator may be required to carry
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out “linguistic and socio-cultural interpretation”, in the calls for applications published in the
official gazette (DOGV), they never ask for it as a requirement, as the knowledge of languages is
only valued as a merit. Call for applications for nine grants for training placements in Intercul-
tural Mediation during 2019 contains a “scale for evaluating personal merits”, whereby
“knowledge of Valencian”, “knowledge of the EU languages”, and “other merits [...] knowledge
of other officially accredited non-EU languages will be valued up to a maximum of 1 point”
appears as a merit or an extra asset rather than a sine qua non requirement (Generalitat Valen-
ciana, 2019). This means that intercultural mediators are actually occupying a niche, whose tasks
and competences they do not cover in the end. In an attempt to be deemed suitable for a larger
range of job vacancies, the social workers and intercultural mediators purport to cover the need
for interpreting, however they fail to provide the actual service as they are not proficient in the
foreign languages in great demand. Social workers have seen the opportunity to increase their
chances of accessing the labour market by taking on the profile of intercultural mediator, however
all they can be is social workers as they lack professional knowledge, skills and competences.
These social workers/intercultural mediators severely obstruct the access to workplace and mar-
ketplace to the professional M1, and therefore perfectly epitomise Hughes’ “occupiers competing
for access and struggling to improve their status by new acquisitions [...]” (as cited in Dingwall,
2016, Introduction section, § 10-12).

Orden 8/2011 clearly illustrates that the figure of intercultural mediator is taking over the
figure of interpreter in the Valencian Community. This document fully illustrates that the newly
emergent profile has already gained recognition at autonomous community, city and municipality
level (and as we shall see in the upcoming chapters, at state level as well), and therefore may
probably end up usurping medical interpreters’ niche due to its popularity and fashionalisation.

Also, according to the Article 11 bis in Chapter I Title III, of the Ley 10/2014, of 29 Decem-
ber, on Health of the Valencian Community (Comunitat Valenciana, 2014), The Generalitat
must establish the necessary channels and mechanisms to guarantee healthcare and public health
services and benefits for the entire population, and to avoid discrimination for any reason, elim-
inating [...] communication barriers in all healthcare institutions, facilitating total and real acces-
sibility for all people” (Ley 10/2014, p. 19). Title V Chapter I of the same Law highlights the
right to information (Art. 42), informed consent (Art. 43), clinical history (Art. 46) and person-
alised care (Art. 50). Article 50 (Chapter I, Title V) on the right to personalised care details that:

Se reconoce el derecho de los pacientes y personas usuarias a recibir informacion sanitaria en las
lenguas oficiales de la Comunitat Valenciana, en la forma mas idonea para su comprension. En la
medida en que la planificacion sanitaria lo permita, los centros y servicios sanitarios del Sistema
Valenciano de Salud implantaran los medios necesarios para atender las necesidades lingiiisticas de
los pacientes y personas usuarias extranjeros.

The right of patients and users to receive healthcare information in the official languages of the
Comunitat Valenciana, in the most suitable form for their understanding, is recognised. Insofar as
health planning allows, the health centres and services of the Valencian Health System shall imple-
ment the necessary means to attend to the linguistic needs of foreign patients and users (Art. 50,

Chapter I, Title V, Ley 10/2014, p. 35, my italics).
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From this review one may conclude that Ley 16/2003 was the only legislative instrument at
the national level mentioning “elimination of barriers [...] that present obstacles for users with
[...] communication problems” (Ley 16,/2003, Chapter 1, section 3, art. 28, p. 23), whereas Orden
8/2011 was the only provision at the regional level not only to mention the need to deploy inter-
cultural mediators, but which also provided instructions regarding competencies, education, ac-
creditation and register of intercultural mediators. It is worth noting that fundamental human
rights can be only established through organic laws, which have constitutionally and historically
been reserved to the Spanish Parliament, therefore being out of the reach of any regional or local
parliament. Ordinary laws can only regulate certain collateral elements of the core facets of fun-
damental rights, not the provisions themselves. Thus, the right to MI for foreign-speaking patients
must be conferred only through an organic law passed by the Spanish Parliament. A state-wide
legislative instrument must criminalise non-professional encroachment, as well as encompass and
clearly itemise different forms of punishment in the event of non-compliance ranging from more
lenient ones (such as administrative fines) to imprisonment. When setting out a regime of pun-
ishment in an attempt to intensify adherence, legislators must have studied the efficacy forecasts
of MI and the degree of imperativeness of its application to the current situation in order to
ensure adequacy and proportionality of sanctions. But judging from this literature review, it is
my contention that national legislators may perhaps lack the proper degree of technical expertise
to assess both the efficacy and the extent of imperativeness of application of this discipline to
practice. All legislative provisions on intercultural mediation except for Orden 8/2011 were ex-
tremely vague and caused a vertigo of relativity, but in order to enforce a measure on the basis of
Organic Law the policy- and decision-making authorities must be knowledgeable and well-versed
in the corresponding subject matter in order to successfully navigate the broad scope of discretion
that was granted to them by the virtue of their profession. For the time being, the provisions that
have been analysed within the framework of this thesis have proven to be riddled with indeter-
minate and vague legal concepts, that allow for a broad margin of administrative discretion at the
point of prospective implementation. The regulatory norms viewed in this section echo that all
of the patients are entitled to access medical information and comfortably navigate the Spanish
health care system, however the written discourse of the current international and domestic leg-
islation does not mirror any attempt of reification of the stale pledges made in these official
documents. Clearly, no law enforcement mechanisms have been put in place to deliver on these
pledges and the commitments made therein by ensuring materialisation of the intentions of the
policy makers. No modus operandi has been foreseen therein, whereby equal access to quality
healthcare would be ensured. The lack of clear instructions as to how non-Spanish speaking pa-
tients should receive care translates into hospitals being spared the predicament and the expend-
itures of hiring only professional medical interpreters, especially in the light of scarcity of profes-
sionals that have been officially trained in languages other than those offered in the university
curricula. Consequently, neither language provision solutions, nor their deployment, nor their
implementation have been enshrined in legal norms. From this section we can deduce that the
occupation of medical interpreter is almost entirely unregulated by law, which leads to the fact
that any person, whether graduate or not, may freely pursue the profession of translator or inter-

preter. As I shall seek to demonstrate in the upcoming sections of this thesis, it is rather rare to
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find job offers as a translator or interpreter, both in the public and private sectors, even though
this occupation has been recognised as a professional category (ISCO-08, CNO-11). Instead, the
translation and interpretation tasks are subsumed under the administration sector. The lack of
proper regulations brings this profession into disrepute and jeopardises those who depend on
quality language services.

[t seems obvious that a country that purports to develop the field of medical tourism and
claims to be one of the major recipients of medical tourists should put forth regulatory guidelines
that would narrow down the domain of the exercise of discretion of the existent in house inter-
preters hired by private clinics, thus, providing a base for professional trust. It is of paramount
importance that a consensus be reached regarding the scope of the exercise of professional judge-
ment carried out by medical interpreters practicing in private medical centres. The interoccupa-
tional jurisdictional boundaries must not be relativised, but rather essentialised and fore-
grounded. Such loose and highly evasive regulation results in a failure to properly address and
accommodate the needs of foreign speaking patients.
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4.1. GENERAL INSIGHTS

This chapter will be fully dedicated to the analysis of the current situation of MI in Spanish
medical settings. It is meant to serve served as a magnifying glass allowing us to assess the magni-
tude of the problem against the backdrop of globalisation. A series of newly emergent socio-
demographic phenomena described in the previous chapters call for a context-specific study,
which should ideally afford a new analysis perspective of the professional identity of MIs in the
geographical area of interest. A thorough literature review (Gavlovych, 2017) of numerous studies
in the field of healthcare interpreting conducted on international and European level is going to
be used as the basis for this chapter, while the “popular beliefs and assumptions” of the EU
citizens “on minimum requirements to communicate appropriately” such as the “monolithic and
almost unchallenged view that current ad-hoc language provision in healthcare settings is not an
issue and does not need coordinated planning (i.e. “language is irrelevant; we manage”)” (Ange-
lelli, 2015, p. 9) will be the main point of departure for this chapter.

In Spain there has been an exponentially growing interest in this subject area over the past
few years, which has resulted in the emergence of numerous works on interpreting in public
services (Niflo Moral, 2008; Martinez-Gomez, 2008; Angelelli, 2015; Valero, 2008; Aguilar, 2015,
Ortega-Herrdez & Blasco-Mayor, 2018 among others). However, there is a paucity of information
on the subject of MI in private healthcare against the socio-demographic and economic backdrop
of medical tourism in this region.

Quality interpreting services in the public sector are written off as costly, dispensable and time-
consuming, therefore, constant regurgitation of the “lack of resources/budget” formulation has
now become a self-transplanting tradition for this agenda. The latent rationale may very well be
populist generalism'® - a phenomenon described by Feidson (2001) whereby interpreting would
not be considered a complex, esoteric activity, but it is rather associated with language learning
and is viewed as something every average adult can understand spontaneously and learn quickly
in general public education establishments (Freidson, 2001). Thus, the issue of the necessity of
medical interpreters is in enormous contention because of the differences in opinion of different
parties and due to other alternative solutions.

Very few social actors seem to consider one caveat: the level of linguistic proficiency, its assess-
ment and accreditation. Many medical professionals are convinced that as long as they have a
superficial understanding of the discourse being delivered by the patient and as long as they be-
lieve they can surmise the (rest of the) meaning and intention of the discourse from a few words
they (might or might not) have understood, they already “know the language”. It should be noted
that in Spain there takes place a peculiar phenomenon regarding foreign language knowledge

and proficiency, whereby numerous medical workers are inclined to misconstrue and

' This concept will be discussed in detail in the upcoming sections of this thesis.
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overestimate their language skills, while the rest of social actors surrounding them can be seen to
hyperbolize these skills.

Undoubtedly, medical staff who work in multicultural and interdisciplinary environments en-
joy continuous “exposure to linguistic input, which delays the atrophy of language learning cir-
cuitry” (Hartshorne, Tenenbaum and Pinker, 2018, The nature of the critical period for second
language acquisition, § 7), but the mounting evidence showcases that prolonged learning trajec-
tory does not imply proficiency, linguistic knowledge crystallisation or mastery. Medical staff who
are older or later learners may deploy conscious learning-communication or discourse construc-
tion strategies building upon and transferring the knowledge from their 1st or native language.
However, this is most likely to lead to all sorts of errors (false friends, calques, unjustified bor-
rowings, wrong evaluation of the recipients’ knowledge, etc.). The following excerpts fully cover

the points above:

What is remarkable about language is that we are (nearly) all extremely good at it [...] On a continuum
of linguistic ability that includes apes and machines at one end, preschoolers and reasonably diligent
late learners are clustered at the other end, near native-speaking adults. Indeed, the question in the
critical period literature has never been why adults are incapable of learning a new language—obvi-
ously they are—but why adult learners so rarely (if ever) achieve native-like mastery. [...] adult learners
rarely, if ever, achieve the same level of mastery as those who started in childhood [...] native speakers
did not reach asymptote until around 30 years old, though most of the learning takes place in the
first 10-20 years. [...] Thus, even native speakers—who are able to make full use of the critical period—
take a very long time to reach mature, native-like proficiency. (Hartshorne, Tenenbaum and Pinker,
2018, The duration of learning section, § 1, 6)

In conclusion, Mora Gémez et al. (2013) states that the average stay and the clinical practice
in Spanish public hospitals are affected by non-medical causes such as the language barrier. “The
lack of accreditation in the health area, the language barrier, and the lack of social support pose
additional difficulties to daily medical practice, which, without being strictly medical problems,
do have an impact on clinical care” (Mora Gémez et al., 2013, p. 213). Subsequently, the correct
anamnesis, which in the case of non-Spanish speaking patients could only be completed through

an interpreter, would render many diagnostic tests and analyses dispensable and even redundant.

4.2. PROFESSIONAL UNDER-RECOGNITION IN PUBLIC CENTRES AMIDST GLOBAL
PANDEMIC

Specialised knowledge authority is never an insulated concept, and therefore it cannot be consid-
ered a de-contextualised phenomenon. A perfect example thereof would be the unexpected recog-
nition of the indispensability of translation and interpreting services amidst the 2020 Corona-
virus pandemic in Spain. Only the essential activities were allowed to take place during the quar-
antine (lasting form March, 30" until April, 9™ 2020), and translation and interpreting activities
in legal field were categorised as such. In order to curb further spread of COVID-19, which may
have potentially resulted in ICU and hospital bottleneck in Spain, the Government decided to
paralyse all inessential and expendable activities, but according to the list of occupations and
professions that the Government has drawn up and issued on March, 29", translation and inter-

preting in legal field have been both classified as essential activities:
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Lawyers and administration of justice: those who work as lawyers, solicitors, social graduates, trans-
lators, interpreters and psychologists and [those] who [will have to] attend the proceedings which
have not been adjourned by Royal Decree 463/2020 of 14 March. (Real Decreto-ley 10/2020, my

translation)

Please note that this professional recognition ensued in the legal field (Real Decreto-ley
10/2020), but not in the medical sphere. Interestingly enough, the Royal Decree does not men-
tion medical interpreting and translation, or the need for medical interpreting and translation in
the middle of a global pandemic.

According to El Diario newspaper (Sdnchez, 2020), the lack of interpreters on the hotlines set
up to deal with possible cases of coronavirus in different autonomous communities, such as Ma-
drid, Andalucia or Castilla y Ledn, makes it difficult for a part of the foreign population to have
equal access to quality care in the event of symptoms of COVID-19.

The NGO Red Solidaria de Acogida reports that the existing language barriers hinder access to
the essential information regarding COVID-19, thus hampering compliance with the guidelines
regarding the measures that are to be taken during the pandemic. The same NGO has launched
a campaign “How do you want me to take care of myself if the person taking care of me does not
understand me” to demand the Ministry of Health and the Community of Madrid the “perma-
nent activation of interpreter services” in different languages in health centres, administrative
telephone lines, hospitals and social services centres.

Martina Corral, who is in charge of the NGO's Salud Entre Culturas interpretation and cultural
mediation project, indicated that her colleagues reported an alarmingly low number of foreign
patients™. They feared that isolation, coupled with the language barrier, was hampering access to
healthcare for migrant citizens. To avoid this, the organisation has launched a website with infor-
mation about COVID-19 in different languages (Sanchez, 2020). On May 26, 2020 a campaign
“Intérpretes para Sanar [Interpreters for Healing]” was launched in Lavapiés district in Madrid
(Salud Entre Culturas, 2020). This initiative implied putting up posters on the shopping bags
and the shopping trolleys which denounced lack of interpreters in public healthcare. The cam-
paign slogan “Intérpretes para Sanar [Interpreters for Healing]” as well as “Salud Piiblica y Universal
[Public and Universal Heathcare]” appears on all the banners.

Under the slogan “How do you want me to take care of myself if the person who is supposed
to take care of me does not understand me” Red Solidaria de Acogida denounces the lack of
translators in the telephone emergency services. The associations Red Interlavapiés and Valiente
Bangla also participated in this campaign. Together they have created a network of voluntary
interpreters of Russian, Bengali, Wolof, etc. and have launched videos in several languages. They
had a list of volunteer interpreters (academy teachers, workers of NGO’s such as AGI, CAUTAR)
who were available 24/7.

20 As stated by Orlov (2019), the situation in the UK is similar to that in Spain in terms of the lack of need for
certified professional interpreters: “As we know, in today’s globalised yet fractured world, each country affected by
mass migration flows, which create culturally, linguistically and ethnically diverse societies, has a growing demand
for public service interpreting. This need has never been greater in the UK through the Covid-19 crisis and vyet,
paradoxically, the number of trained, qualified, accredited, registered and regulated public service interpreters listed
on the National Register has been in decline. [...] handling communication through Covid-19 ought to have seen an
increase, not a decrease, in public services interpreting”.
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Manique was one of the volunteer interpreters belonging to the Association Valiente Bangla:
“I had to wake up at 6 o'clock in the morning until 12 o'clock in the afternoon and I had to keep
an eye on the phone during the night*' [Seis de la mafana tenia que despertar hasta las 12 de la
manana por la noche tenia que quedar con pendiente con movil]” (Salud Entre Culturas, 2020,
[00:02:45]). He had to use two phones at the same time in order to attend to the huge volume of
calls and messages from WhatsApp asking for information. He highlighted the great responsibil-
ity and emotional burden that falls on these volunteer interpreters, who not only translate but
also do mediation work, such as informing on ERTES*, or on how to access different subsidies
and aids. Manique highlights that:

[t is not about translating words only, it also about helping [with] many things, helping [to decipher
one's way of] thinking because we [belong to] another culture, [helping to understand] how another
[healthcare] system works, [how] another [bureaucracy] system works [...] because it differs from our
culture [Si no es solo traducir palabras también tiene que ayudar muchas cosas para ayudar su pen-
samiento porque somos otra culturas y como y otro sistema de médicos otro sistema de oficinas otro
sistema de todo los sistema es distinto que nuestra cultura y aqui]”’. (Salud Entre Culturas, 2020,

[00:03:33])

Raquibul Hasan Rasif complains about the fact that: “when a fellow countryman of mine or
any migrant has a medical issue or a health issue we call SAMUR or an ambulance and when
they hear our voice they know that we are foreigners just by listening to our voice, beyond our
ability to speak the language they already know that we are foreigners and so they give us less
importance’®” (Salud Entre Culturas, 2020, [00:05:40], my translation).

Since the beginning of the Covid-19 crisis, the associations have sent letters to the Madrid
City Council, the Ombudsman and the Ministry of Health. All of them are referred to the Com-
munity of Madrid, which replies that there is a translation service which nobody knows anything
about. Meanwhile, the responsibility for many lives is being placed on people who are not pro-
fessional interpreters working 24 hours a day.

Another initiative of paramount importance and relevance for the present study took place in
the Valencian Community around mid-March 2020. This initiative was launched by a group of
professional and non-professional interpreters, amounting to fifteen participants in total, who
volunteered to telephonically interpret for medical staff. This initiative was endorsed by the James
I University in Castellén, Valencian Community. The University lecturers as well as the volun-

teers agreed upon organising and conducting a training in MI, since many of the volunteers did

I Clean verbatim transcription. Spanish original version was transcribed preserving all the errors made by the in-
terviewee. This was done on purpose in order for the competent reader to assess the level of linguistic competence
of the interviewee (or lack thereof). The translated version in English needed to be corrected, for the nature of er-
rors would render the excerpt untranslatable.

22 ERTE stand for “Expedientes de Regulacion Temporal de Empleo” or Temporary Lay-Offs and Short:Time Em-
ployment Regulations.

2 The whole audio recording is available on the official Facebook page of Salud Entre Culturas. Clean verbatim
transcription. Spanish original version was transcribed preserving all the errors made by the interviewee. This was
done on purpose in order for the competent reader to assess the level of linguistic competence of the interviewee
(or lack thereof). The translated version in English needed to be corrected, for the nature of errors would render
the excerpt untranslatable.

2 Excerpt transcribed in clean verbatim.
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not have previous work experience in this field. After having conducted a three-day-long training
course, a list of volunteers was prepared and sent to the relevant and competent local public
healthcare authorities: Conselleria de Sanitat (Regional Ministry of Public Health) and the Re-
gional Ministry of Justice, which regulates the emergency operations in the Valencian Commu-
nity. In spite of all the attempts, we did not obtain any answer or reaction. All the endeavours
were in vain as none has produced any results or lead to any responses.

Not even the death of a person which allegedly might have occurred partially due to a language
barrier could elicit any type of reasonable response from the regional or national authorities. The
case of Bangladeshi restaurant owner from the Lavapiés district located in Madrid had resonated
across the country foregrounding the importance of language and the vulnerability of non-Span-
ish speaking migrants.

According to the newspaper El Diario (Sanchez, 2020), in spite of having called on numerous
occasions 112 as well as other telephone numbers specifically activated to deal with possible
COVID-19 cases in Madrid, a resident of the Lavapiés neighborhood, Mohammed Abul Hossain,
died at his home without having obtained medical assistance he was seeking. The 67-year-old
Bangladeshi migrant was suffering from previous cardiovascular pathologies and at the time of
dire medical need Hossain presented increasingly serious respiratory symptoms of COVID-19,
but neither he nor his family were able to obtain a response until it was too late.

Valiente Bangla denounces that the “language barrier” could have affected the lack of proper
healthcare provision. They fear that the current healthcare system might be leaving the non-Span-
ish speaking immigrants out. Summa® on the contrary denied the existence of any problem de-
rived from a language barrier, while the Department of Health merely states that the patient did
actually receive advice and treatment both in primary care and in the emergency department
without specifying the dates (Sanchez, 2020).

4.3. TERMINOLOGICAL FUZZINESS AND ALTERNATIVES TO PROFESSIONAL MI IN SPAIN

A number of authors (among them Nifio-Moral, 2008; Alvaro-Aranda and Lazaro-Gutiérrez, 2021
inter alia) have decried terminological confusion concerning the occupation of MI. The consoli-
dation of the designation of an emerging activity or profession is an indicator of its professional-
isation (Alvaro-Aranda and Lazaro-Gutiérrez, 2021, p. 70). It depends on the expectations, de-
mands and subjective perceptions of the relevant social actors. The patients, the institutions and
the healthcare personnel play an important role in organising, consolidating and shaping both
the boundaries of interpreters' tasks, the skills they should possess and even the appellation they
should be given (Alvaro-Aranda and Lazaro-Gutiérrez, 2021, p. 70).

The existing designation confusion mirrors the lack of demarcation of occupational bounda-
ries manifested in the misperception of the role, duties and tasks of medical interpreter: “trans-
misor de palabras, abogado, proveedor de informacién, consejero [transmitter of words, advocate,
information provider, advisor, counselor]” Nifio Moral (2008, p. 1063). This may have been the

result of confusing job advertisements and job descriptions aimed at “translators, philologists and

2 SUMMA is an acronym which stands for Servicio de Urgencias Médicas de MAdrid or Medical Emergency Ser-
vice in Madrid.
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similar”, whose only requirement is the completion of the bachillerato (equivalent of British A
levels) (Nifio Moral, 2008, p. 1063, my translation).

Due to terminological fuzziness, it is not uncommon for relevant social actors to verbalise
different and often conflicting desiderata as to who is more suitable for this position. It seems to
be particularly difficult to reach a consensus on the suitability and effectiveness of different pro-
files. Despite there being undergraduate degrees in T&I and Master's Degrees in Medical and
Healthcare Translation®®, a number of alternatives to professional MI were found to prevail over

formally trained candidates.

4.3.1. Community agents in the public hospitals of Barcelona

Burdeus & Arumi (2012, pp. 27-30) reported that language provision services in some public
hospitals of Barcelona are provided by the immigrants, who share cultural background with the
patient. These may be either autochthonous residents, who purportedly speak the language of
the patient, or children of immigrants, who were born in Spain, but who underwent bilingual
upbringing (Burdeus & Arumi, 2012, p. 29). These language facilitators are referred to as inter-
cultural mediators, interpreters or “agentes comunitarios [community health workers]” (Burdeus
& Arumi, 2012). Such terminological fuzziness indicates a difference in the administrative cate-
gory that the providers of this type of services have within the organisation chart of each centre.
Thus, while at one hospital they are called community health workers, at other hospitals they are
called intercultural mediators (Burdeus & Arumi, 2012, p. 28). The figure of the community
health worker (agente comunitario) is gaining in popularity to the detriment of the figure of medical
interpreter (Burdeus & Arumi, 2012).

All of these figures purport to act as a bridge between the health professional and the immi-
grant patient, although they are also expected to perform other types of functions, which is con-
fusing in terms of role demarcation and qualifications (Burdeus & Arumi, 2012). As suggested
by the authors, this may cohere around the fact that the community health agents seem to cover
many more functions than the intercultural mediator or the translator and interpreter. Thus, the
role of this new breed of bi-/plurilingual profiles is not limited to cross-linguistic re-verbalisation,
but rather characterized by multipurposefulness and multitasking abilities in the case of underuti-
lisation of interpreting services (Burdeus & Arumi, 2012). The authors report that some of these
tasks have nothing to do with the facilitation of understanding between the participants during
medical encounter or with the social services. Some assighments include monitoring of patients,
escorting patients across the facility and its premises, detecting problems and referring patients
to social workers, offering patients personal counselling, providing information concerning the
health system, etc. (Burdeus & Arumi, 2012). This indicates a clear tendency to create hybridised
profiles, designed to suit the needs of the hospital management, not the interoccupational bound-
aries of MI. With regards to training, it is worth noting that it is mainly the private associations
or foundations (Salud y Familia, Barcelona Activa, Obra Social “la Caixa” among others) that

take the plunge and organise not regulated courses in intercultural mediation (p. 29). Formal

26 For further information: https://www.uji.es/estudis/masters/traduccio-sanitaria-2013
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university education is therefore susceptible of being waived, as some service users posit that

intercultural mediators do not lack specialised training:

All the professionals working in the centres [subjected to research] consider that they are sufficiently
trained [to provide interpreting services]. However, they do not see them as qualified to carry out
translations that may have an impact outside the centre, arguing that, in order to do so, they need to
be able to translate. [...] arguing that a sworn translator would be needed for this purpose. (Burdeus

& Arumi, 2012, p. 30)

As regards funding, “Health centres have reportedly other more important needs to which
resources should be allocated” (Burdeus & Arumi, 2012, p. 29). This statement showcases that
quality MI does not constitute a priority for the management of these medical centres, which
indicates a lack of professional recognition. With regard to the professional identity of the above
mentioned profiles, the authors report that medical professionals deem interpreting service pro-

viders to be auxiliary to other professionals (2012, p. 29).

4.3.2. T&l and Philology graduates and intercultural mediators in the public hospitals
in Madrid

Ramon y Cajal Hospital in Madrid is well known for their project “Salud Entre culturas” [Health
Among Cultures]. According to the coordinator of the project: “interpreters are usually Transla-
tion and Interpreting or Philology graduates and we use them for consultations conducted in
vehicular languages such as English, French, Arabic, Chinese or Russian” (Elidrissi, 2018). Inter-
cultural mediators are mainly people of sub-Saharan origin, who speak Spanish, at least one ve-
hicular language and other minority languages, who have been trained to become IM by the Salud
entre Culturas team members (Elidrissi, 2018).

Puyol and Martin (2010) report that the Translation and Interpreting graduates who work as
intercultural mediators in Ramén y Cajal Hospital provide a 250-hour-long training course,
which encompasses theory and practice, in intercultural mediation in healthcare settings. Back
in 2010 this training course was geared towards 18 migrants of sub-Saharan, Latin American,
Maghreb and Eastern European origin. Six of the attendants were volunteers who worked as
medical interpreters in consultation. But according to the same authors, their functions were not
confined to interpreting “inside the consultation with a physician”. Intercultural mediators may
also be requested to travel to the headquarters of the corresponding associations, where they
educate non-Spanish speaking population about certain diseases, adapting the information to
their needs. According to El Mundo newspaper report (Elidrissi, 2018) both the interpreters and
the intercultural mediators are “professional figures”, who assist doctors during consultations.

[t is worthwhile underlining that both the director and the coordinator of the aforementioned
project are neither academically nor professionally linked to translation or interpreting. The di-
rector of the project is a doctor, specialist in tropical medicine, and the coordinator is an expert

in development cooperation and humanitarian aid.

83



PART I. INTRODUCTION AND CONTEXTUALISATION

4.3.3. Interview sheets for foreigners in the public medical centres of the VC,

Barcelona and Madrid

Sometimes physicians use meta verbal and extralinguistic elements (such as illustrations, visual
schemes, or drawings) to explain diagnosis, testing, treatment, and dosage. Nevertheless, this
could cause serious misunderstandings. Castillo and Taibi (2005, p. 112) state that in many cases
doctors have no choice but to use “illustrations to clarify terminology that can be confusing”.
Burdeus & Arumi bore out on this occurrence. The authors indicated that: “Healthcare staff
members are provided with information brochures on health-related topics translated into several
languages to facilitate the understanding of diseases and health care processes by immigrant pa-
tients” (2012, p. 31).

The head of department at a Community (public) health centre*” located in the VC (Gavlo-
vych, personal communication, 2019) decried that®®: “We have passed on the complaint [regard-
ing the lack of interpreters] to the competent bodies [...] we often find ourselves in need of inter-
preting services [but all we can do for the time being] is just to muddle through, we do what we
can [...]”. The same physician revealed that the only thing that local authorities did in response
to the complaints was to furnish medical professionals with a sort self-assessment forms in differ-
ent languages for the patients to fill out, or as the doctor refers to them, “iconografias” [iconogra-
phies]: “The laboratories or our [regional] Health Ministry [of the Generalitat Valenciana] or
Spanish Paediatric Association or [Spanish Society of] Family [and Community] Medicine pro-
vides us with ‘iconography’ where the most frequently used phrases come in different languages
(Personal communication, 2019).

T Centro de Salud.
28 It is worth noting that this particular interview does not constitute a data item forming my data corpus for this
thesis as this specific interview was canvassed for another purpose.
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tr nica par yanier N probler
Clinic interview sheet for foreigners with Clinic interview sheet for foreigners with
language problems qngiés language problems
16 Do you smoke? YES NO 28 Which one?

17 N° of cigarettes / day
29 When did you have your last
menstruation? .
18 Do you drink? YES NO 40 Do you vomit because of the pain BELLY ACHE

19 Do you take other drugs? ANAMNESIS there anything that increases t
: YES NO
GENERAL PAIN

20 Which one?
30 Point the area that hurts 53 Does the pain increase or decrease with
21 Have you ever been admitted to

hospital? YES NO 31 Point the area where the pain goes to

32 For how long have you been suffering

22 Have you ever undergone any surgical from this pain? D YES NO
procedure? YES NO
H ou here it h ) YES 0
YES )

33 For hours days _ weeks £5
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YES  NO 46 Have you had fever? YES NO
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o H  co
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25 Are you pregnant? YES NO . vEs No  ——davs__ week mo

PERSISTENT HEADACHE

26 Are you breast-feeding? YES NO
37 Does the pain last the whole day?

YES NO NO Suring th h
27 Are you using any contraceptive
method? YES NO
38 Does the pain decrease with painkillers? 50 Does the pain decrease anyhow ¢
YES NO YES NO c Y 0

Figure 14. Example of iconography referred to by the interviewed GP

4.3.4. Universal pain language guide used by paramedics in the VC

Yet another example of an attempt to communicate with non-Spanish speaking patients would
be the a universal pain language guide developed by Grupo ASV Transporte Sanitario [ASV Med-
ical Transport Group]*’ (Molto, 2019). It was designed to detect the type of pain experienced by
the patient and its intensity through a universal language of symbols. It was created to facilitate
the work of healthcare personnel by making it possible to overcome language barriers with pa-
tients in a first aid intervention. Reportedly, it allows to identify a condition by overcoming lan-
guage barriers and by helping healthcare personnel make as accurate a diagnosis as possible in
their first contact with the patient. The guide will be distributed among the more than 700 health
technicians who operate in ambulances throughout the Valencian Community starting by Ali-
cante, one of the main tourist destinations in the country. Through this tool, Grupo ASV Trans-
porte Sanitario claims to have allegedly found a way to open up a practical and effective commu-
nication channel that helps healthcare personnel to identify pain without having to resort to oral
language. All of these “solutions” are meant to be something in between the full-fledged profes-

sional-interpreter-mediated encounter and quasi-veterinary gesture-based medicine.

% Please, consult the website here: https://www.grupoasv.com/noticia/asv-transportesanitario-guia-universal-dolor
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Figure 15. Universal Pain Language Guide by Grupo ASV Transporte Sanitario
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Figure 16. Universal Pain Language Guide by Grupo ASV Transporte Sanitario
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@ ¥ @ V¥

Hinchazén Aplastamiento Dolor Eléctrico Dolor Punzante
Bursting Pain Smashing Pain Electric-Like Pain Stabbing Pain
Gonflement Ecrasement Douleur électrique Lancinante / Aigie
Schwellung Crushing Elektrischer Schmerz Pochender Schmerz

02 03 S . 25
0 1 Severo Muy doﬁ)r
: Moderado S
3:;0(

Figure 17. Universal Pain Language Guide by Grupo ASV Transporte Sanitario

Similarly, medical professionals practicing at the public hospital Sant Francesc de Borja de
Gandia (Valencian Community) also claimed to have solved communication problems through
gestures (Moya-Bataller, 2016, p. 21), which reminds me of the concept of veterinary medicine

explored by Cox and Lazaro:

If no interpreter can be found, or if the doctor prefers not to call in an interpreter, it may be impos-
sible to build rapport with the patient, perform a verbal history, or even simply find out what language
the patient speaks. In such a case, a medical interaction may deteriorate to what is referred to as
“médécine vétérinaire” (veterinary medicine) (Clark 1983; Bowen 2001), implying that only a physical
examination can be performed. As Watt (2008) assesses that 80% of the diagnosis tends to depend
on oral communication, a communication breakdown is likely to have a strong negative impact on
the diagnosis as well as the treatment. (Cox & Lézaro, 2016, p. 50)

It is worth noting that the pain language may vary from country to country and form culture
to culture. “Researchers from medicine, sociology and medical anthropology have agreed that
ethnic background affects pain perception and that pain is a complex, culturally defined multi-
factorial experience (Bates, 1987; Greenwald 1991; Ramer et al., 1999; Rollman, 1998; Strelzer,
1997)” (Angelelli, 2012, p. 256). Each culture may have its own verbalisms and phraseology in
the common parlance used by the non-experts to detail pain experiences, and it must be made
sure that the digit in a pain scale matches the verbal pain qualification/description, non-verbal
bodily behaviour (temperature, loos of apetite, verbal complaints encompassing crying, scream-

ing, grimacing, palpation of the sore area, cross-examination of the patient and family members)

(Angelelli, 2012, p. 255-256). Angelelli posited that:

Pain is perceived and communicated differently by members of different cultural communities. Con-
versations about pain include discussions about intensity of pain based on pain-rating scales as well
as discussions of pain management. Healthcare interpreters face challenges in constricting and co-
constructing pain while facilitating cross-linguistic communication. (Angelelli, 2012, p. 251)
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Additionally, diagnostics are based on multiple factors, which are not limited to pain intensity
or location. So, one may wonder how would the team of paramedics or doctors proceed once

they have determined the pain location, characteristics and intensity.

4.3.5. The new technologies in the public hospitals of Barcelona and the VC

As early as in 2007 computer programmes were already reported to have been created to be used
by Spanish medical professionals. The article issued by El Confidencial (2007) reads as follows:

A computer programme will allow family doctors to ask their foreign patients about their health state
in English, French, German, Portuguese, Romanian, Russian, Arabic, Mandarin Chinese and Urdu.
It will be distributed free of charge by the Spanish Society of Family and Community Medicine to
18,800 doctors throughout the country and, subsequently, the aim is to reach everyone (back in 2007
some 35,000 medical professionals. Thanks to this programme, in collaboration with the pharma-
ceutical company GlaxoSmithKline, doctors will be able to ask an immigrant patient questions with-
out the risk of misunderstandings. The idea came from Dr. Jordi Serrano, who observed the problems
of communication with [foreign speaking] patients [...]. The nine languages selected were tested on
patients to ensure their effectiveness, and a dozen doctors, a team of engineers and several translation
companies were involved in implementing the programme. (“Un médico que habla nueve idiomas”,
2007, my translation)

Angelelli (2015) stated that medical professionals from many health centres across Germany,
Greece, Italy, Spain and the United Kingdom were using machine- assisted translations to com-
municate with their foreign-speaking patients. The study revealed that medical professionals in
Spain relied on The Universal Doctor Software and Google Translate:

The technology used includes specialised CAT tools, such as The Universal Doctor Speaker (Spain),
specifically designed for the healthcare setting. This tool provides translation of common phrases
(e.g., explanations, questions and answers) into over 30 languages (Universal Doctor, 2015). Google
Translate was also reported to be an option that institutions use to a certain extent. (Angelleli, 2015,

p. 47)

Burdeus & Arumi bear out on the fact of using The Universal Doctor Speaker application,
which purportedly “provides translation into several languages of phrases and expressions com-
monly used during medical visits” (2012, p. 31).

The head of department at a Community (public) health centre® located in the Valencian
Community (personal communication, 2019) confirmed that the GPs were using “new technol-
ogies” to, as they think, enable communication with non-Spanish speaking patients: “I have col-
leagues who drew on online translators, you know, one of these simultaneous translators [...] a
few people bring a translator with them [...] a family member, a neighbour, a friend [would usu-

ally] come along with the patient” (Personal communication, 2019).

39 Centro de Salud.
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Figure 18. Universal Doctor Speaker App (screenshots)

As one can notice, The Universal Doctor speaker application is very similar to the “iconogra-
phies” referred to by one of my informants mentioned above and to the “universal pain language”

created by a Spanish medical transport group’’.

4.3.6. Ml service advertisements in the VC

In some hospitals of the Valencian Community located in Costa Blanca there can even be found
advertisements for interpreting services hanging on the hospital walls or people offering their
services on Facebook. None of these adverts indicates whether the announcer has any certifica-

tion or accreditation in medical interpreting. Please heck the examples provided below.

! Grupo ASV Transporte Sanitario.
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Figure 19. Image from the Internet, source unknown

La Marina (San Fulgencio), Elche,
Vega Baja, Alicante
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Figure 20. Spanish-English medical interpreting service advertisement. Source: https://www.facebook.com/speech-
lessinspain

Spanish-English Interpreter and Teacher
14 6epe3ns 2017 p. - §

10 euros an hour.

Urb. La Marina (San Fulgencio), Vega Baja, Elche, La Hoya, La Marina,
Alicante.

- Doctors/hospital appointments
- School meetings

- Documents

- Drivers license renewals

- Residencias

- Denuncias

- And More

Figure 21. Spanish-English medical interpreting service advertisement 2. Source: https://www.facebook.com/speech-
lessinspain
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A student who did an interpreting placement in a hospital of the same geographic area claimed
that:

One of the current problems is that all those who act as translators in the health centre where [ have
done the placement are people without specific training, who have knowledge of the language and
who get by [...] because the terminology is recurrent. For us as translators there is a market in this
area, but the low salaries paid to administrative staff are not comparable to what they should pay for
a translator with a university degree. (Pellicer-Vidal, 2016, p. 11)

Obviously, the main question that arises in this case is who will be held liable in the case of
potential dire consequences of non-professional interpretating’ Is the doctor going to put on
record that the patient brought with them an interpreter and include the interpreter’s details in
the patients medical history, which will facilitate the interpreter’s localisation if/when needed?
And what about the patient’s data protection law? What about confidentiality? Professional MI
is not only about guaranteeing patient’s safety, but also about safeguarding patients integrity in

the context of extremely sensitive data being revealed during the medical encounter.

4.3.7. Institutionalised volunteers in Costa del Sol, Andalusia

Even though this section was exclusively dedicated to Aguilar’s research, it is appropriate to recall
that in 2017 it was publicised* that a British volunteer, Candy Wright was awarded the Points of
Light prize by the British Prime Minister, Theresa May, for being a dedicated charity worker in
Spain with a remarkable 30 year trajectory as interpreter at Denia Hospital in Alicante Province.
It should be noted that the article makes the following allusion to Wright's work:

Candy Wright has spent her adult life dedicated to local charity work in Spain. Most notably she has
volunteered with ‘Help Denia & Marina Alta’ (HELP DAMA’) for 30 years, acting as an interpreter
at Denia hospital in Alicante Province [...] playing an instrumental role in developing the charity
from a hospital visiting service to a formidable organisation operating several charity shops, funding
respite care and running a number of support groups. (Points of Light, 2017)

In some Spanish regions such as Costa del Sol specific non-governmental organisations
(NGOs) catering for the communication needs of immigrants have been burgeoning over the
past few decades. Favourable economic, social, climatic, cultural, environmental and gastronomic
conditions spurred massive arrival of “lifestyle migrants” including retirees from Northern Euro-
pean countries in the 1980s (Aguilar, 2012, p. 135). Thus, an increased number of patients with
limited Spanish proficiency spawned “a marked interest in volunteer and charitable work, an
activity that is more common in countries such as the UK or Germany than in Spain” (Aguilar,
2015, p. 135). The establishment of non-governmental organisations geared towards non-Spanish
speaking patients has ensued. These associations perceived intercultural mediation as the correct
way to accommodate communication, convey meaning and facilitate cross-linguistic and cross-
cultural exchange. Nevertheless, these mediators purported to build up trust and rapport with
and between medical service users and medical service providers by taking on a series of “addi-

tional roles such as caretakers and patient advocates (Aguilar, 2015, p. 132).

32 For full article, please visit: https://www.pointsoflight.gov.uk/championing-charity-spain/
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Angelelli indicates that the qualification criteria for volunteers working for non-governmental
organisations is practically non-existent: “the selection and training of volunteers is based on a
minimum criterion: if you speak the language and want to be a volunteer, you can come. Nothing
professional” (Angelelli, 2015, pp. 62-63).

[t is not common for volunteer interpreters to achieve the level of institutionalization and
recognition described in Aguilar’s work, thus, the limitation and the very specific backdrop of
this study must be taken into account. Therefore, the findings of Aguilar’s study cannot be gen-
eralized or extrapolated to other contexts or other settings within the same region or national
territory (Aguilar, 2015, pp. 144-145).

Aguilar overviews the particular case of volunteers “organized through the migrant-oriented
NGO Asociaciéon de Intérpretes Voluntarios para Enfermos [Organization of Volunteer Inter-
preters for Patients)”, who practice in two medical facilities located in the Costa del Sol region.
The medical centres in question are the Hospital Clinico and the Hospital Costa del Sol (Aguilar,
2015, p. 135). The piéce de résistance of this study is the iconoclastic institutionalisation of these
volunteers within these two articular institutions (Aguilar, 2015, p. 133). The author of the study
postulate that the volunteers’ self-perception as interpreters burgeoned out of unusual degree of
social recognition and unorthodox, unprecedented and curious “legitimization” of their profile
“by the healthcare institutions and the regional government” (Aguilar, 2015, p. 133).

Institutionalization has been an essential factor in transforming the field of PSI in healthcare settings
in this very specific Spanish social context. During the process of socialization, the social habitus of
the volunteers internalized the structures of their specific healthcare environment and transformed
itself into the professional habitus that was required to fill an existing gap in the PSI field structures
in healthcare settings in this specific social context. It seems logical that the resulting socially responsive
interpreter role, shaped by linguistic capital, empathy and compassion, as well as formalized standards of
practice was consecrated by healthcare institutions and the regional government. (Aguilar, 2015, p.

145)

[t is worth noting that language provision in the above mentioned facilities started with a
Dutch physician, Dr. Marko Franke, serving as an interpreter for his fellow providers and non-
Spanish speaking patients (Aguilar, 2015, p. 135).

Apart from the dualrole medical staff, the internationalisation and instrumentalisation of
English as lingua franca has also been reported to have constituted an important alternative to
professional medical interpreting:

And personally I think that doctors are speaking more and more English and some communicate
with their patients relatively well, so our job as mediators, as translators, as bicultural, bidirectional
interpreters, sometimes happens less frequently. (Excerpt 3 in Aguilar, 2015, p. 139, my translation)

Even though it all started with a dual-role doctor, the figure of medical interpreter or intercul-
tural mediator in the study relevant settings became institutionalised, legitimised and bureaucra-
tised, which denote successful identity positioning:

The particular group under examination has become increasingly institutionalised in the Spanish
context and their positioning within the healthcare institution has been legitimised to a greater or
lesser extent by both the healthcare institution and other staff members who recognise volunteer
interpreters’ work as necessary and important for the institution and beneficial for foreign patients
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with no knowledge of Spanish. Interpreters, however, occupy a set of fluid positions, which con-
stantly shift depending on the positions occupied by other agents with stronger habitus and symbolic
capital, as well as the value attributed to their main asset, i.e. linguistic capital, within specific situa-

tions. (Aguilar, 2012, p. 114)

[t is worth noting that institutional legitimisation grounded in recognition endowed upon
volunteer interpreters by “those agents with more symbolic capital” determines the “degree of
autonomy in shaping the boundaries” and “the extent to which [volunteer interpreters] can posi-
tion themselves within the wider field of public service interpreting” (Aguilar, 2012, p. 116). As
maintained by Aguilar (2012, p. 118): “In order to secure legitimisation, agents must agree that
interpreters’ position and linguistic capital are valuable so that it can be converted into symbolic
capital that simultaneously confers on interpreters a certain degree of autonomy and power”.
Organisational bureaucratisation in this specific settings implies, according to Aguilar, the con-
solidation of volunteers as officially affiliated “institutional agents” or “members of the healthcare
institution” and “healthcare team” with “bureaucratic properties” and privileges including: 1D
badges, daily reports, Interpreters’ Handbook, office space, the right to eat at the staff canteen,
and access to all the administrative offices (2012, pp. 113, 118). Even though the informants have
reported sympathy, kindness and confidentiality to be the main pillars upon which recognition
was based, the author postulates that the institutionalisation, legitimisation and bureaucratisa-
tion processes in this particular case were induced by Doctor Bermudez, who set up the interpret-
ing team at this hospital (Aguilar, 2012, p. 119). Given that Dr. Bermudez “had the appropriate
symbolic capital” within his own primary institutional sphere (Freidson, 2001), many other agents
in the field felt led towards recognising “these interpreters’ positions and legitimise them as part
of the natural order of the field; as part of the internalised objective structures of the field of
healthcare” (2012, p. 119). Thus, the author highlights that legitimisation in this particular case

was:

Principally administered by those agents with a stronger habitus in the field such as doctors who have
enough symbolic power and relative autonomy to legitimise others, in this particular case, and also
by the hospital directors as will be pointed out below. (Aguilar, 2012, p. 119)

To recapitulate, Aguilar’s thesis plays a key role in fathoming possible models of professional-
isation, and in assessing the importance of being supported by holders of prominent positions in
their respective primary institutional sphere, as well as in understanding that in order to succeed
members of our occupation should “enjoy prestigious social connections” (Aguilar, 2012, p. 119).
Nevertheless, it is my contention that we cannot talk about full recognition of the importance of
language capital in multilingual healthcare contexts. The hospital director and Regional Govern-
ment Delegates” as agents with strong habitus and symbolic capital may very well be supportive
of the idea of deployment of volunteers to facilitate communication in multilingual health con-
texts, which is why they have exercised authority to legitimise this position in the field, but in my
opinion they do not display an official recognition of the salience and value of this service which,
if they did, would translate into an official contract, decent salary and perks. Thus, I do not

concur with the fact that, by allowing volunteers in, the holders of high-level, authoritative and

3 Junta de Andalucia.
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influential positions necessarily “attribute volunteer interpreters’ linguistic capital a significant
value” (Aguilar, p. 119). Thus, the volunteers in this case may very well have achieved a relatively
well-established position and certain degree of occupational autonomy, but volunteerism implies
that the work is done for one’s own satisfaction, whereas professionalism entails active pursuit of
profit. Hence, the real institutional support would have implied the willingness to pay in order
to obtain an essential service. It may be worth noting that the interest in volunteer interpreting,
the understanding of this activity, the appreciation thereof and the attitude towards this non-
lucrative practice in this specific institutional setting is not something established and shared by
every service user. Some medical professionals were reported to not only value the service pro-
vided by volunteer interpreters, but also to “[engage] inexplicit legitimisation of interpreters’ po-
sition by explaining to hospital staff the value of the service provided by interpreters” and the
value of their “linguistic capital” (Aguilar, 2012, pp. 123-124). The newcomers, on the contrary,
were reported to be “more reluctant to accept the field structures the way volunteer interpreters
have known them in the past” (Aguilar, 2012, pp. 123-124). These “new agents began to question
and challenge interpreters’ position and their linguistic capital as a valuable asset that can be
transformed into symbolic capital” (Aguilar, 2012, pp. 123-124). This situation highlights the
non-generalisability of the institutionalisation of volunteer interpreters in this particular case,

and showcases the irregularity of the status of MI in general.

4.3.8. Recruitment of allegedly English-speaking medical professionals in the public
hospitals of Costa del Sol and the VC

This “reluctance” may be explained by allegedly good command of English language displayed by

physicians:

Although they're here [16 years and] they learnt all English [and they say: “I'm not] quite sure”, I
always let them speak and if they, you know, you jump in, [ admire this, they do this really (.) but the
new ones, the younger ones they think they can do it all. I mean some do speak very good English.
(Extract from excerpt 6, Aguilar, 2012, p. 124)

Nevertheless, we may want to be very careful when we talk about Spanish doctors being alleg-
edly able to communicate in foreign languages as they may be often berated for not being profi-
cient enough to bring their message across despite claiming the opposite. Several interviewees,
who are volunteer interpreters in two public hospitals located in the Costa del Sol region, were
cross-examined by Aguilar (2012, pp. 131-132) and revealed that “more and more doctors speak
English and communicate relatively well with their patients and therefore our work as translators,

of bicultural two-way interpretation, has decreased” (Aguilar’s translation), however:

Well, they are also hiring more doctors who speak English, who speak other languages [...] Well,
mind you...Some do, but let's face it, a lot of the problem is that they think they speak English but
they don't really, and as I was saying to you before it's not their fault, 'cos they're trying and they
shouldn't have to speak English, I mean, it's their country, but by the same token they should say:
“Look! My English is not great, I need an interpreter” (Dorothy) And often what happens is that the
patient says I don't understand a word and so you've got to be very diplomatic with the doctors
obviously, you know? I mean not all of them are like that, but some of them are... (Cordula) [...] And
then also you get the situation where a lot of the doctors here don't really care that much for us here,
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so the patient could be asking for an interpreter and the doctor would be saying, NO, NO, NO,
NO!!! They don't bother” (emphasis in the original) (Julianne). [...] [Or we speak enough English] or
whatever and the problem is that they don’t speak that well [...] (Julianne). (Excerpt 10 featuring three
informants as cited in Aguilar, 2012, pp. 131-132)

One of the informants tries to explain the phenomena publicised above by saying that medical
professionals, especially the newcomers, think that volunteer interpreters are intruders (Aguilar,
2012, p. 125), even though Aguilar, who authored this study, elucidated further by postulating
that “new agents” as she calls them (doctors and nurses): 1) fail to accept the volunteer interpret-
ers’ position as part of naturalised, routinised and normalised order of things; 2) fail to
acknowledge interpreters’ linguistic capital as a valuable asset; 3) claim to possess same linguistic
capital, which leads up to non-recognition of the interpreters’ position in the field (Aguilar, 2012,
p. 126). Thus, on the one hand there may be medical professionals who indeed hold sufficient
linguistic capital to be able to communicate with their patients, on the other hand there may be
many medical workers who are convinced of their linguistic proficiency and self-sufficiency in
terms of but whose eligibility has never been subject to scrutiny and the truthfulness of their
claims - never verified.

Therefore, many times when patients are treated by doctors who have (hyper) inflated percep-
tions of self-sufficiency and self-reliance in terms of foreign language proficiency and degree of

FL command, the patients:

They won’t say to the doctors but they will say it to us [volunteer interpreters], so of course they (.)-
and whenever the doctor comes in, you know what it's like, we do the same thing in our own lan-
guages, you know, you're so sort of in awe of this doctor that comes in, and you, and it's like he’s
God right, and you know, I see the patients, going: “Yes, yes, yes!”, but then, I understand but they
don't understand a word. (Aguilar, 2012, pp. 124-125)

In conclusion, Aguilar demonstrates that the longed after and sought after legitimisation of
volunteer layperson interpreters in the Costa del Sol region may be undermined, challenged and
rebutted by both the doctor and the patient. In order to reaffirm their leading role and their
control over the situation, doctors have been reported and proven to interrupt the interpreter by
proclaiming command in English and therefore access to the same value (linguistic capital) in
furtherance of self-affirmation (Aguilar, 2012, pp. 138-139). As maintained by Aguilar the inter-

preters’ position was challenged straight after having gained recognition of the patient:

Thus, although linguistic capital is an essential asset in the healthcare field, in cases where this capital
is shared by other institutional players, its value decreases and interpreters who do not possess other
forms of capital find themselves on the margins of the game. This precariousness is particularly acute
in the case of interpreters offering English as their main linguistic capital. However, we have also
examined some instances where interpreters’ linguistic capital can be seen as a threat to those doctors
who seek to hold the same linguistic capital and who witness how interpreters’ linguistic capital is
transformed into symbolic capital legitimised by patients and their relatives. (Aguilar, 2012, p. 139)

Angelelli (2015) addressed the role of the English language in the recruitment process for
hospital staff be it medical, administrative, admission or nursing staff. According to the data

canvassed by her, it is clear that one of the essential criteria for hiring hospital staff is their alleged
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knowledge of English. Angelelli described this alleged English proficiency as a “wildcard”, which

is believed to solve all the possible communication problems:

Doctors and nurses are recruited also because they understand and speak two or three languages. For
less common languages, we contact foreign consulates... who sometimes refuse to help. In most cases,
communication is not a major problem... We manage in English. We always manage. English is like
a wild card (comodin). For consent forms for example, we simplify the language to make it more
accessible, especially when the “translator” is a child who then needs to explain it to the family mem-

ber (ES Inf 7). (Angelelli, 2015, p. 61)

[t is worth clarifying that despite claiming that “most primary care physicians read English
and speak enough to be able to communicate with the patient” (Angelelli, 2015, p. 62), “neither
the language proficiency nor the interpreting skills of these ad-hoc interpreters were tested.
Rather, they were taken at face value” (Angelelli, 2015, p. 63). Angelelli’s informants argue that
“this type of care is optional for the patient and that, when deciding whether or not to apply
for healthcare outside their MS of affiliation, they should take language barriers into account”
(Aneglelli, 2015, pp. 68-69). This attitude is endorsed by the assumption that English “can be
understood by many patients” and therefore English must be used as lingua franca de facto
(Angelelli, 2015, p. 69). Similar phenomena can also be attributed to Germany in that according
to Borde “sociocultural diversity has changed the job description of hospital staff” (2002, p. 7).

Private hospitals located in the Levante area (Valencian Community) tend to:

Hire some interpreters on a full-time basis for the languages most in demand; for the others, they
manage with bilingual or trilingual receptionists and telephone operators. When asked about the
qualifications of the interpreters they hire, they said they would prefer someone with a university
degree and education in interpreting but if that is not the case the person needs to show that she is

a native speaker. (Angelelli, 2015, p. 62)

These findings are absolutely consistent with those reported by Funes-Chica in 2015, who
conducted her study on the “social interpreting” in the medical field in Costa del Sol. In her

study she explained that:

Generally, health centres have stated that there are no communication problems or cultural conflicts.
With the exception of a few isolated cases where the language of the patients is not very common
and they cannot communicate in English. (Funes, 2015, p. 64, my translation)

English was reported to be “one of the least problematic languages, since in many of the cen-
tres, knowledge of English is required of staff as a basic communicative requirement” (Funes,
2015, p. 65).

Angelelli’s and Funes’s data (2015) also concur with the findings presented by Nifio Moral in
2008, who within the framework of her study “Proyecto de estudio de campo sobre las nece-
sidades de mediacion lingtiistica en los hospitales publicos de la provincia de Alicante” researched
market demands and employment trends and patterns in (privately managed) public/state hospi-
tals as well as private hospitals in the area of the Costa Blanca (Valencian Community). Thus,
she found that one of the alternatives to professional medical interpreting and one of the ways
in which these medical facilities were reacting to the current situation of multilingualism in the

province was the tendency to recruit staff with foreign language skills:
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Another type of measure being taken by the hospitals is the tendency to hire personnel with foreign
language skills, a hiring policy which seems to be the norm for the new hospital in Torrevieja where,
among the minimum requirements for registering for the job vacancies, knowledge of English is
required in all cases and German in many of the job categories. Several press reports also point out
the hiring of health personnel from Eastern European countries in this same hospital. The case of
this particular health centre is very specific, since it is a privately managed public hospital, which
allows its procurement managers to include the command of foreign languages among its staff selec-
tion criteria. Apparently, foreign language proficiency as an imperative application criterion cannot
be imposed in the case of public hospitals managed by the Conselleria de Sanitat, as it would be
considered discriminatory. (Nifio Moral, 2008, p. 1066, my translation)

There are two other excerpts regarding different tactics and strategies used by public hospitals

in Spain to deal with linguistic diversity of their patients:

Doctors and nurses are recruited also because they understand and speak two or three languages™.
For less common languages, we contact foreign consulates... who sometimes refuse to help. In most
cases, communication is not a major problem... We manage in English. We always manage. English
is like a wild card (comodin). For consent forms for example, we simplify the language to make it
more accessible, especially when the “translator” is a child who then needs to explain it to the family

member. (ES Inf 7). (Angelelli, 2015, p. 61)

Ortega-Herrdez and Blasco-Mayor have already deprecated the huge credibility gap, lack of
trustworthiness and plausibility of these types of statements, because in ensuring that all practi-
tioners speak English the hospital administration renders communicative problems involving for-
eign patients as inexistent and categorically denies the problem caused by the lack of instruments
(qualified medical interpreters) that would enable multilingual speech events to occur duly (Or-
tega-Herraez & Blasco-Mayor, 2018, p. 188). Moreover, the official narrative of the healthcare
officials purports to persuade those concerned that all the hospital staff has advanced linguistic
competence in English which enables them to communicate safely with English-speaking patients
without imperilling the accuracy of the diagnosis and the evolution of the state of the patient.
Nevertheless, although this statement is extremely widespread in healthcare settings, it poses a
threat because no evidence was found to substantiate its veracity (Ortega-Herrdez & Blasco-
Mayor, 2018). A number of alternative sources decry lack of interpreters. According to a primary
care physician, despite the employment of the “simplest terms possible” during the consultation
and despite “giving the treatment in writing” to the patients in order for them to “better under-
stand the instructions”, “language does indeed constitute a problem, especially in the consulta-

tion room, where we find ourselves under time constraints which imply delays” (Ortega, 2018).

4.3.9. Translation of informed consents

Translation of informed consents is also a possibility. In her research “Studies on translation and
multilingualism. Public service translation in cross-border healthcare” (2015) Angelelli informs
that: “in the public and private healthcare sites visited in this project” there were not many ex-

amples of professional in-house translation services that fulfil the requests of patients, providers

3% This was also corroborated by Nifio-Moral (2008, p. 1066).
% Germany, Greece, Italy, Spain, United Kingdom.
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or staff” (Angelelli, 2015, p. 46). Angelelli maintains that “translation needs are most often
judged to be the responsibility of the patient” (Angelelli, 2015, p. 46). Even though ad hoc trans-
lation has been reported to be the most frequently used solution, which has already become
commonplace in many MSs, sight translation and machine-assisted translation have also been
reported to be occasionally used for informed consent forms, check-in forms and informative

materials such as information brochures, posters and websites (Angelelli, 2015, pp. 46-47):

Professional translation service is not the norm in the MSs of this study. Ad-hoc translation of docu-
ments is the most common solution for the public and private health centres and hospitals observed
in Spain, Italy and the UK. Bilingual staff members translate documents and patients are also asked
to perform this task for themselves. [...] These translations are usually done only for the most com-
mon language combinations in a particular country. The most common language combinations vary
between the institutions of this study and depend on the demographic profile of the population that
each institution serves.

To conclude, I would like to share a testimony of Pellicer-Vidal, who completed a placement

at a privately managed public/state hospital in the study-relevant area:

Despite being a hospital that receives many foreign patients, written information is not usually trans-
lated. However, many of the medical documents and the website were already translated but had not
been published. These translations are usually done by administrative staff who have foreign language
skills and who also interpret for the hospital. However, the wording or the terminology of the trans-
lations into English was often error-ridden. This is because they neither had a professional translator,
nor did they send the translations for proofreading, which indicates that the translations could have

ended up being published with errors. (Pellicer-Vidal, 2016, p. 5)

The informed consent is a medico-legal document, which is extremely important for the com-
pliance with Ley 41/2002, of the 14™ of November, on basic regulation of patient autonomy
and of rights and obligations regarding clinical information and documentation. By not provid-
ing all the relevant information needed for the informed decision in a language comprehended
by the patient, the clinic is definitely breaching the Ley 41,/2002, however the breach of this
legislative instrument on account of linguistic gap has not been foreseen and addressed by the
current national legislation, which allows for practices described in Pellicer-Vidal (2016, p. 5) to

take place.

4.3.10. Translators and interpreters in the private centres of the VC

I would like to provide a screenshot of the website of one of the private hospitals of the Valencian
Community, which does offer interpretation service. Please note how the term “translator” is
being used to refer to “interpreter” and how the two term are thought to be interchangeable

synonyms.
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Equipo de traductores y Relaciones puiblicas
|

necesidades de traduccidn en el Senvicio de Urgendias, planta de hospitalizacidn y Polidinica

Se encargan de visitar diariaments 3 todos los padientes, atendiendo 3 cualquier solicitud que pueda

hacer més agradable su estancia, asi como a |as tareas de traduccidn para ¢ personal médico
mérereTes I

o Todas nuestras intérpretes hablan perfactamants |naléc aunque casi todo of personal es capaz de

hablar con fluidez este idioma.

Figure 22. Screenshot of the website belonging to a private centre whose name is not being disclosed for confidentiality rea-
sons

Another very important problem described by MartinezzGomez (2007, p. 1049) is the lack of
demarcation of the occupational boundaries, which leads in-house interpreters practicing in the
private sphere to carry out tasks which should not fall within their remit. Thus, the tasks under-
taken by both in-house interpreters and trainee interpreters were reported by MartinezGomez to
cover a much wider field than interpreting per se. It was observed that in-house interpreters in the
study-relevant private facilities were frequently called upon for the translation of documents in-
cluding medical reports and even menus. They were also attributed with administrative tasks
including communication with foreign insurers, invoicing, etc., as well as lending personal sup-
port to patients and relatives by paying at least one daily visit to the inpatients (which consisted
of talking to the patients, commenting the press) or by spending hours accompanying the relatives
of patients admitted to the ICU.

According to the participants of the survey, this is where the “work of a quasi-psychologist”

comes into play. It is worth noting that:

The question that does not seem to be clear to either group is the appropriateness of the practice of
cultural mediation in the event of conflict. Despite the fact that many experts have been advocating
for some years now for intercultural mediation by the interpreter, the reality is that around 50% of
the professional interpreters and most of the students are reluctant to participate in the communica-
tion qua intercultural mediators and state that they limit themselves to interpreting what each party
says “as literally as possible” (with the linguistic and cultural clarifications they consider appropriate).

(MartinezGomez, 2007, pp. 1049-1050)

Drawing on my own professional experience in the field, I know that the taks of Mis in the
private healthcare may include escorting patients and family members across the facility and its
premises, bringing a blanket or an extra pillow, bringing a newspaper and commenting news in
the press, bringing a remote control/ a book, sight translating menus for each patient individu-
ally, finding a TV channel, etc.

This bears similarity to the figure of flight attendant ensuring comfort of the patients in the
same way as a flight attendant would ensure comfort of the airline passengers. Moreover, even
the uniform of the interpreters practicing in some private facilities in the study-relevant areas is
similar to the uniform worn by cabin crew: scarf, heeled shoes, skirt, etc. It should be noted that

in one of the private clinics of Costa Blanca even a compulsory make-up tutorial was organised
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geared towards interpreters and reception staff’®. With regard to education, the surveyed inter-

preters believe that the training is “irrelevant”:

Regarding the respondents’ assessment of their own training, it is worth noting that most of them
consider it to be irrelevant, since the only way to learn is through professional experience as a
healthcare interpreter. Only one student and one staff interpreter (in fact, the only one with a degree
in translation and interpreting) consider that their training has not fully prepared them to carry out
these tasks. (MartinezGomez, 2007, p. 1050, my translation)

[t is the author’s contention that: “Although most of the interpreters surveyed claim that train-
ing is irrelevant, which may stem from the fact that they have been selftaught, many experts
believe that, as in any other field, it is essential” (Martinez-Gomez, 2007, p. 1051).

4.3.11. Multilingual staff in the private hospitals of the VC

This screenshot showcases the existence of several serious problems apart from the terminological
confusion. First thing worth mentioning is the sentence highlighted in red, which reads as fol-
lows: “Todas nuestras intérpretes hablan perfectamente inglés aunque casi todo el personal es
capaz de hablar con fluidez este idioma [All our interpreters speak perfect English, even though
almost all members of our staff are able to speak this language fluently]”. On the one hand, this
formulation implies that almost all of the staff is bilingual, which implies 1) that the procurement
managers must have hired many professionals from abroad and 2) that English has been consol-
idated as lingua franca. It also implies that all of their interpreters are duly qualified and certified
professionals. However, as far as I know no study has been conducted on how applicants’ alleged
language command is assessed, and whether there exist criteria to determine the newcomers’
ability to communicate in a language they claim to be proficient in. This statement also corrobo-
rates the fact that private facilities do take advantage of their status as private hospitals/clinics
and hire people with languages so to say (gente con idiomas), which in the case of public healthcare
would be unacceptable and considered discriminatory (Nifio Moral, 2008).

Another problem with dual-role (clinical and non-clinical) staff interpreters is that interpreta-
tion is their secondary duty, which means that if the volume of foreign speaking patients is fairly
high it may pose an insurmountable difficulty for them to keep up with both assignments/roles.
For example, if a hospital hired a German speaking doctor he would not be able to always serve
as an interpreter for fellow providers due to 1) tight schedules (encompassing activities such as
visiting inpatients, writing discharge reports, conducting consultations at the outpatient clinic,
etc.); 2) the constraints of his/her specialty: a German-speaking nephrologist cannot see all Ger-
man-speaking gynaecology patients; 3) work overload; 4) impossible 24/7/365 reliance due to
vacation, medical leaves, etc., which will imply that a locum will be covering and backfilling clini-
cian’s absence. Basically, a German-speaking doctor may not be able to leave a German-speaking
patient in his outpatient consultation in order to attend to another German-speaking person who

is being rushed to the emergency room, for example. According to MartinezzGémez:

% Datum extracted from my own personal experience.
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Private healthcare, as a company, opts for those solutions likely to ensure a better service, with a view
to greater competitiveness. The clinics with the highest volume of [foreign-speaking] patients (San
Jaime, Medimar, Vistahermosa) have in-house interpreters, while the smaller clinics (Centro Médico,
Moraira) usually have staff (especially nurses and administrative staff) with a sufficient command of
foreign languages who, if necessary, add interpreting to their specific tasks. On the other hand, in
the public health system the figure of in-house medical interpreter does not exist, nor are we aware
of other staff members performing such tasks, with the exception of the Villajoyosa hospital, where
an employee performs only interpreter functions, even though, for administrative purposes, she is
not an interpreter. (MartinezGémez, 2007, p. 1049, my translation)

Members who were recruited to double as interpreters were not specifically trained to perform
interpreting tasks (MartinezGémez, 2007, p. 1050). Resuming the analysis of Martinez-Gémez’
study, it should be noted that the in-house interpreters she has been shadowing have a very diverse
education background, which encompasses both higher education (a diploma in tourism, a de-
gree in mathematics and a degree in translation and interpretation) and secondary education
(bachillerato equivalent to Advanced Level Qualification (A levels) in Britain) (2007, p. 1050). It

was also found that staff.

4.3.12. Conclusion

Generalised confusion over the definition of interpreting, the difference between interpreting,
translation and intercultural mediation, the delimitation of occupational boundaries, the educa-
tion and training and the role of medical interpreter.

As maintained by Angelelli, private assistance providers should undertake initiatives that
would guarantee proper language services, but for the time being they clearly lack criteria for
monitoring the quality of the improvisation practices being delivered by ad hoc bilinguals or vol-
unteers (Angelelli, 2015, p. 93). The procurement managers, the hospital administration, the
patients, the general public and the state need to understand that having volunteers ad-libbing,
dual-role medical staff extemporizing, and ad hoc bilinguals providing autoschediasms along with
other questionable impromptu solutions such as Google translate and other cognate software
alternatives or pictograms is not the correct way to cater for language needs of their foreign-
speaking clients. Furthermore, all these “solutions” are totally unreliable, and when minimum
quality standards cannot be guaranteed, there may be serious implications. I would like to con-

clude this chapter by citing Angelelli:

If, as we have seen in this study, access to public services (such as healthcare) requires language pro-
vision (when there is no shared language), but language provision is not provided under the guise
that it is cuambersome, costly or “not really necessary”, then it follows that equal access to the highest
degree of health protection is not for all EU citizens, but rather for some. It is time that we ensure
that it is available for all. (Angelelli, 2015, p. 98, italics in the original)

Thus, in case of medical interpreting in both public and private fields, the demand is not well
calibrated to supply. This means that there is an exponentially growing demand for language
provision in both sectors, but the supply is very poor. This situation is excacerbated by the fact
that the predatory competition cannot be tempered by an economic monopoly guaranteeing that

all qualified members of a discipline gain at least a modest living, because the competition is
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between the professional and non-professional groups, both contesting ownership of tasks and
ability to carry these tasks out.

Thus, the constant exoterisation of English as universal, one-sizeAfits-all solution, as well as
certain gravitation towards dismissing competent and professional language provision as dispen-
sable and unnecessary, the lack of recognition of the value of medical interpreting (in other
words, the state and the general public turn the blind eye and fail to see the immediate functional
value of this activity) contribute to devaluation, depreciation and write-down of medical inter-
preting. The whole society is gaslighted and conditioned into thinking that learning languages is
something easy everyone can do and that interpreting is just parroting words, ad-libbing, some-

thing everyone who speaks a language can naturally do.
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5. A PROFESSION: RELEVANT CONCEPTS

An adequate definition must provide itemised “referents by which the phenomenon may be dis-
criminated in the empirical world - that is, specifying attributes, traits or defining characteristics”
(Freidson, 2016, p. 22). Freidson argues that the lack of definition of the structure of “profession”
will result in the loss of significance of the process of “professionalisation” (2016, p. 22). “In
order to think clearly and systematically about anything, one must delimit the subject-matter to
be addressed by empirical and intellectual analysis. We cannot develop theory if we are not cer-
tain what we are talking about” (Freidson, 2016, p. 21). What stratum within the current social
stratification system does the translation and interpreting niche occupy? “How well does the in-
terpreter’s societal function fulfil the criteria of being a profession?” (Skaaden, 2019, chapter 3
Ethics and Profession, § 1).

This chapter of the study will look to map the setting of medical interpreting through a socio-
logical lens, building on the sociology of professions as the main point of departure. Sociology of
professions constitutes a research area “rooted in ethnographic and comparative-historical meth-
ods” (Liu, 2014, Foreword section, § 7). It is noteworthy that most of the empirical studies spawn-
ing theories of professions are grounded on occupational parochialism, since in their majority
they spotlight stereotypical high-status professions, such as medical and legal, playing down other
professions and occupations (Liu, 2014, Foreword section, § 11). Sociologists acknowledge that
“there has been little effort to expand the scope of empirical studies to a wider range of profes-
sions in order to advance theory” (Liu, 2014, Foreword section, § 11) and therefore the aim of
this chapter of the thesis is to tackle the theoretical and empirical stagnation and stigmatisation
in the field of translation and interpreting, and more specifically medical interpreting and hospi-
tal in-house translation, and thus to further the development of the sociology of professions ap-
plying it to a new field. This study will seek to examine the current state of affairs of in-house
medical interpreting and translation within the burgeoning socio-demographic phenomenon of
medical tourism in Spain. In the acclaimed article “The Theory of Professions: State of the Art”
by Eliot Freidson the author states that “the task for a theory of professions is to document the
untidiness and inconsistency of the empirical phenomenon and to explain its character in those
countries where it exists” (Freidson, 2016, Pursuing the Folk Concept section, § 1). Thus, in this
thesis I will delve deeper into the empirical phenomenon of medical interpreting in the private
sector as an emerging occupation being sought by cross-border medical tourists in the Valencian

Community in Spain.

5.1. PROFESSION AND PROFESSIONALISATION

Thus, this section will seek to expand its scope by fruitfully cross-fertilising two different realms
of expertise: “Sociology” pertaining to the academic discipline of Social Sciences, and “Lan-
guages” which encompasses Translation and Interpreting Studies and belongs to the academic
branch of Humanities. In other words, as the author of this thesis I will seek to apply occupational

sociology to the case of medical interpreting in order to elicit insights into how different social
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actors grade the status quo of this discipline in particular according to its immediate functional
value (Freidson, 2001) and to reveal “how well does the interpreter’s societal function fulfil the
criteria of being a profession” (Rudvin et al. 2019, Chapter 3 Ethics and Profession, § 1).

The reader must be aware of the fact that this study views medical interpreting as an autono-
mous and self-contained discipline or ramification and therefore its process of professionalisation
must be viewed separately from other adjacent branches such as conference interpreting (consec-
utive and simultaneous modality), public service interpreting encompassing police interpreting
and court interpreting, sworn translation and interpreting, literary translation, multimedia or
audio-visual translation, scientific and technical translation, etc; as well as juxtaposed disciplines
such as medicine, law, etc. nor can medical interpreting and translation be compared against the
occupations (used here as an umbrella term) which have long ago completed their transition from
mere occupations through to fully-fledged professions.

Thus, the locus of research must be shifted from parochial views merely focusing on medical
interpreting as a detached or isolated activity to an interdisciplinary approach constituting a meta-
reflexion on interconnectedness and embeddedness between languages and society. A thorough
professionalization process analysis would come in particularly useful and insightful for a com-
prehensive understanding of the current state of affairs.

This study aims to delve deeper into two scenarios that might unfold in the future regarding

the trajectory of translation and interpreting in Spanish medical settings:

1. Pursuing professionalisation or attaining the coveted status and sophistication of a fully-
fledged profession

2. End up regressing towards de-professionalisation without ever having become a duly es-
tablished profession. This worst case scenario may be spurred by deployment of new tech-
nologies such as neural machine translation, statistical machine translation, universaliza-
tion of English establishing it as lingua franca, globalized and multilingual societies, bi-

lingual upbringing as a benchmark of quality, role hybridisation amongst other factors.

One of the relatively few forays into the investigation of the status signals in the translation
occupation has been made by Pym et al. in 2012 within the EU framework.

[t is worth noting that Pym et al. (2012) used the term “profession” in the title of the study
“The status of the translation profession in the European Union”. The terms “profession” and
“status” have become so deeply entrenched in our vocabularies that laypeople use them in their
common parlance without trying to fathom the actual denotations that these convey. The label
of “professional” became frequently misused in colloquial speech in modern societies coming to
denote multi-layered workplace reality’” of those occupations which cannot be attributed to pro-
fessions (yet). According to Freidson “profession” is not a “generic concept”, but rather “a chang-
ing historic concept” (2016, p. 22). This assertion ties flawlessly in with the analytical framework
of this thesis: social constructionism, which argues against the pre-existence of ideas (Burr, 2015)

supporting the view of an a posteriori conceptualisation of discursively and intersubjectively

37 Reality - [...] quality appertaining to phenomena that we recognize as having a being independent of our own
volition (we cannot “wish them away”), and to define “knowledge” as the certainty that phenomena are real and
that they possess specific characteristics (Berger, 1966, p. 13).
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constructed ideas, identities and realities and their posterior embeddedness and normalisation
in the society. Thus, medical interpreting in this thesis will be X-rayed within the scope of the
sociology of knowledge, a discipline which has for a long time remained only a peripheral concern
for many sociologists and philosophers, and yet turned out to be the only one “concerned with
the relationship between human thought and the social context within which it arises” (Berger
& Luckmann, 1966, p.16). In other words, the sociology of knowledge “painstakingly” investi-
gates “the concrete relationships between thought and its historical situations” (Berger & Luck-
mann, 1966, p. 17). According to Berger and Luckmann (1966, p. 15):

‘Sociology of knowledge™ will have to deal not only with the empirical variety of ‘knowledge’ in
human societies, but also with the processes by which any body of ‘knowledge’ comes to be socially
established as ‘reality’. It is our contention, then, that the sociology of knowledge must concern itself
with whatever passes for ‘knowledge’ in a society, regardless of the ultimate validity or invalidity (by
whatever criteria) of such ‘knowledge’. And in so far as all human ‘knowledge’ is developed, trans-
mitted and maintained in social situations, the sociology of knowledge must seek to understand the
processes by which this is done in such a way that a taken-for-granted ‘reality’ congeals for the man
in the street. In other words, we contend that the sociology of knowledge is concerned with the analysis of
the social construction of reality. (Emphasis in original)

Therefore, in this chapter as well as in the following chapters I shall seek to ascertain what
types of knowledge come to be socially established as those necessary for obtaining the label of
“professional”. For this purpose I shall seek to cross-pollinate Berger’s and Luckmann’s (1966)
concept of the sociology of knowledge, Freidson’s (2001) notion of expert or professional
knowledge, and Burr’s (2015) depiction of social constructionism. Thus, the idea of “profession”
is not a static ever-existent notion, but rather an artificially (be it consciously or unconsciously)
plus intersubjectively constructed and a posteriori socially underpinned concept, subject to fluctu-

ations in meaning spawned by historical backdrop.

The option that can lead to a coherent and systematic method of analysis is one that requires forsak-
ing the attempt to treat profession as a generic concept and turning instead to formulating a generic
conception of occupations within which we can locate analytically the particular occupations that
have been labelled professions. To advance a theory of professions, however, requires a rather differ-
ent option, which treats the concept as an historical construction in a limited number of societies,
and studies its development, use and consequences in those societies without attempting more than
the most modest generalisations. (Freidson, 2016, p. 20)

[ find it truly thought-provoking to expand the scope of the sociology of professions by cross-
fertilising the empirical research thereof, that has been focusing so far on very few overexposed
professions in the field of law and medicine, in order to spawn fruitful and insightful results in
the barren field of medical interpreting when it comes to analysing its, for the time being, truly
fetal stage of occupational development. If academics “shiftled] the focus of research from high-
status occupations to occupations at the middle range of the status hierarchy, such as nurses,
technicians, teachers, librarians, flight attendants, and so on” (Liu, 2016, Foreword section, § 12)
they would greatly contribute to spotlighting the work and the merit of these underexposed oc-

cupations. I sincerely believe that my attempt to inspect the field of medical interpreting through

% Wissenschaftsoziologie as it was coined by Max Scheler in 1920 (Berger & Luckmann, 1966).
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the prism of the sociology of professions will “greatly enrich theories of occupations” (Liu, 2016,
Foreword section, § 12).

A number of academics who authored a series of works on T&I would employ the designation
of “profession” when referring to the adjacent occupations comprising T&I realm regardless of
the occupational differences among them. The empowerment, the service formalisation, and the
social representativeness being given to e.g. sworn translators and interpreters or literary transla-
tors cannot be stacked up against the disenfranchisement and underestimation of other branches
such as public service translation and interpreting. It could be argued that interoccupational
boundaries in this case should not be blurred or disregarded. The branch of medical interpreting
might tantalise undergraduates, but they will end up disenchanted after they have learned that
the workplace reality mismatches the future that they have envisaged.

Having said that and contextualised the field of research, I believe that it is of pivotal im-
portance to determine what historical and contemporary meaning does the term “profession”
actually have in order to minimise the surrounding obscurity. [ will be looking into “profession”
as a folk concept within the paradigm of the division of labour. I believe that these theories are

the most relevant to the subject matter.

5.2. DIVISION OF LABOUR

[ would like to start off unpicking the concept of the division of labour as an underlying backdrop
for using knowledge as a key to power. As summarised in Dingwall (2016, Introduction section,
§ 10-12) Hughes treats the world of work “as an analogue to the social [or urban] ecological
theory” (Dingwall, 2016) visualising “division of labour” as a “terrain” (Dingwall, 2016) of de-
mand for goods and services characterised by the compartmentalisation of the assignments or
tasks allocated to each worker. These clusters of tasks might burgeon, revamp or cease to exist.
Each of these clusters or “blocks” (Dingwall, 2016) is constituted by workers or “occupiers com-
peting for access and struggling to improve their status by new acquisitions or the relinquishment
of less attractive properties” (Dingwall, 2016). If we just zero in on medical interpreting for a
moment, and ponder about the current state of affairs, we will immediately see how this theory
perfectly mirrors the modern day reality. The division of labour in the medical sphere, which is
the secondary institutional sphere for interpreters, because the professional authority is hierar-
chically distributed and exercised by the medical staff, is indeed a terrain where the assignments
are compartmentalised and allocated to each worker according to the knowledge and skill that
these workers possess. As [ shall reveal in the following chapters of this thesis, Halliday (1987 as
cited in Dingwall, 2016) talks about the necessity of sufficiently codified and very distinctive
knowledge and tasks in order for the compartmentalisation to take place which subsequently will
allow for the establishment of clear jurisdictional boundaries. Medical interpreters do have dis-
tinctive tasks, nevertheless other social actors can easily contest and claim ownership of these
tasks. Medical workers claiming language proficiency may consider they do not need an inter-
preter in the consultation, because they already speak the language. Thus, there are two possible

scenarios that could take place, and both will lead to de-professionalisation:
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1. Due to the lack of immediate functional value, scepticism and indifference towards our
profession it will disappear, as it will end up being perceived useless.

2. The interpreters are going to be repurposed and hybridised (also due to lack of immediate
functional value, scepticism of the masses, indifference of the society and of the state):
“occupiers [doctors in this case] [are] competing [...] and struggling to improve their status
by new acquisitions [they are more competitive if they are bi- or multilingual] or the relin-
quishment of less attractive properties” (Hughes, cited in Dingwall, 2016, Introduction
section, § 10-12), whereby other unattractive tasks are going to be allocated to professional
and/or self-proclaimed interpreters, who will end up carrying out this unattractive tasks.

»

The “interpreters” will end up being called “assistants”, “multilingual personnel”, “inter-

national assistants”, etc. And this second scenario is where medical interpreting is at now.

All of the supply-side social actors are subject to “evolutionary process” which is triggered by
changes in “demand and technology either from clients or from internal attempts to influence
the market” (Hughes, cited in Dingwall, 2016). “Some occupiers” enjoy prestige and power while
others (medical interpreters is a good example) remain “disregarded” (Hughes, cited in Dingwall,
2016). Some occupations “have an implicit or explicit license to carry out certain activities which
are different from those of others, in exchange for money, goods and services” (Hughes, cited in
Dingwall, 2016). The members of an occupational community may “claim a mandate” in order
to formalise, universalise and bring to the fore the proper workplace conduct which would deter-
mine those assighments they have been commissioned, granted authority and officially sanc-
tioned to undertake, those they should refrain from and variants of delivery of their services based
on “the patterns of public demand and response” (Hughes, cited in Dingwall, 2016). The afore-
mentioned traits (“prestige”, “power”, “licence to undertake certain activities”, “mandate” to de-
termine workplace conduct and “sense of community”) are attributable to profession, which
Hughes “regards as the prime illustration of the possible legal, intellectual and moral scope of a
mandate” (Hughes, cited in Dingwall, 2016.). Moreover, according to Hughes professions seek
to secure monopoly position on the market by delimiting its “task ownership” and its responsi-
bilities and by “delegating purposely or by default many related tasks and responsibilities to other
occupations” (Hughes, 1994, p. 71 as cited in Liu 2014, Foreword section, § 4).

Returning back to the analysis of the term “profession”, what mystifying power does a concept
of profession have over modern society and how does this power manifest in the society! Accord-

ing to Hughes:

Not only do professions presume to tell the rest of their society what is good and right for it: they can
also set the very terms of thinking about problems which fall in their domain. They exemplify in an
extreme form the role of trust in modern societies with an advanced division of labour. The profes-
sions are licensed to carry out some of the most dangerous tasks of our society - to intervene in our
bodies, to intercede for our prospects of future salvation, to regulate the conflict of rights and obli-
gations between social interests. Yet in order to do this, they must acquire guilty knowledge - the
priest is an expert on sin, the doctor on disease, the lawyer on crime - and the ability to look at these
matters in comparative and, hence, relative terms. This is the mystery of the professions. Their privi-
leged status is an inducement to maintain their loyalty in concealing the darker sides of their society
and in refraining from exploiting their knowledge for evil purposes. (Hughes, cited in Dingwall, 2016,
Introduction section, § 10-12)
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5.3. FREIDSON’S CONCEPT OF PROFESSION AS MULTIFACETED HISTORICAL FOLK
CONSTRUCT

According to Freidson (2016), the notion of “profession” is “an intrinsically ambiguous, multi-
faceted folk concept, of which no single definition and no attempt at isolating its essence will
ever be generally persuasive” (p. 32). He perceives it as an “historical construction in a limited
number of societies” (p. 20). Up until recently professionals have been perceived as “honoured
servants of public need” oriented towards meeting the needs of the public “through the schooled
application of their unusually esoteric knowledge and complex skill” (Freidson, 2016). However,
in recent academic literature the scholars tend to pinpoint the political influence of professions.

As posited by Liu (2014, Foreword section, § 11), Becker regards the concept of profession as
an “honorific symbol” that is conferred upon certain coveted types of work. The title of “profes-
sion” was connected with the gentlemanly/gentry status of the traditional learned professions,
which are medicine, law and clergy spawned by the medieval universities of Europe (Freidson,
2016, The parochialism of the institutional concept of profession section, § 3). It is crucial to
note that in Anglo-American culture the professions used to gain “their distinction and position
in the marketplace” through their identity as “occupations to which specialised knowledge, ethi-
cality and importance to society are imputed”.

If “profession may be defined as a folk concept then the research strategy appropriate to it is
phenomenological in character. One does not attempt to determine what a profession is in an
absolute sense so much as how people in a society determine who is a professional and who is
not, how they “make” or “accomplish” professions by their activities, and what the consequences
are for the way in which they see themselves and perform their work (Freidson, 2016, p. 27).

As stated by Macdonald (1995, p. 7), “lay members of society” such as “customers, patients,
and clients” do sort of profiling or reeling off the “traits” of different occupations. Laypeople are
“continuously aware of the performance in all manner of aspects of members of occupations:
they monitor, assess and evaluate [them] and thereby” (Macdonald, 1995) build up their opinion
on how high or low ranking each occupation is and thus, engineer the pecking order in accord-
ance with the stratification system of their society. This evaluation “provides the background for
“professional” standing and at certain junctures may become quite crucial”. The corresponding
professional bodies also assess the profiles of occupational groups and “make specific decisions
which affect their “professional” standing” (Macdonald, 1995). In conclusion, the society is
viewed as an active participant of this continuous contest for professional leadership, power and
importance, and “the relevance to society” might be a cornerstone factor when it comes to sorting
out each profession or occupation within the pecking order of the occupational system. Undoubt-
edly, there are occupations that have already been labelled as professions, whose members hap-
pened to have habitualised roles “of great strategic importance in society, since they [these roles]
represent not only this or that institution, but the integration of all institutions in a meaningful
world” (Berger & Luckmann, 1966, p. 93). Roles are accomplished in different domains within
which the professional (the interpreter) exercises discretion (Skaaden, in Phelan et al., 2019,
chapter 3 Ethics and Profession, § 1-2). The authors were referring to the judges, who “may, on

occasion, in some particularly important case, represent the total integration of society in this
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way’, or the monarch, who is a “living symbol’ for all levels of the society” (Skaaden, in Phelan
et al., 2019). The interpreter may not be “of great strategic importance in a society” per se, but
this profession or role may definitely help in accommodating the newcomers’ needs, which will
help burgeon their integration “in the consciousness and conduct of the members of the [appa-
ratus of the] society” (Berger & Luckmann, 1966, p. 93).

Freidson (2016, The Parochialism of the Institutional Concept of Profession section, § 1-6)
pinpoints the bifurcation in usage and meaning that the very nature of the concept of “profes-
sion” has historically undergone. The first and quite fuzzy concept of profession mirrors an edu-
cational status encompassing a relatively broad social stratum whose members are identified by
their higher education status rather than by the occupational skills. In other words this usage of
the term profession and the derivatives was built on the assertion that a higher education diploma
was a sort of laissez-passer to the club of professionals or professional occupations. An individual
who had been conferred a diploma of a higher education institution automatically gained entry
into a prestigious occupation. In other words, the prestige of the educational institution which
one receives one’s credentials from plays a paramount role in the case of numerous professions.
This concept stems from the nineteenth-century when “primary identity was not given by occu-
pation, but by the status gained by élite education” (Freidson, 2016, The Parochialism of the
Institutional Concept of Profession section, § 6).

The second concept of “profession” mirrors a restricted number of occupations which have
“particular institutional and ideological traits” (Freidson, 2016, The Parochialism of the Institu-
tional Concept of Profession section, § 1), and it is this second concept which enables the soci-
ologists to view the “professionalisation” process as an indispensable scaffolding to build, organ-
ise and establish the institutional concept of profession. The “profession” cannot be regarded as
solely an educational or academic status in that as opposed to other occupational groups, it en-
capsulates broader social, political and market traits such as exclusionary market shelters in the
open market, distinctive occupational identities and politicisation, whereby the members of an
occupation seek state support in order to secure a privileged position within the economy thus
attempting to revoke the competition with rival occupations spawned by the passive attitude of
the state apparatus and its detrimental laissezfaire philosophy. It is worthwhile mentioning that
in England and in the United States a solid rationale is needed to justify a state-sanctioned market
shelter formation (Freidson, 2016, The Parochialism of the Institutional Concept of Profession
section, § 1-6). It is a bottom-up initiative which stems from the members of an occupation willing
to gain state protection and recognition. In Europe, however, the state used to play a rather active
role “in organising both training and employment” (Freidson, 2016). Thus, in order for an occu-
pation to become eligible for the adjudication or official allocation of the application of the label
of “profession” and its concomitant privileges such as higher rewards it needs to be institutional-

ized (Ben-David, 1971)* throughout the process of professionalisation, which includes organising

%% “Institutionalization will mean the acceptance in a society of a certain activity as an important social function

valued for its own sake; the existence of norms that regulate conduct in the given field of activity in a manner
consistent with the realization of its aims and autonomy from other activities; an finally some adaptation of social
norms in other fields of activity to the norms of the given activity. A social institution is an activity that has been so
institutionalised. This definition is to be distinguished from that usage, which also includes in “institution” the
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a training system and credentialing institutions (Freidson, 2016, The Parochialism of the Institu-
tional Concept of Profession section, § 1-6).

Freidson (2016, The Inevitability of Apologetics and Polemics section, § 2) postulates that the
term “profession” became a label denotating social value which entails “social, economic, political
or at the very least symbolic rewards accruing to those so labelled”. (2016, The Inevitability of
Apologetics and Polemics section, § 2). Thus:

[t seems inevitable both that disagreement about its application to particular persons or occupations
will exist, and that disagreement will exist about the propriety of the special rewards accruing to those
to whom it is applied. Because of the nature of the concept, any enterprise of defining and analysing
it is inevitably subject to the possibility of being employed to direct the assighment and justification
of rewards to some, and the withholding of rewards from others.

He also states that:

If X means to refer only to those few occupations recognised by almost everyone as professions, pos-
sessing very high prestige and a genuine monopoly over a set of widely demanded tasks, while Y
means to refer as well to occupations which try to ameliorate their low prestige and weak economic
position by referring to themselves as professions, then each is talking about incomparable categories.

(Freidson, 2016, The Obligation of Definition section, § 2)

But who can provide an unadulterated and decontextualised definition of the essence of “pro-
fession”? Always following Freidson (2016) each of the following groups will advance different

concepts of profession:
a) the members of the occupation “seeking the rewards of a professional label”

b) the members of those occupations which have already secured a privileged place in

the economy as well as an exclusionary market shelter and the label of “profession”

c) the employers and the clients “seeking to control the terms, conditions and content
of the jobs they wish done”

d) the “government agencies seeking to create a systematic means by which to classify

and account for the occupations of the labour force”
e) the general public

Each of these social actors may endeavour to manipulate the self-concepts of the members of
an occupation and tailor their own definition in a way that it suits their self-interest. The idea of
construing “profession” as a phenomenologically, intersubjectively and contextually grounded
concept, rather than endeavouring to fathom out the meaning of “profession” in an absolute
sense, —as if it was a static pre-existing notion-, links to social constructionism (Burr, 2003, 2015).
Phenomenology of professions studies “how people in a society determine who is a professional
and who is not, how they ‘make’ or ‘accomplish’ professions by their activities, and what the

consequences are for the way in which they see themselves and perform their work” (Freidson,

actual organization of social activity in a given field. In the case of science, institutionalization implies the recognition
of exact and empirical research as a method of inquiry that leads to the discovery of important new knowledge,
which is distinct and independent of other ways of acquiring knowledge such as tradition, speculation or revelation”

(Ben-David, 1971).
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2016, The Phenomenology of Profession section, § 1). In fact, some scholars such as Dingwall
argue that:

Rather than define professions by fiat, sociologists would do better to devote themselves to the study
and explication of the way ordinary members of particular occupations invoke and employ the term
during the course of their everyday activities, to study how such members ‘accomplish’ profession
independently of sociologists’” definitions. (Dingwall 1976, pp. 331-349, cited in Freidson, 2016, The
Phenomenology of Profession section, § 2)

This thesis precisely seeks to gauge how ordinary members of an occupation in statu nascendi,
medical interpreters in this case, and those who interoperate or interact with them, medical and
paramedical staff, discursively construct their conceptions regarding the occupational identity of
medical interpreters. Freidson endorses this approach by positing that an interpersonal “accom-
plishment of a profession” cannot be confined solely to the members of this occupation, but
must include “the conception of members of other occupations with whom interaction takes
place” and must take into account the process of negotiation of “some workable agreement on
usage and the activities and relationships it implies” (2016, The Phenomenology of Profession

section, § 2).

5.4. PROFESSIONAL AUTONOMY AND SOCIAL CONTROL OF EXPERTISE

5.4.1. Professional Autonomy

As Freidson (2001) has pointed out, the “profession” cannot be regarded as solely an educational
or academic status, so the process of disciplinarisation that an occupation might have undergone
does not guarantee that these disciplines have acquired a status of expert knowledge that would
allow its holders to exert self-control and full professional autonomy. Freidson (1970a, p. 343, in
Rueschemeyer, 2016, section IV, § 1-5) holds that “the special knowledge of the profession justi-
fies its autonomy” and distinguishes it from other occupations. The concept of professional au-
tonomy is grounded in “the special character of [...] services” (Rueschemeyer, 2016, section 111, §
13).

The author distinguishes two different categories of professional autonomy: “autonomy in the
immediate execution of work” and “autonomy in the institutionalised regulation of the relations
between experts and clients” (Rueschemeyer, 2016). I believe that we can safely draw a parallel
between the autonomy in the immediate execution of work and the discretionary application of
highly sophisticated expertise and experience, and the autonomy in the institutionalised regula-
tion of the relations between experts and clients and task discretion. Both types of discretion are
anchored to the concept of expertise and professional knowledge. The “irreducible core of au-
tonomy in the actual delivery of expert services” is an absolute indicator of socio-professional
“power and influence”.

However:
Even the greatest degree of autonomous self-control is typically secured by legal intervention and

government guarantees in the form of licensing, inhibition of unauthorised competition and publicly
stipulated minimum standards of professional training. Major client groups exercise varying degrees
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of ‘lay control’ through their choice of practitioners in the market and through the terms of employ-
ment of professionals in their organisation even where the professions have secured a large measure
of autonomy for themselves. In turn, even in bureaucratic employment or under third-party supervi-
sion, expert practitioners derive from the special character of their services a core of autonomy which,
though different from profession to profession, is greater than the irreducible autonomy found in
other occupations. (Rueschemeyer, 2016, section III, § 13)

5.4.2. Professional autonomy and medical interpreting

Medical interpreters in the VC experience a massive occupational depreciation because their ex-
pertise is equated to mere foreign language proficiency, which is not considered expert knowledge
per se. To make the matter even worse, the Mls professional language command is equated with
the knowledge of any self-proclaimed bilingual or polyglot both de iure and de facto. The concept
of “interpreting” and the concept of “alleged foreign language knowledge” are considered undis-
tinguishable. Credentials are trivialised as the concepts of “language learning”, “interpreting” and
“translation” carry the undertone of generally accessible knowledge. The regulation of interpret-
ing services is held in abeyance as this activity is construed as something that can be dispensed
with, which ineluctably derives from the lack of recognition of interpreting as expert knowledge.
The orthodox belief of modern society is that language learning, translation and interpreting are
natural processes, which means that any person who claims to be able to speak a language or
interpret cannot be prevented from doing so. Accordingly, in Spanish society, interpreting in
medical settings is not allocated exclusively to T&I graduates. Language is something inherent to
human beings, so everybody can start to learn languages from any age as opposed to law or med-
icine. Interpreting and translation are construed and socially embedded as effortless activities,
just like speaking in foreign languages. Consequently, no license or credentials are being required
to use one’s linguistic skills.

This was also corroborated by Hsieh and Kramer (2012), who investigated the role, responsi-
bility and professional identity negotiation between physicians and interpreters in the US hospi-
tals. It was revealed that the interpreters who participated in the study had no control over their
professional expertise. They were instrumentalised as people providing a “utility” -a “simple one-
to-one machine-like process”- lacking the capacity to influence the content or alter the dynamics
of communication (Hsieh & Kramer, 2012, p. 158).

In other words, MIs were viewed as the embodiment of the well-known and often referred to
concept of walking dictionaries. This “utilitarian approach” objectifies interpreters and reduces
them to mere instruments of the provider. This approach implies total compliance with the pro-
viders’ or physicians’ expectations, which may range from the doctors’ preference for literalism,
whereby the interpreter is reduced to a mere voice, to the interpreter becoming an “extension”
or “duplication” of the clinician, his/her role, functions, tasks and duties (Hsieh, 2010, cited in
Hsieh & Kramer, 2012, p. 158). “Tension may result if a provider suspects an interpreter did not
provide word-for-word interpretation” (Hsieh, 2010, cited in Hsieh & Kramer, 2012, p. 158).
That would be a typical example of a physician trying to monitor and exercise control over inter-
preter’s expertise. Interpreters have also reported on “being under pressured to skip [...] introduc-

tion because providers do not have time to listen to them” (Hsieh & Kramer, 2012, p. 159).
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Aternatively stated, the MIs comments were reported to be neither expected, nor need, nor de-
sired (Hsieh & Kramer, 2012, p. 159).

Another informant reported that some providers would normally refuse to follow the instruc-
tions for the specific mode (liaison or dialogue interpreting), modalily (face-to-face session) and
model (conduit), which can be for example using the first person to address and communicate
with the patient directly: “Some of [the providers] just refuse to do it. They get mad at you, be-
cause they think you are telling them what to do. [...] They don’t want to be told” (Hsieh &
Kramer, 2012, p. 159).

Some physicians were reported to have been perceiving a professional interpreter as somebody
who would work only for them: ‘T consider them colleagues, but ancillary services to mine. Ulti-
mately [[ am] in charge, so they’re functioning underneath my umbrella” (Hsieh & Kramer, 2012,
p. 160). This attitude was also corroborated as common by Rudvin, who reported that in Italy
“the interpreter is called in to put the judge in a position to understand that information”
(Rudvin, 2005, p. 169). Moreover, the judge may either require that the interpreter deliver a
rendition of the entirety of the interlocutor’s utterances, or that the interpreter deliver only “what
the judge him/ herself selects as relevant” (Rudvin, 2005, p. 169). All the above mentioned ex-
amples demonstrate a clear lack of autonomy in the immediate execution of work.

Hsieh and Kramer have also highlighted that physicians dictate interpreters what to do (e.g.
filter information) and ignore their code of ethics: “Vicky said, ‘Sometimes, doctors say, ‘Okay, I
am going to ask a question, you give me the answer. If it doesn’t deal with my question, I don’t

”»

want to hear it”” (Hsieh & Kramer, 2012, p. 160). Other tasks may range from explaining to the
patient how to get to different departments across the facility and/or premises to going over the
consent form/process with the patient. In some cases interpreters pursue the accomplishment of
providers’ goals, thereby seriously interfering with the delivery of optimal care, which should be
the main goal of all participants.

Just as the doctor who chooses to communicate in broken English may compromise a patient’s
life, health or wellbeing, an interpreter who chooses to “accept assignments beyond their profes-

sional skills” (IMIA, 2006) may also severely harm the patient:

Because interpreters may not have the skills to differentiate what is medically meaningful (to the
specific illness or the specialty), they may feel uncomfortable to filter “irrelevant” information. How-
ever, the utilitarian approach renders them powerless to resist providers’ expectations. In addition,
as interpreters preemptively filter out information, providers miss the opportunity to evaluate the
quality or the meaning of the information they never received. (Hsieh & Kramer, 2012, p. 161)

These would be clear examples of situations, where the interpreter would fail to exercise their
task discretion in accordance with the correspondent code of ethics, which is an indicator of lack
of autonomy in the institutionalised regulation of the relations between experts and clients.

The fact that other professionals consider themselves fully capacitated to dictate the actions
that interpreters need to take indicates that medical interpreters are very far from becoming fully
professionalised. The fact that interpreters are being silenced, marginalised and put into ethically
problematic positions means that their code of ethics is not being recognised or respected by
colleagues. Therefore, by seeking to satisfy doctors’ desiderata, medical interpreters dishonour

and neglect patients’ needs and thus fail to deliver on patient centred and culturally sensitive
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care. By compromising care they flout the main tenet of medicine primum non nocere, thus con-

tributing to their own de-prefessionalisation.

5.4.3. Social control of expertise

Rueschemeyer argues that the functionalist approach of the sociology of professions, which fo-
cuses on the traits an occupation must display to attain the coveted label of “profession”, views

social control of professional work as a thorny issue.

Professional interests do affect the knowledge base itself as well as its public acceptance. Exaggerated
claims of validity and effectiveness, selective development of knowledge, protective maintenance of
mystique and complexity, over-education with the aim of professional respectability and limitation
of access to the profession are more or less common. Furthermore, the professions do have, in varying
degree, a special voice in determining normatively what constitutes a problem fit for, and in need of,
expert intervention. (Rueschemeyer, 2016, section IV, § 11-12)

Rueschemeyer’s “critique” of the sociology of professional knowledge seeks to define the very
nature of the concept of “the expert knowledge” and how/why certain value or importance is
being attributed to the problems, which this expert knowledge is meant to be applied to.
Rueschemeyer (2016, section IV, § 1) suggests that the “material and immaterial interests” as well
as the “values” underlying the problems which constitute the subject matter of the applicable
expert service (for example, the necessity to address the linguistic needs of non-Spanish speaking
patients), are determined by the “enterprising groups of self-proclaimed experts” -in this case
medical interpreters—, to a very significant extent.

In other words, the author suspects that occupational groups pursuing professionalization pro-
mote their knowledge as pragmatic expert knowledge, shape the interest and the importance of
the problem their knowledge is meant to be implemented to, and secure their position by claim-
ing social control of expertise. Basically, the self-proclaimed experts intend to determine the ex-
tent of the relevance of a social problem they are volunteering to tackle, they allocate certain
social value or importance to what they consider to be a problem which they would tackle using
what they claim to be “scientific” knowledge (Rueschemeyer, 2016). The ultimate goal thereof is
to anchor or secure their claims to be recognised and viewed as professionals or experts across a
series of political or socio-economic institutions.

The self-proclaimed experts would call for social control of expertise seeking statutory recog-
nition and regulation, state protection, and enactment of legal barriers that govern entry to a
certain occupation by barring access to undesirable competition. So they would artificially fabri-
cate this need for social control of expertise so that they may achieve exclusionary market shelters
and substantial increase in remuneration among many other privileges. Although Rueschemeyer
(2016, section IV, § 1-5) views this theory as an overstatement, he nevertheless holds that it raises
important questions as to what the real nature of “expert knowledge” is. So what is the nature of
scientifically established knowledge and why is it important! As maintained by Rueschemeyer
scientific knowledge ineluctably derives from socially and culturally determined preoccupations
and “the demands and interests crystallising in professional practice constitute one of the mech-

anisms through which such determination takes place” (Rueschemeyer, 2016).
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5.4.4. Social control of expertise and medical interpreting

Social control of expertise depends on four historically variable reference points “the character
of expert knowledge, its recognition as pragmatically useful [...], as well as the interests and nor-
mative considerations involved in the problems to which expertise is applied” (Rueschemeyer,
2016, section V, § 4). Graduate interpreters do not hold the social control of their expertise
because medical interpreting has not been socially recognised as an activity that requires discre-
tionary application of expert knowledge. And this is not a question of what the real nature of
their expert knowledge is, but what the relevant social actors think the nature of their knowledge
is. To make matters worse, language provision in cross-border healthcare does not seem to con-
stitute a major social preoccupation or interest, as the relevant decision-makers are convinced
that “this type of care is optional for the patient and that, when deciding whether or not to apply
for healthcare outside their MS of affiliation, they should take language barriers into account”
(ES Site 5)” (Angelelli, 2015, p. 69).

Angelelli, MartinezzGomez and Nifio Moral inter alia have certainly demonstrated that social
control of expertise is in the hands of everyone but the professionals. Angelelli averred that the

employers:

Hire some interpreters on a full-time basis for the languages most in demand; for the others, they
manage with bilingual or trilingual receptionists and telephone operators [...] bilingual service pro-
viders (e.g. medical assistants, laboratory technicians, receptionists) as well as ad hoc volunteers [...]
patients’ relatives and friends [...] (including minors) [...]NGO volunteers [...] who are asked to step
in and to help broker communication with various degrees of success or software (such as Google

Translate). (Angelelli, 2015, pp. 62, 69, 131)

MartinezzGomez Gomez decried that “interpreting tasks in public hospitals and health centres
in the province of Alicante are left to the patient's relatives or friends, although it is true that, in
certain centres translation and interpreting students are sporadically present as trainees” (2007,
p. 1047). Nino Moral (2008, p. 1066) also informed that privately managed public hospitals ex-
hibit a tendency to hire staff with foreign language skills as an alternative measure. Apparently
this procurementrecruitment policy has been normalised in many hospitals of the Valencian
Community. English and German language skills have been reported by Nifio Moral to have
been constituting one of the minimum and most basic requirements in the applicant selection
criteria, rendering a job application or a résumé without a description of the aspirants’ language
skills unworthy of consideration, negligible and inconsequential. Thus, such curriculum vitae or
job application form is bound to end up being dismissed (Nifio Moral, 2008, p. 1066).

English has been definitely chosen as the lingua franca de facto (Angelelli, 2015, pp. 55, 60).
Apparently many employers, procurement managers, hospital administrators, doctors, reception-

ists, etc., are convinced that:

In most cases, communication is not a major problem... We manage in English. We always manage.
English is like a wild card (comodin). For consent forms for example, we simplify the language to
make it more accessible, especially when the “translator” is a child who then needs to explain it to

the family member [...] we all read English. (Angelelli, 2015, pp. 61, 81)
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However, in spite of the fact that many relevant social actors prefer to believe that “it can be
understood by many patients [...] in reality many patients do not speak English at all” (Angelelli,
2015, pp. 68-69). Despite this fact, poor command and the presence of professional interpreters
in the consultation medical professionals’ intransigent position to express themselves in English
proves to be a disquieting yet ubiquitous attitude. Medical professionals’ language competence is
not subject to any verification criteria or professional screening. Even in the case of very poor
foreign language abilities medical professionals’ attempt to communicate will rather be praised
than condemned by other social actors. Moreover, some doctors or patients with evident com-
municative struggles may feel that they are treated disrespectfully when the interpreter present at
the consultation offers to assist.

Same scenario may be seen with specialised medical translation. It is a hotly debated issue in
specialised translation to determine who will translate a specialised text better: a subject matter
expert who happens to speak a foreign language or a qualified translator who studies specialised
translation or is specialised in the particular field.

Both the doctors and the patients tend to overestimate their foreign language skills and un-
derestimate the complexity of communicating in a foreign language. The role of medical inter-
preters as well as their duties and competencies are being constantly contested by the parties and
even though an interpreter may perceive need for a professional service, the problem is that the
parties do not detect such need. It is paradoxical how from a professional interpreters’ perspective
the demand for the service as well as the need are very real, especially taking into account the
crippling errors cross-referenced in Quan, 2010, Flores, 2005, 2006, 2017 and Singh 2018 inter
alia. Interestingly enough, this history of devastating consequences and implications is not
enough to convince the relevant decision-makers of the indispensability of professional MI ser-
vice.

The patients’ right to access medical information may be compromised by determination not
to trust the interpreter with the conveyance of the mystified expert knowledge on the one hand,
and by physicians’ implausible self-assessment of their foreign language proficiency on the other
hand. Apparently, medical workers do not find themselves in breach of the Hippocratic oath
when communicating in a language they display a poor command of. It is an interesting phenom-
enon how the communication in a language a person is not actually proficient in is not consid-
ered medical malpractice.

[ believe that in this case it is very clear that altruistic motivation to safeguard collective benefit
and wellbeing is what galvanizes professional interpreters into action, as it is far more critical then
individualistic motivation to pursue self-interest.

Mungham and Thomas (2016, Solicitors and Clients: Altruism or Self-Interest? section, De-
scriptions of the legal profession subsection, § 3), averred that the altruistic motivation played an
important role in the establishment of the legal profession in that the language used by The Law
Society to publicly describe their profession mirrored “general visions of altruism and service”:
“‘public protection’, ‘willing to serve the public’, ‘public confidence’, ‘trust’, ‘special skill’, ‘the

”»

supply of professional services is very much more than a business transaction’”. The authors clar-

ified that “no profession worthy of the name has ever been impelled merely by the monetary

118



5. A PROFESSION: RELEVANT CONCEPTS

reward”, but it is true though that “it expects, and has a moral right, to be paid properly for its
skills and services. (Conveyancer 1972, pp.81-2)” (The profession’s response subsection, § 2).

[t must be understood that the goal of medical interpreters and community or public service
interpreters is not to incapacitate the clients in order to “increase their power at the expense of
the ordinary people whom they purport to serve” by having a “disabling effect” (McKnight, 1989,
pp. 38-40 in Andrews, n.d.) on their freedom of linguistic choice, but rather guarantee their right
to quality healthcare and safe practice of medicine.

We do not need to manufacture the sense of need, but due to the fact that the parties involved
are unknowledgeable about this occupation, the employers, procurement managers, the state and
the legislators manufacture the sense of false language fluency in their parsimonious alternative

approaches. As reported by Angelelli, many healthcare providers in the EU share a:

Monolithic and almost unchallenged view that current ad-hoc language provision in healthcare set-
tings is not an issue and does not need coordinated planning (i.e. “language is irrelevant; we manage
[...] language is not by law a priority... we have other urgent problems and we can manage in English
[...] but ... we always manage. They [the patients] come with someone from the community who can
interpret for them [...] Sometimes there are difficulties with language and culture... then we put a lot
of question marks on the medical records. Sometime as in the case of a Turkish patient, we use
Google Translate, but just for some terms” [...] “language is never central”, “it is not so important”,
or that “it is more difficult to follow a patient through an interpreter”. (Angelelli, 2015, pp. 9, 56,
517, 81)

Thus, the fact that no attention is being paid to the language needs and the fact that the
communication is being reduced “to some improvised and notshared set of gestures and draw-
ings” and “unedited output of machine translation” (Angelelli, 2015, p. 81) indicates that a false
sense of safety and security is being manufactured and conveyed, which may potentially lead to
misdiagnosis, medical malpractice and maladvice, litigation, unnecessary repeated visits, needless
time loss, unequal access to universal services, non-pecuniary losses such as tarnished reputation
of the healthcare professionals, patient health deterioration and even loss of life. Therefore, in
my opinion it is not -the interpreters- who are manufacturing a sense of need to pursue personal
benefit, but it is rather the healthcare providers who manufacture a false sense of safety and
language fluency to pursue cost savings.

Even though layperson ad hoc interpreters may seek to serve the client by purporting to “min-
imis[e] their pain, maximis[e] their opportunities and enable[e] them to cope with the difficulties
they face” (Andrews, n.d.), professional graduate interpreters seek to adhere to their professional
role orientation, which “implies a high degree of concern with professional values and standards”
(Rothman 1974 in Andrews, n.d.). Even though the monetary reward may not be the overriding
objective of professionalisation, all members of occupations coveting the label of profession will
still pursue higher financial rewards. Professionals are not volunteers or charity workers and they
need to recoup their investment in skill acquisition.

Exogenous factors such as demographics, politics, historical background and economics cer-
tainly dictate labour market demands, trends and vacancies, which will end up locating certain
occupations in higher or lower stratum. Medical interpretation will need to undergo an upgrad-
ing in terms of institutionalisation strategies including licencing, credentialing, certification, un-

ionisation and representation by associations (Weeden, 2002, p. 57). The author claims that only
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the combination of the restriction of labour supply, demand stimulation, service monopolisation
and state-endorsed signal of quality may improve occupational rewards (Weeden, 2002).

In my opinion it is only through occupational closure mirrored in the indispensability of the
institutional assistance into the profession (in other words the imperative character of university
education) that the eligible practitioners can guarantee maximum benefits in the form of public
protection, public confidence, trust in the profession, altruism and respect. Otherwise, no con-
scious adherence to the main principles of the profession and its code of ethics and conduct can
be guaranteed. The exclusion of ineligible and the inclusion of highly qualified recruits will sen-
sitise the public and the prospective consumers to the salience of a conscious and informed choice
as to who they seek to purchase labour from: legitimated practitioners or outsiders. Thus, the
closure may be sought as a mechanism of public protection, but end up as a mechanism of pro-

fessionals’ protection in terms of higher occupational rewards, which may benefit both parties.

5.5. THE EXERCISE OF PROFESSIONAL DISCRETION AND CREDENTIALISM

5.5.1. Task discretion

Task discretion (Zhou, 2014) may be viewed as a manifestation of job autonomy. The decision
latitude is the extent to which members of an occupation are able and allowed to exercise inde-
pendent initiative, judgement and control over the repertoire and delimitations of their tasks.
Task discretion is based on the corresponding codes of conduct and codes of ethics. The higher
the level of job autonomy that the members of an occupation are being granted and enjoy, the
stronger reliance is being placed by the employer(s) on the creativity unleashed by the employees.
Task discretion is an indicator of professional trust that the employer puts in the employee. The
decision latitude in the case of task discretion does not refer to manifold choices that profession-
als make during their working hours. It rather refers to far-reaching dilemmas concerning the
profession itself, professional ethics and ideology. The right that the professionals claim “to judge
the demands of employers or patrons and the laws of the state, and to criticize or refuse to obey
them” forms part of task discretion (Freidson, 2001, The Soul of Professionalism section, § 2). It
is worth noting that such refusal is by no means premised on “personal grounds of individual
conscience or desire but on the professional grounds that the basic value or purpose of a disci-
pline is being perverted” (Freidson, 2001, The Soul of Professionalism section, § 2).

In the case of medical interpreting, the interpreters practicing in the study-relevant geographic
area are not given the possibility to “refrain from accepting assignment[s] beyond their profes-
sional skills, language fluency, or level of training”, as suggested in IMIA (2006). This is an indi-
cator that the discipline of medical interpreting is being “perverted” (IMIA, 2006) and hybridised.
These interpreters feel obliged to embrace all the tasks they are required to perform, even if they
are underqualified to undertake some of them.

The paradox is that these anxious-to-be-labelled-as-uncooperative interpreters cannot exercise
task discretion, however, when it comes to discretionary application of professional expertise,
which many of them lack, no quality control is being carried out to ensure safety of practice. My
explanation of this paradox is that graduate interpreters do not exercise task discretion because

they practice in private facilities and they fear being ostracised. Non-professional interpreters, on
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the contrary, remain largely oblivious to the salience of task discretion and discretionary applica-
tion of expertise, because they lack proper university education and training. University educa-

tion is absolutely essential for knowledge acquisition and its discretionary application.

5.5.2. Discretionary application of expertise

Discretionary application of individualised expertise and experience is a competence grounded
in a vast corpus of abstract theories and concepts attainable only through a special university
training. It refers to the manifold decisions, which interpreters make about their interpreting
during the comprehension (understanding input) and production (rendition of the code) pro-
cesses, as an inextricable part of their interpreting assignments.

Discretionary judgement denotes skilled practical thinking grounded in the flexibility and lee-
way to choose a strategy which in the professional’s estimation is the best suited for the solution
of a particular problem (Freidson, 2001, Working Knowledge section, § 5). The ideology of pro-
fessionalism foregrounds the relevance of “a firm, [exhaustive academic] grounding and concepts”
(Freidson, 2001, The Professional Curriculum section, § 1) for the professionals to build their
discretionary judgement on. Accordingly, the ideology of professionalism “claims that the work
of a specialist with professionally controlled training is both superior to and more reliable than
that of someone who may have experience but lacks training” (Freidson, 2001, Specialisation and
Productivity section, § 3).

However, not only today but in any time or place, surely a large proportion of specialized knowledge
is more reliable and valid than everyday or popular knowledge. True inequality of knowledge and
judgment in specialized affairs exists by virtue of the very existence of a division of labour. Those who
have had intensive training and then work full-time at a specialty can hardly fail to know more about
that work than others. (Freidson, 2001, Elitism section, § 3)

However, many do not think that professional interpreters are entitled to possess exclusive
niche ownership and cognitive authority (Freidson, 2001) over this discipline. Many people be-
lieve that the layperson interpreters’ unaccredited ability to speak the patients’ language or dialect
and understand their culture based on their belonging to a certain ethnicity is more reliable than
professional interpreters’ training and credentials.

Spanish society at large, and relevant social actors in particular, do not seem to perceive dia-
logue interpreting as a discipline based on the discretionary application of complex knowledge.
Interpreting is often associated with unselfconscious, popular, everyday use of foreign language
to communicate or interpret. Globalisation and multilingualism became promoters of language
learning on a global scale. This and other corollary factors, such as lack of professionalisation,
might have resulted in perceiving foreign language acquisition as well as interpreting as activities
characterised by utmost simplicity, cognitive effortlessness and monotonous homogeneity, which
can be performed by virtually anyone who claims competence and preparedness to do so. We, as
professional interpreters, need to concede that this is how we are portrayed and perceived by lay
public is a modern, globalised and multilingual society. There is this shibboleth that allegedly
everybody can learn a language and that everybody who presumably knows a language can inter-

pret.
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Therefore, the extreme self-awareness and the cognitive load imposed on professional inter-
preters during the task execution are often believed to be minimal. Interpreters are not viewed as
specialists who render professional service in linguistic knowledge, but rather as gente con idiomas
or people with foreign language knowledge, who can help with translation.

The heavier the cognitive load, the more sophisticated discretionary application of expertise.
In this case, the exercise of professional discretion requires university education, which makes
credentials absolutely essential for recruitment. The vast majority of the above mentioned factors
(except for the personal traits and perhaps environmental factors) are addressed by the university
curricula, and are essential for the interpreter to be able to render a professional service in lan-
guage knowledge. Nobody can purport to do a job without fully understanding the underlying
process of the activity they are performing. The popular(-ised) language knowledge of any bilin-
gual person cannot be compared with the sophisticated linguistic expertise of a trained profes-
sional, who in addition to the verifiable foreign language proficiency also masters highly special-

ised translation and interpreting techniques.

5.5.3. Credentialism

Phelan et al. (2020, p. 181) argue that: “all professionals engage in fallible activity”, and therefore
the “credential testifying to the successful completion of professionally controlled training”
(Freidson, 2001, chapter 9 The Soul of Professionalism, § 2) is essential to guarantee the practi-
tioners’ competency and competence to yield quality services within their corresponding area of
expertise. The professional’s credentials, granted upon completion of education which lasts at
least several years, validate the applicant’s eligibility, aptness and fitness for position or placement.
Credentials guarantee that specific knowledge and skills have been acquired and that “certain
functions” are monopolised and no longer accessible to laypeople. Credentials also imply that
professional identity has been developed throughout the education process. Hence, “organised
education” safeguards the status of a profession by replacing marketrelated caveat emptor, whereby
all responsibilities are being shuffled off onto the inexpert lay client unable to control the quality
of the service being provided, with professional trust.

Rueschemeyer (2016, section 11, § 2) argues that the “recipients of expert services are not
themselves adequately knowledgeable” to evaluate or assess the quality of the service provided by
the expert. The clients, who in their majority are unacquainted with the specificities of a given
profession, are vulnerable to “professional incompetence, carelessness and exploitation” of the
experts. It is difficult for consumers to police the expertise, the professional competence, the
probity and the integrity of the service provider. There is clearly a “competence gap”
(Rueschemeyer, 2016, section II, § 2) between the provider and the recipient of the service. Fur-
thermore, the outcome of the expert performance cannot be construed as a clear indicator of the
quality of that performance or render the experts’ deeds as either overperformance or underper-
formance. It may be tempting for lay people to subject routinised or standardized to a certain
extent expert performance to “a judgement of its quality”, even though such evaluation of the

outcome of expert intervention may be highly inaccurate and misleading.
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Professions ‘strike a [mutually beneficial and advantageous] bargain with society [by offering] 1) com-
petence, [...] 2) integrity, 3) careful recruitment, 4) [education and training], 5) formal professional
organization [to secure both] privilege and autonomous position, 6) codes of ethics and 7) profes-
sional courts as guarantees of self-control [in exchange for] the trust of client and community, relative
freedom from lay supervision and interference, protection against unqualified competition as well as
substantial remuneration and higher social status. (Rueschemeyer, 2016, section II, § 2)

[t is extremely important to pinpoint that consumers put their trust in the professionals’ moral
involvement and commitment to exercise their discretionary judgement professionally and in the
best interest of the customer/consumer. Credentialism is absolutely essential if we want to guar-
antee the successful discretionary application of expertise, competency and competence by a per-
son who is morally committed to providing a service in the best interest of the customer. The fact
that “critical personal services” (Freidson, 2001, The Soul of Professionalism section, § 1), whose
provision requires complex esoteric knowledge and skill, are provided by underqualified workers
means that the patients are subject to potential maladvice, negligence, malpractice, or wilful ne-
glect. Without proper credentials there will always be a risk that such consumer confidence may

be shaken by serious implications.

That exception to the rule should be made for services dealing with life-threatening conditions such
as those provided by surgeons, if not also physicians in general. Implicitly or explicitly, they [econo-
mists espousing the neo-liberal market ideology] accept the professional argument that some kinds
of work are too complex or esoteric for the untrained to understand, so that in circumstances where
the wrong choice can be fatal, the range of choices must be limited to safe ones. (Freidson, 2001,
Credentialism section, § 3)

The problem is that the relevant social actors do not seem to agree that medical interpreting
is actually a “critical personal service”. They do not seem to be aware that complex esoteric
knowledge and skill are required to guarantee safety. Therefore, academic credentials in this case
do not guarantee that the applicant will be put on the shortlist of candidates. In other words,
medical interpreting is viewed as a métier rather than the work requiring complex formalised

scientific knowledge base.

Credentialism, the device that sustains monopoly and social closure in the professional labor market,
has also spawned a shibboleth enabling attacks on professionalism. But a social closure is intended
to include only those who have effective command over a defined body of knowledge and skill, so
that some method must be used to determine qualifications for admission and the right to practice.
The characteristic method of selection for professionalism is the training credential. Its possession
earns both inclusion in the ranks of the elect and exclusive right to practices or jobs requiring a
defined set of skills. [...] considering contemporary controversies over the value of educational testing,
one must ask what alternatives to credentialism exist for selecting workers to consult or employ. Trial
and error consultation or employment of anyone who offers to perform a particular set of tasks is at
the very least expensive in time and money, and in some cases, such as surgery or bridge construction,
very risky. Nor is credentialism as vulnerable to the charge of injustice, exploitation, or inefficiency
as is the use of such common criteria for employment as kinship, ethnicity, gender, race, sexual ori-
entation, political persuasion, personal recommendations, highly doctored and undocumented résu-
més or, what is the same thing, attractive advertising. For all its failings, credentialism is far less likely
than its alternatives to be an unfair basis for exclusion from particular jobs. (Freidson, 2001, Creden-

tialism, § 1-2)
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Accordingly, selecting and hiring layperson interpreters only on the basis of their ethnicity,
personal recommendations or undocumented résumés (which is often the case in Spain) may not
only be considered inefficient and unjust, but also extremely dangerous (see Flores, 2005, 2006,
Flores et al., 2017, Singh, 2018. Quan, 2010). The relevant social actors are not sufficiently edu-
cated in terms of language acquisition, translation and interpreting, and therefore they fail to
competently assess the performance of the person who is providing language services. Many Span-
ish healthcare providers do not believe that excellent academic credentials should be considered
as a prerequisite for hiring language service providers. The majority of customers do not invest
time and effort in learning about the advantages of professional MI service provision. Very few
healthcare providers fathom the actual processes underpinning this activity, and therefore their
recruitment criteria are not based on fully informed decisions, as they are not knowledgeably
“equipped to choose among available goods and services in their own best interest” (Freidson,
2001, Credentialism section, § 3). Also, the inclination towards cost saving may result in them

opting for cheaper labour:

Much of the change taking place in the organization and direction of professional work today is
economically inspired and reflects the material interests of both private capital and the state [...] But
it is politics that advances and protects such change. (Freidson, 2001, chapter 9 The Soul of Profes-
sionalism, § 2)

The information on professional MI and other alternative solutions (and most importantly,
the difference between the two) is very scarce in the empirical marketplace, while the available
information is “attractively distorted” and presented as commercial advertising, thus rendering
its validity as unreliable. This would be the case of private hospitals and clinics, who advertise the
availability of multilingual medical professionals and staff members in their facilities.

In essence, credentialism has not yet been established as a sine qua non prerequisite for the
calibration and recruitment of language provision services in the VC. This is resulting in a com-
plete task incoherence and role imbroglio. The deficient discretionary application of experience
and expertise —precisely due to the lack of expertise along with unrealistic assessment of one’s
own capacity, preparedness and competence- is leading to serious deficiencies in quality of per-
formance. The implementation of credentialism as the only reliable socio-professional control
instrument would grant the MI a monopoly over the privileged and exclusive entitlement to offer
their services and perform a particular kind of work in the marketplace. This safeguards access to
the labour market shelter only for those who are knowledgeable about the subject matter they

operate with.

5.6. SOCIAL CLOSURE AND MONOPOLY

5.6.1. The concept of social closure

According to Weeden (2002) occupational closure, also known as social closure, has been de-
signed to generate “an artificial scarcity of individuals who have the legal, technical, or socially
recognized ability to perform the bundle of tasks provided by that occupation (Weber, 1978;
Larson, 1977; Freidson, 1994, pp. 80-83; Parkin, 1979, pp. 44-71; Collins, 1979, pp. 56-58;
Serensen and Kalleberg, 1981, cited in Weeden, 2002, p. 61).
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Monopoly restricts 1) consumers’ choice to qualified members of the occupation; and 2) work-

ers’ “freedom to offer their services to consumers, for only those who are qualified may do so”
(Freidson, 2001, Ideological Shibboleths Surrounding Monopoly, § 2; ISO 13611, p. 11). To

sum up, the monopoly of professionalism rests upon the idea of guaranteeing high quality service

being provided exclusively by those who are eligible by virtue of a university degree diploma at-

testing to successful completion of training, logically, excluding from practice of a discipline all

those who fail to meet relevant requirements and demonstrate eligibility in the aforementioned

way. Monopoly must be enforced either by law or by administrative regulation. According to

Freidson (2001) social closure is a primordial mechanism for the survival of an activity as a dis-

tinct discipline. Social closures are normally created by members of an occupation who:

1.
2.

share a common economic interest or in other words who pursue profit-focused growth;

have successfully accomplished common vocational training/schooling, which lasted

longer that an average training;
carry out complex discretionary work;

share a common set of tasks, techniques, concepts, working problems and distinctive ex-

periences;
are enthusiastic about, fascinated by and interested in what they are doing;
view work as a long-term career;

are committed to advancing the body of knowledge and skill underpinning their profes-
sion and protecting its integrity (Monopoly, Social Closure, and Disciplinary Commu-

nity, § 1-4).

Obviously, this mechanism bears the character of exclusivity, in that it excludes from mem-

bership all those who are not eligible to join in:

According to Weeden (2002), closure is achieved through three processes, namely restricting the
supply of labour into an occupation, creating and solidifying demand for the occupation’s output,
and securing the occupation’s territory through task demarcation. (Williams and Koumenta, 2019,

pp. 711-737)

Social closure plays an indispensable role in

a) the formalisation of knowledge;

b) institutionalisation of work by formation and mapping out jurisdictional boundaries
by means of task discretion in order for the profession to acquire coherence and
distinctness. Institutionalisation will inextricably lead to the ritualization of work
habits, traditions or routine. Jurisdictional boundaries are necessary to create a social
“shelter or environment” as Freidson calls it, which is like a niche in a stratum

formed by the division of labour;

c) consequently, these strategies will end up resulting in a transformation of a set of
skills into a coherent and recognisable discipline and burgeoning of formal
knowledge distinguishable from other disciplines (Freidson, 2001, Monopoly, Social
Closure, and Disciplinary Community, § 1-4).
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5.6.2. Social closure applied to medical interpreting in VC

Having defined the concept of social (also called occupational) closure, I shall now proceed to
delve deeper into the possible rationale for the failure to establish such closure in the case of
medical interpreters in private healthcare centres located in the Valencian Community in Spain.
For the reasons mentioned above (formalisation of knowledge, institutionalisation by means of
mapping jurisdictional boundaries out, creation of the medical interpreters’ own occupational
niche in the occupational stratum governed by the division of labour, recognition of the disci-
pline by its distinguishable formal knowledge), the social closure mechanism is the cornerstone

for the occupation’s survival as a distinct discipline. As maintained by Freidson:

If disciplines could survive at all without shelter, therefore, they would be popularized and lose some
if not most of their disciplinary character and value. It is economic monopoly that reduces this ne-
cessity for modifying or at least diluting disciplinary knowledge and skill so as to gain a greater resem-
blance to everyday knowledge. (Freidson, 2001, Monopoly, Social Closure, and Disciplinary Com-
munity, § 4)

Thus, occupational or social closure underpinned by the duly regularised and reinforced eco-
nomic monopoly serves to preserve disciplinary knowledge and skill without alterations to its
abstract essence, preserving its disciplinary character and value, and, of course, safeguarding its
detachment and isolation from unspecialised everyday knowledge.

We have the completely opposite situation with medical interpreting in Spain. There is de-
mand for medical interpreting in both public and private spheres, nevertheless, apparently, as
Angelelli (2015, p. 43) has also stated in her study: “only in the UK do policymakers report a
budget for language support/provision to patients who do not speak English. In the remaining
countries respondents believe there is no budget [allocated for public healthcare settings]”. More-
over, according to Angelelli: “In public healthcare sites in the Levante area, we were told: “most
primary care physicians read English and speak enough to be able to communicate with the pa-
tient” (Angelelli, 2015, pp. 61-62). These two excerpts clearly epitomise that not only is the im-
portance of medical interpreting downgraded to a dispensable, unspecialised activity character-
ised by its ordinariness, but its worth or value is also being devaluated as well as its highly special-
ised and sophisticated knowledge and skill are being popularised and degraded. It is being re-
duced to sweeping the floor and driving the car type of everyday knowledge and skill every normal adult
can have.

On the other hand, we have the private healthcare settings, some of which do actually recruit
medical interpreters, but the majority of the newcomers constitute a non-professional ad hoc so-
lution, as the empirical part of this thesis will seek to demonstrate. The fact that “critical personal
services” (Freidson, 2001, The Soul of Professionalism section, § 1), whose provision requires
complex esoteric knowledge and skill, are provided by underqualified workers means that the
patients are subject to potential maladvice, negligence and malpractice, although it might not be
explicitly deliberate or intentional. Moreover, it is worthwhile stating, heavily drawing on my own
experience as medical interpreter in a number of private medical centres in the Valencian Com-
munity, that many non-professional interpreters perceive the interprofessional interference (see

part III) in a range of different tasks, duties and responsibilities as a tremendous help they are
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proud to offer. I insist, the in-house non-professional medical interpreters are proud of being
“helpful” to both doctors and patients by means of active intervention, overinvolvement and
interference in the strictly medical processes. The non-professional in-house interpreters desper-
ately seek to disassociate themselves from the role of mere translator, alienate themselves from
this insignificant role assimilating the roles belonging to other professionals, such as doctors,
which is how they sort of conceptualise “promotion”. I am convinced form my own professional
experience that this readiness and disposition “to help” should be regarded upon as a sort of
virtue signalling mechanism, whereby the non-professional interpreters seeking validation from
their employers and co-workers embrace any type of tasks, duties, assignments and responsibili-
ties. The rationale behind it might be the fact that they do not want to lose their job on one
hand, and their unfamiliarity with the code of ethics which strongly advises against undertaking
assignments beyond the interpreters professional skills, language fluency, or level of training on
the other hand (IMIA, 2006).

This encroachment on the doctors realm of expertise is of course approved by the medical
staff, employers and hospital/clinic management themselves, because this apparently facilitates
their work in terms of time saving and cost saving. I dare to speculate, judging from what I have
been told by my informants, that the initiative for such intervention must have burgeoned grad-
ually and not drastically, that is to say, the so-called interpreters went increasingly expanding their
range of tasks embracing them and being proud of this sort of career ladder “promotion”, instead
of lambasting this interprofessional intrusion and rejecting its undertaking. Yet again we can see
as ad hoc non-professional interpreters in private sector, as well as intercultural mediators in
public spheres, denigrate the very essence of interpreting by stating that they are not just mere
translators/interpreting or it is not just a matter of interpreting/ I am not just an interpreter, |
am a personal healthcare assistant/international medical assistant/public relations, etc. They are
convinced that by encroaching on the medical staff’s realm of expertise they are doing a great
favour to all the involved parties. The fact that the non-professional interpreters are overburdened
with undue tasks and responsibilities placed upon them, which according to the IMIA code of
ethics and ISO 13611 must not fall within the medical interpreters’ remit, is viewed by non-
professional interpreters as a sign of appreciation, trust and recognition of their motivation and
attitude towards autonomous, self-reliant, self-sufficient and independent troubleshooting and
problem-solving initiatives, which they lack appropriate medical qualifications for. Being en-
trusted with carrying out highly sophisticated medical tasks, which basically means deputising for
medical staff, is not regarded as encroachment or interference, but rather as help for doctors, for
patients and excellent promotion prospect. The fact that an interpreter has refused to carry out
a task which they are not qualified for could be misinterpreted as a uncongenial attitude. Thus,
the fact that many practitioners in both public and private sector claim to be proficient in lan-
guages proves the popularisation of our discipline which may eventually result in its de-profes-
sionalisation. This popularisation, decline in value and “exoterisation” are more sharply defined
in the private healthcare sector, because the fact that many medical workers who are put on the
payroll in the study-relevant geographical area are expected and required to be proficient in Eng-

lish at the very least:
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The demand for health professionals who speak several languages is expected to rise by 40% in 2017
alone [...] Fluency in English is a basic requirement. However, offers requiring a third language are
increasing. Russian, Arabic, Chinese, German and French are the most demanded. Adecco points
out that this increase in job offers for health professionals with different languages may be a way back
for expatriates during the economic crisis. (Pascual & Garcia, 2017)

Thus, the overriding rationale behind the ideation of overloading medical interpreters with
tasks other than interpreting may come from the fact that their merely linguistic services within
the consultation in the form of the traditional triadic communication are no longer needed, since
the doctor, be it expatriate, bilingual resident, brain drain phenomenon representative, or just
someone who claims to be fluent in a language, speaks the language of the patient. Consequently,
the employers do not need interpreting services during the consultation where the doctor (alleg-
edly) speaks the language of the patient, and nobody is going to be paying for the interpreter who
is (all day long) sitting and waiting to be called to interpret. What they need is a multilingual staff
outside the consultation, whose linguistic skills constitute a sort of bonus or transferable skills,
which have ultimately contributed to their employability. Thus, the interpreters instead of facili-
tating triadic communication in the consultation by adopting a conduit role, assume the role of
consultant and co-diagnostician. In her study “Interpreters as co-diagnosticians: Overlapping
roles and services between providers and interpreters” Hsieh (2006) clearly showcases how inter-
preters sometimes tend to “help” the clinicians by blurring the lines between the roles and taking
over the provision of “services typically associated with providers”.

The information elicited in this thesis (Part III) showcases how interpreters are expected to get
intimately involved in the patient’s treatment process instead of remaining deferential and dis-
playing professional behaviour by denoting emotional and “medical” detachment. Hsieh (2006,
p. 925) states that the criteria she has found to be determining in identifying the co-diagnostician
role displayed by interpreters constitute systematically and intentionally “deviating from the con-
duit role and [...] assuming responsibilities typically associated with providers (e.g. diagnosing the
illness, educating patients, or providing support)”, which comes to be what the doctors who par-
ticipated in our study want. Some of the tasks that interpreters had been found to perform in-
cluded history taking, giving medical instructions and providing medical advice without the doc-
tor giving any recommendations at all (Angelelli, 2004 cited in Hsieh, 2006, p. 925). The ra-
tionale and justification that apparently motivated such behaviour is the interpreters’ perception
of themselves as part of a team and their willingness to contribute to the joint effort by “aiding”
the team they belong to (Hsieh, 2006, pp. 924, 935).

Thus, the patients run the risk to be misdiagnosed or receive erroneous treatment, but they
are “not in a position to evaluate the quality of the information and may still believe that the
advice is given by the provider, rather than the interpreter” (Hsieh 2006, p. 936). Consequently,
the patient’s access to safe, high quality healthcare is jeopardised (Angelelli 2015, p. 44). Such
practices must clearly be outlawed since the interpreters do not receive any “training in soliciting,
screening, and evaluating medical information” (Hsieh, 2006, p. 925). Nonetheless, such de-
meanour remains obscured by the fact that patients are unaware of the interpreter’s taking over
provider’s responsibilities, and they think that the instruction or advice comes from their doctor

rather than interpreter. “There is no system in place to ensure the quality of information that is
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independently provided by the interpreters, which may increase the risk of malpractice lawsuits”
(Hsieh, 2006, p. 936). Thus, the lack of monopoly and social closure, which implies drawing of
jurisdictional boundaries underpinned by task discretion contribute to the creation and estab-
lishment of hybridised or mutated profiles.

In conclusion, there can be no social or occupational closure neither in the field of medical
interpreting in public health spheres, because it is practically inexistent, nor in the private sphere,
because it is constituted by non-professionals. The mechanism of social closure is difficult to
establish in the case of medical interpreting in the private medical centres in the Valencian Com-
munity. On the one hand, “economically successful goods and services are those that satisfy what
consumers understand, desire, and are interested in” (Freidson, 2001, Monopoly, Social Closure,
and Disciplinary Community, § 4), but in our case the potential consumers (both patients and
doctors) do not grasp the difference between professional and non-professional services. Thus the
consumers neither understand, nor desire, nor are interested in medical interpreting. The pro-
motion of multilingualism contributes to the perception of language proficiency and interpreting
as transferable skills and knowledge that may boost employability rather than a separate, inde-
pendent, autonomous profession. This is why (pseudo)bilinguals, (pseudo)multilinguals, or those
who claim good command of the given language apart from their primary education and training
are preferred over T&I graduates. Besides, hiring T&I graduates would imply the risk of social
closure, as the graduates would adhere to the international codes of ethics and ISO 13611, cri-
tique and reject inappropriate tasks they are neither competent, nor qualified to undertake,
whereby the division of labour is organised. The graduates would display lower compliance with
(or rather acquiescence to) the inappropriate requests and expectations of the employers, as well
as aloofness underpinned by what Collins calls a “consciousness community [...] formed on the
basis of common and distinctive experiences, interests, and resources” (Collins, 1979, pp. 58,
134 in Freidson, 2001, Monopoly, Social Closure, and Disciplinary Community section, § 2), as
opposed to sycophantic meekness and conformity displayed by non-professionals who are unac-
quainted with the norms expressed in the international codes of ethics, unfamiliar with realistic
self-assessment and who do not share common professional consciousness as they come from
different professional/occupational backgrounds and, most importantly who fiercely compete
with one another, because obviously, there is no economic security due to lack of monopoly and

competitiveness of free market. According to Freidson:

A monopoly may assure that all qualified members of the discipline gain at least a modest living. If
the qualified compete with each other for work with some economic security assured, competition is
less likely to be predatory. (Freidson, 2001, Monopoly, Social Closure, and Disciplinary Community
section, § 5)

[t is worth stressing yet again that virtually anybody who claims proficiency in a language or a
series of languages has access to the marketplace, but the question is who is going to guarantee
the quality of medical assistance if those whose work is meant to enable this assistance are under-
qualified. As I have already stated above, the economic monopoly is yet to be established in the
medical interpreting market. At the moment the situation can be described as free market strug-

gle where:
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Economic survival requires that price competition be central and that work always be calibrated to
the demands and desires of consumers. Prices must be kept as low as possible and, in so far as cost is
associated with the quality of work, quality must be as low as it can be and still sell. (Freidson, 2001,
Monopoly, Social Closure, and Disciplinary Community section, § 4)

The social or occupational closure has a broader scope than monopoly and, therefore, implies
privileged economic position (Freidson, 2001, Ideological Shibboleths Surrounding Monopoly,
§ 2), which allows the qualified members of a profession to stand on their professional dignity
and make at least a modest living. Nevertheless, given its exclusionary character and the strong
dependence of general population upon the “advice and assistance” being provided by specialised
experts, social closure always comes up for discussion and scrutiny as a mechanism of domination
and exploitation (Parkin 1979, p. 71, Murphy, 1988, p. 48 and Bauman, 1987, pp. 19-20 in
Freidson, 2001 Ideological Shibboleths Surrounding Monopoly section, § 3). According to

Freidson:

Economists consider monopoly to be by definition a conspiracy against consumers, assuming that
the primary intent of those who establish it is to keep prices and their own incomes higher than they
would be under free competition. Sociologists link social closure, on the other hand, to inequality
by the fact that it involves exclusion. (Freidson, 2001, Ideological Shibboleths Surrounding Monop-
oly section, § 3)

Hence, some critics deprecate social closure in that they believe that experts conspire together
to monopolise jobs and services with a view to seeking financial gain. They claim that economic
self-interest constitutes the main motivation for social closure. Nevertheless, social closure is the
only strategy that helps maintain high standards of work performance, guarantees commitment
to the quality of service being delivered, enables consumers to rest assured that the experts they
seek advice and assessment from are competent enough to provide them with a flawless perfor-
mance of tasks belonging to their specific expertise (Freidson, 2001). This being said, “no one
can deny that all professions, like all workers, have an economic interest in making what they
regard as a good living [...]” (Freidson, 2001, Ideological Shibboleths Surrounding Monopoly
section, § 4). Moreover, economic reward is a sign of recognition, therefore demanding higher
remuneration and better job conditions should be viewed as standing on the profession’s dignity
and seeking payoff for commitment to quality and sunk costs in extensive and exhaustive training
rather than explosion towards customers by means of exclusionary market monopolisation result-
ing in contrivance to raise service prices. The authors of the EU documents (such as High Level
Group on Multilingualism) are fully cognisant of the fact that “quality has its price”, of the fact
that it is higher education institutions who must “remain responsible for training of the highly
qualified interpreters”, of the fact that becoming interpreter is a time-consuming, “arduous” and
expensive process (European Communities, 2007, p. 16). Moreover, High Level Group on Mul-
tilingualism report attributes high value to the translation and interpreting, and calls it a “highly
demanding profession” (European Communities, 2007, p. 17), so there is no reason for profes-
sional highly specialised medical interpreters to settle for being a selfless expert. Altruism and
free-of-charge inter-lingual transfer provision by those with bilingual proficiency as well as by T&I
graduates only because they feel obliged or are compelled to help should never be the motivation

behind interpreting. “Brokers may view brokering as an unencumbering instantiation of social
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responsibility” (Hlavac, 2017, p. 200). Nevertheless, social responsibility and solidarity must
never be the motive and the stimulus behind interpreting for free, instead high remuneration

and professional recognition must be the incentive sought after if the goal is to professionalise.

5.7. LICENCING ACCORDING TO WEEDEN

Licencing is one of the most efficacious, efficient and effective exogenous mechanisms intended
to achieve and entrench occupation closure of a given profession. According to Redbird (2017,
pp. 600-624), it is a state-enforced mechanism enacted through licensure to spur limitation of
entry by meritocratic method of entry/the principle of academic meritocracy, and quality-driven
increase in demand. This mechanism consists in external authority granting legitimacy to practi-
tioner who becomes entitled to use a state-endorsed signal of quality and competence. Occupa-
tional closure allows to bypass initial questions regarding employability such as age, race (ethnic-
ity), and gender.

The magnitude of the closure effect is likely to be even stronger where in addition to educational
credentials, licensing regulations make stipulations regarding formal continuous professional train-
ing and regular re-testing as a condition to maintain one’s license to practice. (Koumenta and Pa-

gliero, 2018; Kleiner, 2015 as cited in Williams & Koumenta, 2019, pp. 711-737)

The licence is granted under the aegis of the state itself to the profession that thereby enjoys
state patronage and endorsement, as well as law enforcement strategies safeguarding its licencing
status, whereas the non-state mandated voluntary certification or educational credentialing turns
occupational incumbents into exclusionary gatekeepers of their profession (Redbird, 2017, pp.
600-624). According to Weeden: “Educational credentialing refers to the use of the familiar sym-
bols or markers of knowledge (e.g., grade levels, diplomas) conferred by formal educational insti-

tutions to monitor entry into occupations” (2002, p. 61).

While other forms of closure such as certification and educational credentialing are voluntary in
nature, only licensed occupations have a legal underpinning such that only those that meet the criteria
can practice (or undertake certain occupational tasks). To achieve the supply-side restrictions de-
scribed by the theory, occupations engage in boundary-setting activities over occupational tasks and
commit considerable resources in their attempt to persuade the public, the state and legislators that
licensing is in the public interest. (Williams and Koumenta, 2019, pp. 711-737)

According to Weeden: “Licensure is often justified to lawmakers and the public on the
grounds that it protects consumers from incompetence or malfeasance in occupations where in-
competence and malfeasance are difficult for consumers to judge and can threaten consumers’
health, wealth, homes, or other valued ‘goods’” (2002, p. 62). Nevertheless, I would like to clarify
that there are two different standpoints on credentialling, which I believe are extremely important
for the subject matter of this work and, which I shall get back to in the third part of this thesis,
but at this stage of investigation it is important to distinguish that there is clearly a disjunction as

to what credentials actually guarantee:
One view posits that educational credentials certify the acquisition of real skills, and, as a result, any

restrictions on opportunities to attain these credentials—whether through the influence of accrediting
boards, the scarcity of native ability, or the “considerable expenses and long period of gestation”
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(Weber 1978, p. 1000) training entails—will shrink the pool of candidates who have the skills neces-
sary to perform an occupation’s tasks (Parkin 1979; Serensen 1996; Wright 1979). [...] An alternative
perspective argues that educational credentials are only loosely, if at all, related to the knowledge a
person needs to be competent or productive in an occupation (Collins 1971, pp. 1005-7; 1979, pp.
12-21; Berg 1970; Jencks 1979, p. 192). Instead, these credentials serve as a largely arbitrary “cultural

currency” that buys membership into a particular club (Collins 1979, p. 189; Bourdieu 1984; Parkin
1979). (Weeden, 2002, p. 61)

Collective initiative, action, enthusiasm and ambition play an absolutely essential role in
achieving public and state recognition and anchoring its position, status and prestige to a higher
socio-professional stratum. The state accreditation and licensure would allow medical interpreters

0 . L
"0 in other words “control over the nature of work activities”, to

to exercise “task discretion
“dictate skill requirements”, a “job demands” (Williams and Koumenta, 2019, pp. 711-737). In
this regard, according to the authors, “occupational licensing can be viewed as a form of career
insurance in that by prohibiting aspiring practitioners from entry, it shields incumbents from
competition” (Williams and Koumenta, 2019, pp. 711-737). Apart from upgrading the status of
the members of a given occupation within the stratification system, licensure substantially im-
proves job quality or the quality of working life and, subsequently, job satisfaction. According to
Williams and Koumenta (2019, pp. 711-737) licensure is a multidimensional approach in the
sense that it provides a “de facto incentive for [...] incumbents to engage in human capital acqui-
sition”, optimizes the perks or benefits, improves “the contractual status” of the incumbent, pro-
vides job stability, enables career development and professional growth, provides financial, psy-
chological and emotional security, grants the possibility to control the work process, its nature
and scope, confers professional autonomy and empowers workers in professional occupations to
demarcate their job tasks (Williams and Koumenta, 2019, pp. 711-737). According to Abbott
(1988) and Larson (1977) as cited in Williams and Koumenta (2019, pp. 711-737) licensure places
professionals in advantageous position which allows them to “resist work intensification associ-
ated with technological change”. 1 believe that the effects of licencing go even further and im-
munise professions against the amplification or swelling of their range of tasks, roles and duties
by providing them with maximum leverage in terms of and reinforcing their monopoly over
knowledge. All of the aforementioned facets of job related wellbeing increase productivity, re-
duces turnover and absenteeism, and produces a feeling of satisfaction. Licensure also increases

the “minimum fees” or the “going wage” that Freidson is talking about (2001).

Since occupational closure strategies (strategies associated with institutional and legal barriers to en-
ter occupations) have repeatedly been shown to be successful in creating and capturing ‘economic
rents’ for occupational members (additional pay on top of what ‘would have’ prevailed in the coun-
terfactual occupational labour market without such barriers), it is possible that gains might also be
extended to non-pay aspects of job quality. (Williams & Koumenta, 2019, pp. 711-737)

% Here I am referring to the task discretion at the macro level, in other words, task discretion in terms of forbearing
to accept tasks beyond incumbents’ qualification, resisting work intensification and amplification of the range of tasks. It is worth
noting that the study conducted by Williams and Koumenta (2019) concludes that the licencing may lead to lower
task discretion (at what I call a micro level) and “more intense work and a wage premium—all of which tend to be
restricted to the most stringently licensed occupations” due to an effort to “homogenise quality standards and also
standardise production methods”.
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Nevertheless, in order for the licensing to have a “strong closure effect on the job quality” the
incumbents must be required to demonstrate that they have an outstanding performance level,
remarkable skills and excellent vocational education (Williams & Koumenta, 2019, pp. 711-737).
The prospective employees must be subject to a highestlevel eligibility requirements in order to
be able to practice. These requirements must include a broad range of “entry hurdles” to clear,
as well as “the substantive nature of these hurdles” (Williams & Koumenta, 2019). Again, see
how important the concept of knowledge and skill is. Its complexity and onerous character, as
well as its unfathomable nature in terms of being only available to the initiated ones plays the key
role in licencing.

Interpreting therefore, must be perceived as a remarkable feat of cognitive effort instead of an
easy quasi mechanical task. On the other hand, I believe that the entry hurdles should already
start at the university enrolment level highlighting the sophistication of the Translation and Uni-
versity Degree. The eligibility criteria for admission must not allow for indiscriminate acceptance.
The diploma must be associated with quality, but there exists a dichotomy between the practi-
tioners’ interests, and the higher education institutions. There is an “inherent conflict between
the practitioners’ collective interest in limiting supply and the countervailing interest in increas-
ing supply created by the institutionalization of formal schooling” (Freidson, 2001, Professional
Control of Supply section, § 2).

NAATI* (national standards & certifying authority for translators and interpreters in Aus-
tralia) epitomises a sophisticated and highly demanding specialist healthcare interpreter accredi-
tation. The adaptation thereof to Spanish T&I labour market should definitely become one of
the professionalisarion priorities for the foreseeable future.

! For more information, please visit the official website: https://www.naati.com.au
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6. FREIDSON’S TYPOLOGY OF PROFESSIONAL KNOWLEDGE
APPLIED TO MEDICAL INTERPRETING

So are the cognitive processes and mechanisms underlying interpreting activity more scientific or
artistic! Does interpreting entail “esoteric knowledge and complex skills” (Freidson, 2016, The
Theory of Professions: State of the Art, § 1)! May translation and interpreting processes involve
“guilty knowledge acquisition” (Dingwall, 2016 Introduction section, § 12)? Neither the physi-
cians, nor the patients, nor the unqualified personnel who undertakes interpreting assignments
construe medical interpreting as “an occupation to which specialised knowledge, ethicality and
importance to society are imputed” (Freidson, 2016, The Parochialism of the Institutional Con-
cept of Profession section, § 7).

So the first key question is, is there any expert or scientific knowledge underlying the exercise
of medical interpreting, or is it just a natural, innate and effortless activity! In case interpreting
does actually take some sort of knowledge as foundation, the seconf question would be what type
of knowledge are we talking about? In case the first two answers are affirmative, the third and last
question is why this knowledge, which would be a decisive factor to anchor professional power
and autonomy is still unrecognised (Freidson, 1970a as cited in Rueschemeyer, 2016, section V,
§1).

As Carvalho and Santiago (2016) maintain, many scholars who theorised within the field of
the Sociology of Professions have foregrounded knowledge as a Biichner funnel mechanism, of
course in a figurative sense, of the occupational closure - indispensable strategy of the profession-
alisation process (Johnson, 1972, Freidson, 1994, 2001, Larson, 2013 as cited in Carvalho and
Santiago, 2016, p. 144). Carvalho and Santiago (2016) view knowledge as a “basic condition to
perform highly specialised work” and as a mechanism of “rationalisation of tasks and solutions
to solve complex problems” (Carvalho & Santiago, 2016, p. 144). With the exponentially increas-
ing complexity of tasks being carried out in the context of the division of labour, the salience of
“scientific knowledge”, duly “legitimated through formal credentials” issued by “higher education
institutions”, gained even more “prominence” in the pursuit of “qualified workforce” (Carvalho
& Santiago, 2016). However, the concept of knowledge may lead to a series of controversies:
“first, expert knowledge is increasingly contested by different social actors (Jensen et al., 2012 in
Carvalho & Santiago, 2016, p. 145)”, and second “democratisation of higher education” has led
to acknowledgement of new professions by means of institutionalisation of their codified
knowledge (Carvalho & Santiago, 2016). The division of labour became more rationalised, more
intellectualised and more compartmentalised due to growing differentiation by means of incor-
poration of “specialised science and technology” (Freidson, 2001, Larson, 2013 and Brint, 1994
as cited in Carvalho and Santiago, 2016, p. 145), fostering recognition of “formal and abstract
knowledge, obtained through higher education training, formally attested to by a diploma” and
anchoring it in the society as a cornerstone condition for those occupational candidates willing

to professionalise. The recognition of knowledge allowed for exclusionary access to and control
of market shelters (Freidson, 1986 as cited in Carvalho and Santiago, 2016, p. 145) which

135



PART 11. SOCIOLOGY OF THE PROFESSIONS

resulted in “social, cultural and economic power and privileges” as sated by Larson (2013 in Car-

valho and Santiago, 2016, p. 145). I have curated the following stages of professionalism accord-
ing to Freidson (2001 as cited in Carvalho and Santiago, 2016, p. 145):

Self-regulation and control over information and resources

Professional power
Social, cultural, economic power

Privilege

Figure 23. Stages of Professionalisation following Freidson (2001)

According to Ovretveit, many different sociologists have presented different models of stages

of professionalisation, as well as different typologies of professions, such as “would-be-profes-

sions”, “new professions”, “near professions” and “professions” (see Carr Saunders, 1955 as cited

in Ovretveit, 1992, pp. 191-195), “new professions” as opposed to “traditional professions” (Mar-
shall, 1965 as cited in Ovretveit, 1992, pp. 191-195), “aspiring professions” (Goode, 1969 as cited
in Ovretveit, 1992, pp. 191-195), “professions”, “near-professions”, “enterprises”, “missions”,
“arts”, “crafts”, and “jobs” (Hughes, 1958 as cited in Ovretveit, 1992, pp. 191-195). However,
almost all of the sociologists of professions agree on the “typical five-stage historical process of

professionalization” (Ovretveit, 1992, pp. 191-195) constituted by the following phases:

1.

2
3.
4.
5

Occupations become full-time occupations

Then acquire training schools and university schools
Subsequently form local and national professional associations
Afterwards become protected by law

Ultimately adopt formal codes of ethics

Regarding the traits of a profession:

Millerson in The Qualifying Associations took the work of twenty-two scholars on the professions,
including Carr-Saunders, Marshall, Parsons, the Webbs, Tawney and Whitehead. He extracted the
constant characteristics of their work to see which were considered essential to a profession. The
common features were found to be: skill based upon theoretical knowledge; training and education;
demonstration of competence by passing a test; integrity maintained by adherence to a code of con-
duct; a professional organisation and service for the public good. Underlying these definitions is the
sentiment that the professional is a noble, independent individual who places public duty and hon-

our before all else. (Ovretveit, 1992, pp. 191-195)
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Nevertheless, in this thesis I shall be using Freidson’s model (2001), according to which all
stages of professionalisation and the success of professionalisation depend on recognition of for-
mal and abstract knowledge as the cornerstone of every profession. It could be said that the lack
of recognition of the knowledge underlying medical interpreting is the main obstacle to complet-
ing professionalisation, therefore Freidson’s approach (2001) which rests upon the identification
of the underpinning typology of knowledge as the main indicator of potential professionalisation
or de-professionalisation will be my point of departure for this thesis. It is worthwhile noting that
Freidson developed the most comprehensive system of knowledge classification, which I will use

as a toolbox for my analysis of knowledge for medical interpreting.

6.1. THE CONCEPT OF KNOWLEDGE: PROVIDING GENERAL INSIGHTS USING THE
SOCIOLOGICAL SCOPE

I would like to begin this section by defining the connection between “professionalism” and
“knowledge”. Freidson pointed out that “ideal-typical position of professionalism is founded on
the official belief that the knowledge and skill of a particular specialization requires a foundation
in abstract concepts and formal learning and necessitates the exercise of discretion” (2001, sec-
tion I, Professional Knowledge and Skill, subsection Specialization, § 4).

Skaaden (2019, chapter 3.2 What is a profession?, § 4-6) argues that every professional activity
consists in offering a service (rendering someone else’s discourse in another language) to clients
(patients and healthcare providers or speakers and listeners, double allegiance) who hinge upon
the professional’s specialised skills to solve a “how to” problem (how to verbally communicate)
by applying specialised skills in unique situations that are difficult to standardise. Therefore, the
professional must exercise discretion by applying a codified body of knowledge (systematised and
standardised only up to an extent according to Freidson, 2001) to unique cases and situations.
Consequently, professional activity may be qualified as a fallible activity due to the exercise of
discretion. The exercise of discretion implies “constantly mak[ing] judgements and on-the-spot
decisions in real life situations that are each unique” when applying their knowledge and skills
in practice (Skaaden, 2019, chapter 3.2.1 Professions and the exercise of discretion, § 1). Of
course, some situations, protocols, procedures, etc. may bear typological similarities, but “no two

situations are identical”:

Above all else, the ideology supporting professional training emphasizes theory and abstract concepts.
This is justified by claiming that whatever practitioners must do at work may require extensive exer-
cise of discretionary judgment rather than the choice and routine application of a limited number of
mechanical techniques. Hence, it is more important to have a firm grounding in basic theory and
concepts to guide discretionary judgment than to gain practice in what can only be a selection from
among all the concrete practical and working knowledge that particular work-settings may require.
(Freidson, 2001, The Professional Curriculum section, § 1)

As Freidson (2001, The Professional Curriculum section, § 1) clarifies, the existing body of
literature fails to address the gaps concerning a “systematic rationale [or method] for distinguish-
ing” classifying and cataloguing disciplines or different kinds of work by their “content”, tasks,

knowledge and skills required for its performance. I conducted an exhaustive literature review
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for the purpose of finding convincing and very well founded facts and evidence concerning the
typology of knowledge underlying the academised, intellectualised, disciplinarised but not yet
professionalised process or activity of translation and interpreting. But I could not find anything
written by translation and interpreting scholars that would explain why medical interpreting is
being played down, trivialised and devoid of occupational dignity. I could not fathom either why
translation and interpreting scholars would keep calling “translation” and “interpreting” a pro-
fession, when it has never been consolidated as such. So after a thorough deliberation I decided
to draw on the sociology of knowledge as I believe it provides unique and exceptional insights
into how the typology of knowledge and skill and its perception by the general public influences
occupational development.

In his book “Professionalism The Third Logic” Freidson categorises different typologies of
knowledge and skill. He foregrounds “discretionary specialisation”, which is grounded in “ab-
stract concepts and theories”, as the “ideal-typical professional knowledge” (2001, section 7, § 1).
This special type of professional knowledge and skill, even though it may have been officially
recognised, may not achieve full endorsement and promotion on political, social and economic
level culminating in official establishment and consolidation of professionalism. It may depend
on the variation in the substance or content of knowledge and skill (which may constitute a
“contingency” of the process geared towards reaching the “position of professionalism”), as well
as on the institutional requirements for the undertaking of tasks it claims ownership for
(Freidson, 2001, section 7, § 2).

6.2. MACRO STRUCTURE OF KNOWLEDGE

This section will purport to introduce some general notions regarding the theory of professional
knowledge, how it differs from profession to profession, and what role it plays in reifying and
materialising professionalisation. I will start by analysing the seventh chapter of the book Profes-
sionalism The Third Logic by Freidson (2001) called

Bodies of Knowledge (subsection Professional Knowledge, § 1-4), which would introduce the
reader to what I think might be called the macro structure of knowledge, and then I shall proceed
to unpick the first chapter of the same book called Professional Knowledge and Skill, which in my
opinion will provide the reader with the more concrete notions of knowledge and the micro
structure of the concept. In this section I shall try to fathom out why some professions are digni-
fied, idealised and even adulated, whereas other professions or occupations are dismissed as not
only unsophisticated, unnecessary, redundant, unimportant, replaceable, but even uncalled for.
My aim is to ferret out why some professionals display peremptory behaviour or attitude and
expect the non-experts to defer to them on important life-altering matters, whereas other profes-
sionals need to become invisible in order not to encumber others with their presence. In other
words, the main question that this section will seek to answer is why physicians’ knowledge is
considered irreplaceable, unattainable and unfathomable to the uninitiated, whereas anyone, be
it a doctor, a patient or a family member can replace the figure of professional interpreter by
making them squeeze into a corner and yield their slot to those who claim to possess analogous
knowledge. This phenomenon was widely reported on by Castillo and Taibi in 2005. Thus, the
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interpreter is being allowed in and tolerated rather than welcome, their knowledge is not consid-
ered to be the expert knowledge and skill, and anyone can step in and have one’s say when it
comes to speaking a language as well as contest their proficiency and task ownership. Therefore,
for the reasons set forth above, I shall try to understand why the professional knowledge under-
pinning medical interpreting does not seem to have quite the cachet of the knowledge underlying

other more recognised professions such as medicine or law.

6.2.1. Ideal type of knowledge

According to Goode (1969, p. 277 as indicated in Freidson, 2001, section 7, § 3) in order to
uphold its position within the desired social milieu, knowledge must be endowed with “abstrac-
tion” as its key feature, and it must systematise “a codified body of principles” or “must be for-
malised and codified enough to allow standardisation” (Larson, 1977, p. 31 as cited in Freidson,
2001, section 7, § 3). The notion of abstraction according to Abbott cannot play a decisive role
of a litmus test, or be subject to a golden standard, it must be “effective enough to compete in a
particular historical or social context” (1988, p. 9 as cited in Freidson, 2001, section 7, § 3-4).
Nevertheless, according to Freidson, it must not be regularised or methodised to such an extent
as not to allow discretionary judgement. “Uncertainty or indeterminacy” must be inherent to the
“complexity of the task” or work (Abbott, 1988, p. 9 as cited in Freidson, 2001, section 7, § 3-4).
It is difficult to develop and fix a set of objective benchmarks or criteria by which knowledge and
skill for certain work may be characterised. These criteria are subject to personal perceptions of

different social actors:

The criteria are not fixed and objective. Furthermore, they vary by social perspective: both consumers
and managers are prone to perceive less indeterminacy and complexity in work than are those who
actually perform it. (Freidson, 2001, section 7, § 4)

Furthermore, Freidson maintains that the assumption of “esoteric” and “schooled theory”
being crucial for appropriate performance of work is highly disputable. Theorists peddle this idea
to practitioners, consumers and managers. They forcefeed its indispensability from their ivory
towers while not having to dirty their hands with workplace reality. Having said that, Freidson
warns us that even though these criteria are biased, they serve the purpose of “justification for
the social status attributed to some kinds of work” and thus although not “timeless” and absolute

they came to be socially and culturally underpinned (Freidson, 2001, section 7, § 4).

6.2.2. Epistemological status

As maintained by Halliday (1987, pp. 28-55 in Freidson, 2001) the epistemological foundation
of disciplines may impose a “knowledge mandate”, extolling knowledge supremacy of certain
types of professions while imposing mediocrity and subjugation on other more disadvantaged
occupations in terms of knowledge and skills. In this light, the scientific grounding of knowledge
and skill employed in medicine endows this discipline with “cognitive authority”.

Nevertheless, according to Freidson (2001, section 7 subsection Epistemological Status, § 1),
to conceive of medicine as a prototypical profession might be misleading as such gravitation to-

wards this assumption implies that “the prototypical professional knowledge is scientific in
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character”, which is a delusion and can be disputed on the ground of perceiving law as a fully-
fledged, established profession as well. Both professions have acquired a traditional status of pro-
fession, however, the types of knowledge and skill employed in these professions are widely dif-
fering. Science is the cornerstone of medicine, while law has no scientific foundation at all, in-
stead it applies abstract concepts partially relying on the “systematic body of abstract theory”
(Merryman, 1985 as indicated in Freidson, 2001, section 7, subsection Epistemological Status, §
1). Halliday and Rueschemeyer both hold that: “neither legal nor clerical profession is based on

positive science [...] (§ 3). Consequently:

Scientific foundation is not an essential characteristic of professional knowledge. This conclusion
immediately raises the possibility of distinguishing different bodies of professional knowledge by their
epistemological status. (Freidson, 2001, section 7, subsection Epistemological Status, § 1)

Halliday (1987, pp. 28-55 as cited in Freidson, 2001, section 7, subsection Epistemological Status,
§ 3) suggests that a more “catholic” approach to “distinguishing bodies of knowledge and skill”
would yield a better understanding and compartmentalisation or systematisation thereof. Accord-
ing to this author, an optimal “cognitive basis for a discipline” would entail a) a sufficiently cod-
ified knowledge; b) tasks that are sufficiently distinctive as to draw clear jurisdictional boundaries
of this discipline; ¢) standardisation of the codified knowledge, skill and tasks which would in
spite of its routinisation still allow discretionary judgement. I have curated the following graphic
down below for a better apprehension (Halliday, 1987).

COMPARTMEN-
STANDARDISA-
SUFFICIENTLY TALISATION OF TION THAT
OPTIMAL DISTINCTIVE TASKS
CODIFIED SUFFICIENTLY WOULD STILL
COGNITIVE BASIS WHICH ALLOWS
KNOWLEDGE AND DISTINCTIVE TASKS ALLOW
FOR A DISCIPLINE TO SET CLEAR
TASKS DISCRETIONA-RY
JURISDICTIONAL JUDGEMENT
BOUNDARIES

Figure 24. Cognitive basis for a discipline according to Halliday (1987 in Freidson, 2001)

[t is worth noting that scientific knowledge is not the only type of knowledge that endeavours
to gain insights into different “facts”, however, scientific methodology is perceived as the most
reliable when it comes to demystification of different phenomena. Halliday subsumes all different
academic specialties under one single academic profession, which is inaccurate because what they

teach and research “sharply divides them into quite different specialties”. Freidson argues that:

The knowledge of some of those specialties is scientific in character, and most of the others are
concerned with discovering and refining substantive knowledge rather than consciously analysing
and expounding values or norms. At best a minority of the professorial disciplines has an essentially
normative or syncretic focus. (Freidson, 2001, section 7, subsection epistemological Status, § 5-6)

Freidson (2001, section 7, subsection Epistemological Status, § 5-7) distinguishes 3 forms of
knowledge:
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Descriptive forms claiming technical Prescriptive forms claiming moral Artistic forms claiming normative
authority authority aesthetic/cultural authority
a) Scientific group c) Secular group (law)
ioti d) Sacred (religion) concerned with:
b) Scho!arly or h'umanlﬁt.lc g'roup ) f) Arts concerned with aesthetic
(according to this classification, - behavioural norms norms
translation and interpreting would fall - social norms or morality
within this category) e) Ethics (concerned with social norms)

Figure 25. Difference between professions with official status and unrecognised occupations according Freidson (2001)

In terms of the scope of the authority, scientists, for instance, may confine their influence to

the relatively limited areas of their scientific interest. Those groups pertaining to normative

knowledge may exercise authority in wider social contexts. Nonetheless, these distinctions are

not empirically mutually exclusive for it is possible to combine technical expertise with moral

authority, for example.
Illich (1976, as cited in Moskop, 1980, pp. 35-41), on the other hand, distinguishes three

branches of professional authorities:

1)
2)

Sapiential authority to advise, instruct and direct

Moral authority which professionals are granted based on their formal commitment to
client welfare. Moral authority seeks to help the clientele receive the benefit they are pur-
suing. This type of authority is grounded in trust which in medical profession, for exam-
ple, manifests when patients confide in their physician and follow the treatment despite

the difficulty, rigorousness and elevated costs.

Charismatic authority implies involvement in “events or situations of special import for
human beings” such as “birth, nudity, trauma, anxiety, disease, death” (Moskop, 1980).
The aforementioned processes constitute the “existentially charged” and “emotionally
laden situations” in which patients have to deal with “suffering and loss”. The practition-
ers find themselves “in the unique position to provide guidance”, to counsel, and to com-
fort the patients and the families. In other words, the practitioners main task is to care

for those involved (Moskop, 1980, pp. 35-41).

Thus, professionals are expected to exhibit a) strong interpersonal skills; b) psychological

strength; ¢) technical competence; d) commitment to client welfare; e) sensitivity to the needs of

suffering individuals (Moskop, 1980, pp. 35-41). Please note that medical interpreting is clearly a

mélange of all three branches of professional authorities, therefore I believe that this occupation

makes an excellent candidate to professionalisation.
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LABOUR FORCE

OCO?;IPCAIZILOS'\':'?\'\I{\S;HOEO PROFESSIONS WITH IDEAL-
AWARENESS TYPICAL PROFESSIONALISM
LACK OF ENJOY OFFICIAL RECOGNITION
RECOGNITION AND SOCIO-POLITICAL SUPPORT]

SKILLS EMPLOYED IN THE

INFORMAL OR CRIMINAL 1) IN SOME CASES, OFFICIAL RECOGNITION AND
ECONOMY WITHOUT OFFICIAL SUPPORT IS A RESPONSE TO THE EXISTENCE OF BROAD
SANCTION OR AWARENESS PUBLIC CONCERN WITH THE PROBLEMS OR ISSUES

ADDRESSED BY A PARTICULAR DISCIPLINE

NO OFFICIAL STATUS, ABSOLUTE
DEPENDENCE UPON THEIR CLIENTS 2) IN MOST CASES, WITH OR WITHOUT BROAD PUBLIC CONCERN,
OR CUSTOMERS IT IS A RESPONSE TO THE CONCERNS OF POLITICALLY OR
| ECONOMICALLY INFLUENTIAL SEGMENTS OF THE PUBLIC, OF THE
RULING CLASS OR PARTY, OR OF A STATE AGENCY.

Figure 26. Labour Force. Source: Freidson, 2001, section 7, subsection The Contingencies of Knowledge, § 1-8

[ have curated the schema inserted above with the purpose of illustrating a clear divergence,
or bifurcation if you will, between recognised and unrecognised occupations, showcasing the rel-
evance of public backup and/or state endorsement and promotion in gaining prominence and
professional status.

[t is worthwhile noting that the authority that a body of knowledge or a discipline exerts is not
an everlasting, timeless, unceasing intangible asset. The discipline which may potentially end up
engineering social behaviours and social tastes and preferences as well as scientifically control
socially relevant issues, is totally contingent upon “the concrete historical circumstances sur-
rounding its position”.

According to Freidson (2001, section 7, subsection The Scope of Epistemological Authority,
§ 2) “the degree and the scope of the authority of a given body of knowledge” is liable to depend
on “its relationship to other disciplines” within the theoretical framework of “social division of
labour”. Freidson clarifies that to fathom out the dynamics and the rationale behind the logic by
which bodies of knowledge gain and lose influence we need to examine the situation through a
historical and social lens, paying close attention to “the spirit of times”, “historic and national
circumstances in which they are practiced” (Freidson, 2001).

Freidson states that the “specialised knowledge” and “skill” are not insulated and decontextu-
alised concepts, but facets to be envisaged within the overarching context of the “universe of
work”, for both constitute a part of the “labour force” (2001, The Contingencies of Knowledge
section 7, § 1-9)

But now the question arises as to what reasoning do the public in general and the “politically
and economically influential segments of the public”, “the ruling class” or “a state agency” in
particular adopt to classify occupations. In other words, why do some occupations get furthering
and patronage while others remain unacknowledged?

Freidson has an explanation which I believe ties in perfectly with my theory as to why medical

interpreting remains unacknowledged:
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There are a few disciplines whose tasks bear on issues of widespread interest and deep concern on
the part of the general population. They might be called core disciplines, bodies of knowledge and
skill which address perennial problems that are of great importance to most of humanity. Although
they have quite different epistemological statuses, medicine, law, and religion exemplify such disci-
plines [...] With official support, one version or another of those disciplines can become very securely
established so long as it also has the support of the general population. But when general support
from the population is fragmented by sectarianism or weakened by general scepticism or indifference,
the official position of disciplines purporting to serve those concerns may become an empty shell and
crumble over time, their position ultimately usurped by another more popular discipline or by schis-
matic movements which fragment if not dissolve the original. (Freidson, 2001, section 7, subsection
The Contingencies of Knowledge, § 1-3)

Following this logic, stakeholders must convince society in general and relevant decision-mak-
ers in particular that medical interpreting is of “widespread interest and deep concern” in that it
deals with issues of great importance to any multilingual and multicultural society, not just iso-

lated non-Spanish speaking minorities. This standpoint was also defended by Phelan et al.:

A first step towards comprehensiveness hinges on society’s political will and its readiness to see that
‘poor communication not only threatens minority speakers’ legal safeguard, but also poses a threat
to the professional integrity of the healthcare workers, police officers, or judges in charge of the
institutional dialogue’ (Skaaden and Felberg 2012: 8). Consequently, ethical principles of a wider
range than those governing the interpreter function are at stake. (Phelan et al., 2020, Organised
education for interpreters: an international spectrum of response section, § 8)

[ italicised the wording throughout this written discourse that I consider to be quite self-ex-
planatory and meaningful. I think that Freidson was envisioning or gravitating more towards
prescriptive cognitive knowledge claiming normative authority when elucidating the rationale
behind the establishment of occupations. Yet this explication can be perfectly applicable and
attributable to any occupation in my opinion.

So, according to the aforementioned reasoning (widespread interest and deep public concern),
the state ought to grant official approval, sanctioning and independent niche within the labour
force not only to the core disciplines, but also, for instance, to “schoolteachers, social workers,
and professors” in that these occupations “provide services directly to the general population”
and the general public is acquainted with their work.

[t is important that we are fully aware and cognizant of the fact that many disciplines are
granted professional status due to “their importance to special segments of society or to the state

itself”, even though their functions have “little relationship to the interests and felt needs of the
broad public”:

But not all disciplines likely to gain special status in the labour force are believed to be of immediate
functional value to either the powers of the political economy or the public at large. Conspicuously
without such value but privileged nonetheless are most of the academic disciplines. If clear functional
value alone were invoked, a privileged professoriate would be composed solely of those disciplines
directly related to the training of engineers, chemists, accountants, and physicians. (Freidson, 2001,
section 7, subsection The Contingencies of Knowledge, § 4)

It is worthwhile mentioning that according to Freidson (2001), the members of certain spe-
cialisations are not always willing to remain faithful to the “jurisdictional boundaries” of their

respective occupations. Sometimes they dispute the boundaries by “contesting” tasks or duties as
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if it was a free occupational interaction, even though these were categorised and systematised by
“managerial authority” by which specialised members were not given leeway to blur official limits.

But the division of labour in a hospital, for example, bears on complex apparatus of hierarchi-
cally arranged technical specialties “both within medicine itself” and those which are not subor-
dinated to medicine.

In his subsection on Institutional Spheres (2001, section 7, § 1, 3-4) Freidson pinpoints the
importance to take into account, when analysing knowledge and skill, the institutional environ-
ment in which concrete “knowledge is exercised”. The practitioners of both, professions as well
as occupations, operate in “particular institutional spheres”, geographically and physically delim-
ited areas like a hospital catchment area, court of law, police station, interpreting booth at an
international organisation, translation bureau, etc., which may be considered as their sphere of
influence. But not all the members of a particular occupation or profession engage in their cor-
responding professional or occupational activities in their “primary institutional spheres, where
the authority of their discipline’s knowledge is central” (Freidson, 2001). Many times they prac-
tice in what Halliday calls “secondary spheres, where the authority of their discipline’s knowledge
is not central” or subsidiary (Halliday as indicated in Freidson, 2001, section 7, subsection The
Variety of Institutional Spheres, § 1). This would clearly be the case of medical interpreters as
they have colonised, if you will, private healthcare, [unsuccessfully] struggling to delimit their oc-
cupational jurisdiction or areas of responsibility/accountability in an unacquainted territory or
interdisciplinary working climate, where their knowledge is conceived of as secondary if not ex-
pendable. In this case coexistence does not always result in fruitful occupational crossfertilisation
and mutually beneficial collaboration. Thus, I agree with Freidson that such “institutional rela-
tions” may critically influence the level of leverage of the authority (or lack thereof) of their occu-
pation.

More research needs to be conducted into the criteria which help classify the character of
knowledge and skill of different disciplines, particularly if scholars aim at examining emerging
occupations, in order to gain insights into how the typology of knowledge and skill predetermines
the essence of a particular discipline. This would help researchers understand how “the character
of disciplines bears on the gaining of economic or political privilege”. Freidson suggests that “we
must go beyond epistemology to the substance or content of the tasks that disciplines perform
and the conditions required for their performance” (Freidson, 2001, section 7, subsection The
Variety of Institutional Spheres, § 3).

6.3. MICRO STRUCTURE

In the first chapter “Professional knowledge and skill” located at the very beginning of the first
part of the book “Professionalism: the Ideal Type” Freidson states that the main objective he
pursued was an ambitious endeavour to “establish the essential framework of distinctions that
defines the type of knowledge and skill at the core of professionalism” (Freidson, 2001, Introduc-
tion section, § 1). The very rudimentary, or as Freidson calls it, “elementary” definition of “pro-
fessionalism is a set of institutions which permit the members of an occupation to make a living

while controlling their own work” (Freidson, 2001). This is a very privileged, advantaged and
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favoured socio-professional position, but it is also highly preferential because the state of profes-
sionalism can be achieved only by those people, whose expertise is envisaged as intrinsically
unique or heterogeneous due to its complexity. In other words, the concepts of “profession” and
“professionalism” would be rendered irrelevant if society was not conditioned to think that the
particular tasks performed by the professional elite are “so different from those of most workers

that self-control is essential”. As stated by Freidson:

The two most general ideas underlying professionalism are the belief that certain work is so special-
ized as to be inaccessible to those lacking the required training and experience, and the belief that it
cannot be standardized, rationalized or, as Abbott (1991b: 22) puts it, “commodified”. (Freidson,
2001, section 1, Introduction, § 1)

If we want to fathom why most of the translation and interpreting activities are not profes-
sionalised we must first and foremost understand what kind of knowledge underlies these activi-
ties and how this knowledge is perceived by the society within a given historical context. But in
order to be able to do that, we must understand how the process of definition of particular kinds
of knowledge works, why certain types of knowledge are considered preferential and are granted
social and economic privileges imperative for the accomplishment of professionalism. Those
scholars who are staunch and ardent advocates of professionalisation of translation and inter-
preting must draw on Freidson’s conceptual tool-box in order to understand why is it that these
disciplines still remain socially unrecognised. It is essential to clearly distinguish between the
importance of the “function” of translators and interpreters and the “degree and kind of special-
isation required by particular jobs” to “establish their social, symbolic, and economic value and
justify the degree of privilege and trust to which they are entitled” (Freidson, 2001, section 7,
subsection The Contingencies of Knowledge, § 1-3). Thus not only the function or the role must
be taken into account, but also the kind of knowledge and the degree of specialisation, and of
course, there must be a belief of inaccessibility, mystique, complexity of training, “belief that [this
knowledge] cannot be standardised [or] rationalised. The general support from the population is
absolutely imperative, if the general attitude towards the concerns, the function, the role and
most importantly the knowledge and skill of a discipline or work may be described as “sceptical”
or “indifferent” then the position of these disciplines is an “empty shell” and it will “crumble” or
be absorbed or “usurped by another more popular discipline” (Freidson, 2001, section 7, subsec-
tion The Contingencies of Knowledge, § 1-3). One could even say that the occupation would de-

professionalise without having even become a profession.

6.3.1. Typologies of specialisations: mechanical vs discretionary

I shall now proceed to unpack Freidson’s notion of specialisation (2001, section 1, subsection
The Growth of Specialisations, § 1-2). He basically distinguishes two major overarching or macro-
structural groups of specialisations: “manual specialisations” (working class) and “intellectual spe-
cialisations” (preserved for the middle class). In his book “The Wealth of Nations” (1776 as cited
in Freidson, 2001, section 1, subsection Manual Specialisations, § 3-4) Smith maintained that
“specialization increased productivity”. Industrial proletariat (or industrial class of workers) ex-

emplifies and represents those workers with manual specialisation. The second type of
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specialisation is intellectual and it started to increase exponentially since the second half of the
nineteenth century “in the pursuit and application of complex, formal knowledge and technique”
(Freidson, 2001). According to Freidson:

Scholarship and scientific research, [...] developed into full-time, paid occupations during the nine-
teenth and especially the twentieth centuries. [...] The practice of most was sustained by the host
occupation of university teaching, but those who could practice in the marketplace became self-sup-
porting occupations, whether self-employed (physicians, lawyers), employed by the state (jurists, engi-
neers), or by industrial enterprises (chemists and most engineers). The development of that form of
specialization, which involved the middle rather than the working class, led to the coming of the
“expert” and the “technician,” along with the English words (which did not exist earlier) to designate

them conveniently. (Freidson 1986, 12-13)

Freidson distinguishes two types of specialisations: mechanical and discretionary. The me-
chanical specialisation entails performance of “simple” and “repetitive” in perfunctory and au-
tomaton-like or robotic fashion. All these qualifiers convey the idea of an utmost simplicity, cog-
nitive effortlessness and monotonous homogeneity. As stated by Freidson, these adjectives trans-
mit “the idea of the exclusive performance of tasks that are so simple and repetitive that they can
be performed by virtually any normal adult [...]” (Freidson, 2001, section 1, subsection Types of
Specialisation, § 1-4). Moreover, there is “little or no opportunity to vary the tasks [...] or the way”
in which these tasks should be carried out.

A mechanical specialization is thought to employ largely everyday knowledge and skill, some of which
is of course tacit, and a fairly small proportion of practical knowledge connected with work in partic-
ular settings. A discretionary manual specialization employs a large proportion of practical
knowledge, and moderate proportions of everyday, formal, and tacit knowledge. A mental discretion-
ary specialization, on the other hand, is distinguished by its reliance on a relatively small proportion
of everyday and tacit knowledge, a moderate amount of practical knowledge, and a high proportion
of formal knowledge. (Freidson, 2001, section 1, subsection Specializations, § 3)

Discretionary specialisation, on the contrary, encompasses the mental exercise of deliberation,
“fresh judgement”, circumspection, “however narrow, minute, detailed, or “specialized” the task.
In other words, in order for the task to be undertaken successfully the performer must make a
cognitive effort of discernment, assessment of the situation, deliberation on action, rational fore-

thought, they must exercise “discretion”. According to Freidson:

What underlies it is not the use of the mind instead of the body but rather the kind of knowledge
and thought that is believed to be used in different kinds of work. Mechanical specialization by defi-
nition requires primarily the knowledge and concepts that normal adults learn during the course of
their everyday lives. Discretionary specialization, on the other hand, is thought to require the em-
ployment of a body of knowledge that is gained by special training - which is why its practitioners
are called experts or specialists and pinmakers are not. (Freidson, 2001, section 1, subsection Types
of Specialisation, § 1-4)

Fox (1974, pp. 26-35 as indicated in Freidson, 2001, section I, Professional Knowledge and
Skill, subsection Specialization, § 4) highlights that the right to employ discretionary knowledge
or judgement implies consumers putting trust in the specialist, but it also implies the worker’s
commitment and moral involvement in the work they do. Thus, the failures that might happen

during the work process should not be considered as a result of “wilful neglect”, negligence,
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malpractice or maladvise. The role of trust is to scale down the “externally imposed” policies,

norm-setting and “rules governing work”.

"Perfomed by semi-skilled workers in factories" (historical context:
capitalist production)

"Performance of simple and repetitive tasks"

Mechanical
specialisation
i ini i o
) oy s Pl 6 No expertise or training is needed: ”any normal adult can perform
detailed division of labour". them

Freidson employs the qualifier
"mechanical" instead

Specialisation
"Little or no opportunity to vary the tasks or the way they can be
performed"

"Tasks in which discretion or fresh judgment must often be exercised if
they are to be performed successfully"

Discretionary
specialization

"Employment of a body of knowledge that is gained by special training
— which is why its practitioners are called experts"

Figure 27. Mechanical and Discretionary Specialisation. Source: Freidson, 2001, section 1, subsection Types of Specialisa-
tion, § 1-4

6.3.2. Definition of skill

As maintained by Freidson (2001, section 1, subsection Skill and the Tacit, § 1), the term “skill”
in official statistics betokens “the amount and kind of specialised training” that the members of
different labour forces are displaying when performing corresponding tasks. Freidson cites At-
tewell (1990, p. 423) who arrives at the conclusion that the notion of “competence” and “profi-
ciency” compound the marrow of the term “skill”, as the main idea of all definitions of “skill”
mirrors “the ability to do something well”. Moreover, the concept of “skill” subsumes both “men-
tal” or cognitive “understanding or knowledge” and “physical dexterity” or patent adroitness.
Nonetheless, sometimes during an employment screening, for example, the term “skill” may be
downgraded to the mere “capacity to accomplish a task which may be kept analytically separate
from the substantive knowledge connected with the task itself” (Freidson, 2001, section 1, sub-
section Skill and the Tacit, § 1-3). According to Freidson:

While skill is itself a kind of knowledge, namely, of the techniques for using or applying substantive
knowledge, it is facilitative in character. Thus, to solve an abstract problem, one must not only have
command over the body of knowledge connected with the problem, but also the rules of discourse
(that is, logic, mathematics, rules of evidence), and the capacity or skill to employ them so as to arrive
at an acceptable solution [...] People with the same substantive knowledge can differ in their skill at
solving abstract problems. (Freidson, 2001, section 1, subsection Skill and the Tacit, § 1-3)
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6.3.3. Typology of skills: codified and tacit skill and knowledge

According to Freidson, skill application is a transition phase from the body of knowledge to the
actual performance of the task whereby this knowledge may be displayed. There are two different
types of skill application: formalised or prescribed and “tacit” or “unverbalisable”. Those skills
which are prescribed by rules, stipulated in “codified texts”, conventionalised, formalised or as
Freidson calls it “formal in character”, “clearly and systematically” specified “in the course of
training for work” are predetermined and must be abode by in accordance with the applicable
provisions. However, the second type of skill is called “tacit”, which Freidson qualifies as “unver-
balised” or “perhaps even unverbalisable”, which means that it is not stipulated by any “formal
corpus of codified technique”. Those skills simply cannot be “codified or described systematically;
they must be learned by practice, become part of the eye, ear, and hand”. In other words, tacit

knowledge is grounded in experience instead of formal knowledge “learned in classrooms”.

According to Polanyi (1964), [tacit knowledge] is also the case for such exalted enterprises as scientific
research. He argues that skills are an essential component of scientific discovery and knowledge, and that
they are exercised according to a tacit art that is based on experience rather than formal theory [...]
The same tacit intellectual skills are involved in writing a research grant, an essay, a scholarly or scientific
paper, a poem, or a novel. Formal rules of grammar, spelling, and discourse can be specified and learned
(some reduced to a computer program), but no set of rules can specify, for example, how much to empha-
size or repeat a point, [...] when ordinary rules and conventional forms can be fruitfully violated, [...] and what
words or phrases, should be used to characterize a point. (Freidson, 2001, section 1, subsection Skill and
the Tacit, § 3-4, [ italicised the key points)

Having defined the concepts of “codified knowledge and skill” and “tacit knowlwdge and
skill”, we shall now proceed to focus on the difference between “everyday knowlegde” and “formal

knowledge”.

6.3.4. Everyday vs formal knowledge

Large numbers of people worldwide contest the knowledge of languages as they claim to be pro-
ficient enough to translate and interpret as though it was as easy as “sweeping a floor, using a
shovel or driving an automobile” (Freidson, 2001, section 1, subsection Everyday and Formal
Knowledge in Work, § 2). Apparently and judging from the famous Pochhacker’s and Kadric’s
paper on The Hospital Cleaner as Healthcare Interpreter (2014) - there is no difference between
sweeping the floor and interpreting. The hospital staff featured in this seminal paper believe that
the hospital cleaner does not need specific knowledge and skill employed by those who work at
particular jobs and occupations (professional translators and interpreters), she just needs her
knowledge of being a regular user, a native speaker of Serbian language to interpret. So the dif-
ference between communication in one’s own native tongue and arrangement or accommoda-
tion of communication for third parties in a multilingual setting has been blurred.

An article authored by Krol-Hage and Kircher (2020) perfectly exemplifies the fact that people
are inclined to consider language learning as something easy and undemanding to accomplish
rather than something sophisticated and time-consuming. The authors of the article imply that

1) every person or every migrant can learn a foreign language or dialect as long as they are willing
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to, but in most cases only to a certain extent; 2) they do not need to be proficient, but rather be
able to employ their basic skills; 3) migrants need these skills to further their career. Thus, the
general public worldwide does not perceive translation and interpreting, as well as language learn-
ing as activities grounded in a particular “kind of knowledge that establishes the foundation for
the institutions of professionalism” (§ 1), in other words they conceive of it as knowledge and
skill which all normal [educated middle class] adults [of the globalised and multilingual society]
“can possess in order to perform everyday tasks of daily life” (Krol-Hage and Kircher, 2020). As a
matter of fact, a large number of people use languages to communicate on a daily basis “unself-

¢

consciously” or “without reflecting on it and [therefore they] may not even be able to verbalise
it”. It (especially the phenomenon of English becoming lingua franca) just became part of the
“corpus of everyday knowledge”, in other words, knowledge acquired empirically or phenomeno-
logically in/throughout everyday life. The fact that contemporary society regards language profi-
ciency, language learning and the derivative activities, such as translation and interpreting, as
exoteric knowledge and skill or “corpus of everyday knowledge and skill”, proves outsiders eligible
and entitled to opt for the very coveted and unprotected role of interpreter. If anyone feels free
to claim proficiency to communicate in a given language, and if nobody calls into question their
knowledge, how they acquired that knowledge and whether any criteria were used to verify it and
what criteria (if any) were employed and why - chaos may ensue. Many medical professionals
plead ignorance regarding the education that an interpreter should receive because they simply
do not view interpreting as an activity one would need to acquire a formal knowledge for, which
substantiates the necessity to fathom Freidson’s distinction between formal and everyday
knowledge. So, basically, there are two groups jockeying for the position of medical interpreter:

qualified and unqualified candidates.

UNQUALIFIED INTERPRETERS QUALIFIED INTERPRETERS

*Those who claim to possess certain linguistic

e L sTranslation and interpreting graduates who might
*Those who actually possess linguistic knowledge, have also had bilingual or multilingual upbringing,
but whose linguistic proficiency has never been resided abroad, worked and gained experience

properly X-rayed or scrutinised
*Those with tacit knowledge which they acquired
through:
Bilingual upbringing
*Work experience
*Sojourn overseas

eIntellectual knowledge obtained [via] primary or
secondary education

*Higher education without a specialisation in
translation and interpreting

Figure 28. Position, expertise and task ownerchip claimed by professional vs layperson interpreters

Unqualified applicants would normally win the competition, because the diploma certifying

completion of undergraduate or postgraduate education in T&I conferred upon the candidate
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by the university does not constitute a seal of quality, it has not set as a benchmark for selection
of aspirants. So interpreting, be it in public services or private health sector, is indifferently re-
garded upon as some perfunctory, unsophisticated, customary, effortless and undemanding ac-
tivity, a “taken-for-granted activity” as it was coined by Schutz (1970) and Garfinkel (1967), or
“common sense” activity as it was called by Geertz (1983a, pp. 73-93) as cited in Freidson (2001,
section 1, subsection Everyday and Formal Knowledge in Work, § 3). Thus, it is absolutely im-

perative to:

Distinguish the knowledge and skills which all normal* adults [..] possess in order to perform the
everyday tasks of daily life from the knowledge and skill needed only by those who work at particular
jobs and occupations. (Freidson, 2001, section 1, subsection Everyday and Formal Knowledge in

Work, § 3)

Needless to say, the knowledge required to carry out certain specific tasks is more respected
than commonly-held knowledge (Freidson, 2001, section 1, subsection Working Knowledge, §
3). I believe that the following excerpt is worth reproducing as it will help the potential reader to
get a better idea of knowledge distribution in modern society from the point of view of the soci-

ology of professions:

It is important to note that some of what is taught in the primary and secondary schools that all
children must attend is formal in character, is based on abstract theories and concepts created by the
intellectual classes. While that formal knowledge (see Freidson 1986: 2-16) becomes part of everyday
knowledge, it is only a part, and a small part at that, of a much larger corpus. Some of it - what
Machlup (1962: 21-2) calls “intellectual knowledge” - is taught to children who obtain a higher
education, and becomes incorporated into the everyday knowledge of the educated middle class. The
largest part of it, however, is taught only to those seeking specialized vocations. Unlike everyday
knowledge, formal knowledge is institutionalized into what Foucault (1979) called “disciplines” and
Holzner (1968: 68-70) “epistemic communities.” [...] The formal knowledge of particular disciplines is
taught to those aspiring to enter specialized occupations with professional standing. For actually performing
work, formal knowledge may be needed in some cases, but so also are specialized knowledge and skill of a
more concrete nature and, of course, everyday knowledge. (Freidson, 2001, section 1, subsection Every-

day and Formal Knowledge in Work, § 4-5)

[ want to elaborate more on the fact that only a small section of formal knowledge becomes
entrenched in the corpus of empirically acquired everyday knowledge. So, translators and inter-
preters did not manage to blackbox their knowledge, to mystify it until an extent where it is no
longer considered exoteric but esoteric instead. The scepticism and the indifference of society
and policy-makers is one of the key factors that would explain the lack of interest towards medical
interpreting, the lack of broad public concern with the problem or issue addressed by a particular
discipline is another pivotal factor. Turning a blind eye on the immediate functional value med-
ical interpreting would have if it were applied in a proper manner is another factor of paramount
importance. But the main latent underlying pitfall is that the knowledge that interpreters use is
considered unspecialised, customary, standardised, dispensable and expendable. Anyone who

speaks the language can easily deputise for interpreter. Therefore, language related occupations

# Educated, middle and upper class adults.
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are becoming extremely vulnerable because no hurdles are to be cleared in order to access these
uninstitutionalised domains of competence.

In order to thrash out this complex situation, all social actors involved in it (qualified inter-
preters, unqualified interpreters, society, state, employers and co-workers from primary as well as
secondary institutional spheres) must lucidly distinguish everyday knowledge used by amateurs
from specialised, vocational and formal knowledge institutionalised (academically disciplinarised)

into disciplines which teach skills of specific or concrete nature.

6.3.5. Working knowledge

Freidson distinguishes another important type of knowledge, the “working knowledge” which
encompasses all the knowledge and skill employed to undertake assignments at work inde-
pendently of its “content” or “source”. This rather general category of knowledge encapsulates
both formal and everyday variations of knowledge. The working knowledge consists of two ele-
ments: diagnostic and prescriptive. The former incorporates the “background information”, in-
teriorised insights and vast groundwork that allows the workers to identify the source of the prob-
lem. The latter integrates a “repertoire” or repository of “tested procedures” and “techniques”
that allow the workers to successfully solve or at least partially contend with the previously diag-
nosed problem (Kusterer 1978, p. 138 as cited in Freidson, 2001, section 1, subsection Working
Knowledge, § 1-2). Nevertheless, Freidson states that this standpoint is too restricted (§ 3). Abbott
(1988, pp. 40-52 as cited in Freidson, 2001, section 1, subsection Working Knowledge, § 3-4)
incorporates the notions of “diagnosis, inference, and treatment” and denominates them “the
three acts of professional practice”.

Freidson introduces another variation of working knowledge - “practical knowledge”. Ac-
quired through work experience it may be described as instrumental in character, for it resembles
a toolbox which allows workers to undertake specific tasks under concrete circumstances
(Freidson, 2001, section 1, subsection Working Knowledge, § 4). The point of departure of Scrib-
ner’s theory cited in Freidson, is that “practical thinking [...] developed and learned situationally or on
the job involve[s] little formal knowledge” and constitutes the cornerstone of working knowledge and
skill (Scribner, 1986 as indicated in Freidson, 2001, section 1, subsection Working Knowledge,
§ 4-6). Part of that practical knowledge may be “tacit, and therefore neither verbalized nor codi-
fied”. Scribner highlights “the discretionary character of the practical thinking” which has an
“artful aspect” to it: its “flexibility” allows workers to solve the same problem each time in a
different way by applying “a preferred mode of problem-solving”, which best matches the chang-
ing circumstances this problem is surrounded by. “All forms of work thus require both everyday
and practical knowledge and skill in varying degrees, but only some require the specialized formal
knowledge that has not been incorporated into everyday knowledge”, but unfortunately medical
interpreting as well as other forms of translation and interpreting (see following sections) are not
considered to be the case (Freidson, 2001, section 1, subsection Working Knowledge, § 4-7). The
specialised formal knowledge by no means constitutes everyday knowledge, but is grounded in and
achieved by means of arduous, gruelling work, predisposition to life-long learning, and according

to Freidson, also “special vocational schooling”:
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Discretionary specializations which do include a large component of formal knowledge in their train-
ing are identified with the historic professions. Those specializations which embody values held by
the public at large, the state, or some powerful elite are given the privileged status of monopoly, or
control over their own work. This monopolistic control is the essential characteristic of ideal-typical
professionalism from which all else flows. (Freidson, 2001, section 1, subsection Working

Knowledge, § 7)

6.3.6. Formal knowledge

Freidson (2001) manages to pinpoint the knowledge allocated to professionals who enjoy a priv-
ileged status and who were given the leeway to control their own work themselves. He draws a
clear distinction between the knowledge and skill that endow an occupation with professional
characteristics or professional skeleton if you will, and some baseline, “informal knowledge of
everyday life” (Freidson, 2001, section 1, subsection Specializations, § 1). Freidson (2001) views
skill as an ability to use the knowledge in way that would allow to accomplish the task that is
being undertaken in an appropriate and successful fashion. “Like substantive knowledge, it can
be tacit, embedded in experience without being verbalized, codified, or systematically taught”
(Freidson, 2001, section 1, subsection Specializations, § 1). Before I delve deeper into the char-
acteristics of the type of knowledge I am looking for, I would like to recapitulate on the main
types of knowledge I have presented and broken down so far.

All of the adult members of a community are fully acquainted and familiarised with the infor-
mal knowledge of everyday life. This type of knowledge “taught in schools and by the media” may
integrate “abstract theories and concepts” (Freidson, 2001, section 1, subsection Specializations,
§ 1-2) thus generating a bedrock for further entrenchment in the specialised bodies of formal
knowledge, but it is not the specialised knowledge.

Working knowledge, as we have seen in the previous section of this chapter, “has [certainly]
narrower scope than everyday knowledge” (Freidson, 2001) because it is geared to the successful
accomplishment of the task. It is not shared by general population. This type of knowledge is
compartmentalised into “conscious and tacit [...] bodies of practical knowledge and skill” shared
by all those people who carry out the same type of work.

The third type of knowledge is denominated formal knowledge and this is the definition
thereof:

[Formal knowledge] is composed of bodies of information and ideas organized by theories and ab-
stract concepts. Some of it inevitably rests on the taken-for-granted (which is to say, tacit) assumptions
stemming from both everyday and working knowledge, and some of it becomes part of everyday
knowledge in advanced industrial societies, but most of it is divided among specialized disciplines
practiced by different groups of specialized workers. (Freidson, 2001, section 1, subsection Speciali-
zations, § 2)

In conclusion, we have three major specialisations categorised in accordance with the degree
or extent to which these specialisations are considered to operationalise the aforementioned types
of knowledge. I recreated the skeletal representation that Freidson used in his book, because 1
think it is very clear and straightforward, and there is also a very schematic description that pre-

cedes the table, which I do not want to alter and which I believe is worth reproducing as it is:
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TYPE OF EVERYDAY PRACTICAL FORMAL

SPECIALISATION KNOWLEDGE KNOWLEDGE KNOWLEDGE TACIT KNOWLEDGE
MECHANICAL High Low Low Moderate
MANUAL . .
DISCRETIONARY Moderate High Moderate High
MENTAL .

DISCRETIONARY 2 Moderate High Low

Figure 29. Adaptation of Table 1.1 Relative proportion of each type of knowledge and skill in each type of specialization
extracted from Freidson, 2001, Specializations section, § 4

Accordingly, MI falls within the mental discretionary specialisation, which implies low levels
of everyday and tacit knowledge, moderate level of practical knowledge and high level of formal
knowledge.

6.4. HOROBIN’S CONCEPTS OF “MYSTERY” AND “CHARISMA” APPLIED TO MEDICAL
INTERPRETING

The knowledge and the skill underlying every profession and the perception thereof are inti-
mately interlinked with the concepts of “mystery” and “professional charisma”. Both concepts
form powerful mechanisms stimulating public recognition, which is an absolute must if profes-
sionalisation is being pursued.

[ presume that these notions are remarkably relevant for this study, especially taking into ac-
count the exponential vulgarisation and generalisation of the specialised knowledge underlying
MI. Interpreting certainly has mystery surrounding it, but this mystery is being detracted from by
the generalised nullification of the merit of language professionals. This section will seek to de-
termine why mystery and professional charisma are so important for the consolidation of our
profession.

6.4.1. The importance of mystery

In order to entrench the perception of value of a particular profession in the society, its members
must protect their professional interests, which include: exaggerated claims of validity and effec-
tiveness, selective development of knowledge, protective maintenance of mystique and complex-
ity, over-education with the aim of professional respectability and limitation of access to the pro-
fession (Rueschemeyer, 2016, section IV, § 12).

Outsiders are irrational, dangerous and potentially corrupting to the purity of the rational cognoscenti.
The threat of corruption is ever present, however, in the form of the competitive forces in society at
large - rival organizations, sub-professions, the dissemination of hitherto reserved knowledge through

mass media. (Jackson,1970, pp. 1-17)

Mystery is important for the recognition of an occupation as a profession on social and state

levels. Each occupation or profession is judged, and:
These judgements use a variety of cross-cutting (and often contradictory) criteria, including produc-

tiveness, social importance, scarcity value, degree and type of mystery. We also judge work perfor-
mance by the quality of the product (in so far as we can assess this) and by the work style of the
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performer. The amount of trust we feel justified in placing on the work done for us is a measure of
both the moral status of the occupation and of the work performance we can expect. (Horobin, 2016,
Profession as Morality and Mystery section, § 1)

Professional “mystique is [...] compromised by the contact [the professional] must make with
the profane world” (Horobin, 2016, Profession as Morality and Mystery section, § 1). MIs con-
tinuously find themselves in contact with the profane world, in that they are bridging the gap
between medical professionals and patients.

Also, the knowledge underlying language learning, and consequentially interpreting, has been
debased and turned into everyday knowledge taught at schools, courses, different university fac-
ulties, etc. Language learning and interpreting, both have been universalised until becoming eve-
ryday non-specialised knowledge. These activities have lost the prestige along with the esoteric
value. Both interpreting and language learning became secularised activities, included into mass
education. The mystique of these activities is compromised by the fact that the tasks are consid-
ered to be within the general competence.

The lack of exclusive discretionary specialisation, professional autonomy and occupational
self-control denote lack of social, symbolic and economic value, which would justify the degree
of privilege, socio-economic relevance, prerogative to assume control over all aspects of the occu-
pation, special entitlements pertaining to professional elite, and authority. The occupation of MI
does have the moral superiority as MIs similarly to the doctors are never off duty, and the inspec-
tion of the private lives of the patients whose utterances they interpret is also part of their under-
taking. Therefore, the concept of service in the sense of duty, assistance and help rather than self-
interest pursuing financial benefit only is also inherent in MI.

However, MI lacks supra-authority displayed by adopting a “paternalistic stance” in the expert
vs nonexpert dichotomy, in that MIs are often expected to advocate for one of the parties (Hsieh,
2013) and to bridge the gap between the expert and non-expert knowledge by the implementation
of certain techniques. Interpreters are often expected to deliver an interlingual as well as intralin-
gual rendition of discourse, which would include a re-expression of the utterances (from more
specialised to less specialised). Such adaptation may include synthesis of information, termino-
logical simplification (otherwise known as determinologization of complex medical terms), para-
phrasis, use of synonyms, common sense explanations of difficult concepts, explication, person-
alisation of the language being used by expanding relevant information and by making key mean-
ings explicit, by adjusting tenor or register to achieve more customised information, by simplifi-
cation of syntax and lexis, as well as by substitution, omissions and additions. However, the pro-
fessional knowledge needed to exercise professional discretion in this case is not surrounded by
mystery or enigma, because this occupation has been vulgarised and its tasks oversimplified, de-
skilled and mainstreamed in the eyes of the general population. Interestingly enough, there is
certain mystery and enigma surrounding polyglotism and hyperpolyglotism though, nevertheless
often it is not the level of proficiency that is being extolled, but the sheer quantity of foreign
languages that the alleged polyglot can allegedly speak.

With regard to professional jargon, neologisms, and the creation of knowledge by means of

research as processes of mystification, it is worth noting that these remain reserved only to the
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academic realm and perhaps are more noticeable in the case of more professionalised branches

of interpreting.

6.4.2. The definition of “mystery” and its application to medical interpreting

According to Kosa (1970 as cited in Horobin, 2016, Professional Charisma section, § 1) the
notion of professional mystery is strongly correlated to the idea of professional charisma. In the
case of medicine, for example, “the original [...] charismatic authority” (Kosa, 1970) manifests as
“powers to heal sickness and cast out devils” (Mark 3:15 in Kosa, 1970) and in a unique “aura”
not shared with other professions enshrined in the Hippocratic Oath based on the principle of
primum non nocere. In a collective consciousness and public sentiment the term “doctor” and its
synonyms are instantly associated with the alchemical “ability of healing” using magical portions
(Horobin, 2016) and the domination over, supremacy of and “mastery” over death itself. These
seem like superpowers, and although there is nothing magical about them (as people still die and
doctors use informed consents as a way to wash their hands of undesired complications) the
public still “invokes” these powers in times of distress (Kosa, 1970, p. 31 in Horobin, 2016, Pro-
fessional Charisma section, § 1). This happens because medicine encompasses highly specialised
fields of knowledge which are meant to solve widely experienced social problems. These problems
affect all individuals, but only a few can actually end up becoming experts in these fields of
knowledge. Such knowledge requires training, which “represents an [institutionalised] initiation
into mysteries” (Jackson, 1970, p. 7). This training will allow the professional to solve certain
problems by engaging in “taboo” activities placed “in the central value system of the society”, such
as “the cutting up of cadavers”, “the examination of the body”, or the examination of “inner
secrets” (Jackson, 1970, p. 7).

The medical profession deals with human beings, their personality, fights off a common ad-
versary, which is the disease, and deals with “circumstances which are beyond human control”
(Kosa, 1970, p. 27, in Horobin, 2016, Professional Charisma, § 2).

Goode (1969) proposed that that there were limits to the extent to which certain occupations could
“professionalise”, mainly because society did not accept that some occupations had sufficient of the
two core elements of knowledge base and service ideal. [...] he argued that the “four great person
professions” of law, medicine, the ministry, and university teaching, in an important sense, “get in-

side the client”. (Ovretveit, 1992)

In accordance with this statement, the society in Spain does not seem to accept that MI is
sufficiently complex to require the special knowledge base for practice. It is rather viewed as a

“semi-profession”, which lacks “knowledge, skills or service value to exchange for the public trust”

(Goode, 1969, p. 307, cited in Ovretveit, 1992, pp. 191-195). For Goode:

The crucial difference is whether the substance of the task requires trust and therefore autonomy,
and therefore some cohesion which the occupation can in fact impose ethical controls on its mem-

bers. (Goode, 1969, p. 307, cited in Ovretveit, 1992, pp. 191-195)

Horobin (2016, Professional Charisma, § 6) states that the esoteric character (in other words,
the mystery) of a profession consists in tackling the problems “which seem beyond [the] control

of general population and comprehension”. Due to the universalisation and de-specialisation of
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language learning and acquisition, and owing to the fact that interpreting is viewed as a natural
activity, any person can self-identify as proficient language user capable of interpreting. Therefore,
interpreting is no longer perceived as a skill beyond the control and comprehension of general
population. The problem is that very few people are aware of the difference between amateur
language knowledge and natural interpreting and the actual language proficiency and profes-
sional interpreting. If language acquisition can still be viewed as a process that requires talent,
giftedness and is therefore mystical, interpreting is seen as an effortless activity.

We must not forget that “profession” is a folk concept (Freidson, 2016) and it cannot be
decontextualised and isolated form the social, political, economic and historical backdrop. There-
fore, in spite of having once had these historically underpinned “mystical roots” or “mystical
authority” we have suddenly started to lose them due to the deployment of new technologies,
globalisation and promotion of multilingualism. The universalisation of English also exacerbates
the situation. However, with “more than a billion people speak[ing] English as a first or second
language, and hundreds of millions more as a third or fourth [...] the demand for English profi-
ciency [still] far outpaces supply” (EF EPI English Proficiency Index, 2019, pp. 4-5). The report
concludes that this is due to the fact that the speed at which English started to exponentially and
dramatically gain value in the workplace and the speed at which it ended up becoming a valuable
asset for an applicant to possess was too fast for the society to catch up with (EF EPI English
Proficiency Index, 2019, pp. 4-5).

The 2019 EF EPI report indicates that “English is, by far, the most widely studied second
language in the world [...], yet despite these massive public and private investments in teaching
English, results are frustratingly uneven. Pupils with years of classroom instruction often cannot
hold a conversation” (EF EPI English Proficiency Index, 2019, p. 40). Thus, those employees who
were attending school in 1989 constitute today “the core of the global workforce” (EF EPI English
Proficiency Index, 2019, p. 40), but many thereof do not speak English.

As regards other foreign languages, Spanish public administrations may think that with time
everything will sort itself out on its own because the immigrants will have already learnt Spanish
and the EU expatriates residing here, if they do not learn it, it is because they do not need it
(Nifio Moral, 2008, p. 1068). Nevertheless, the reality and experience of the countries that have
traditionally been recipients of migrants shows that the language problems will not end up sorting
themselves out just like that.

The advocates of life-long learning may claim that “the idea that adults cannot learn English
has been thoroughly disproven” (p. 40), however, this statement clashes with the opinion of the

experts in the field of neurocognition, who state that:

In 2016, more than 60% of adult European citizens were able to speak at least one foreign language
(FL; European Commission—Eurostat, 2016). With multilingualism on the rise, learning foreign lan-
guages (FLs) is so common these days, it is often taken for granted. Yet, regardless of how ordinary it
might seem, mastering a new language is and always will be an immensely complex task. Being able
to formulate sentences in any language requires knowledge of its words and grammatical structures,
all of which have to first be encoded, and then consolidated and integrated into long-term memory.

(Mickan et al., 2019b)
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In addition, we cannot turn a blind eye and choose to ignore the fact that, as Garber (1998 in
Nifio Moral, 2008, p. 1068) points out, community interpreting is characterised by the fact that
it emerges precisely in a situation of crisis in the life of the user. Which means that the individual
finds him/herself probably in a state of emotional distress and dismay, which will encumber their
ability to express themselves accurately in a language that is foreign to them (Barclay 2002, p.
503, cited in Nifio Moral, 2008, p. 1068).

De-mystification, exoterisation and mainstreaming of knowledge underlying language acquisi-
tion and interpreting, and the promotion of English as lingua franca is clearly detracting from
the complexity and mystery of language learning and interpreting. The fetishization of multilin-
gualism in modern societies nullifies the merit of the language professionals, completely stripping

the discipline from mystery.

6.4.3. The definition of charisma and its application to medical interpreting

MIs enable doctor-patient rapport, however, their work remains unacknowledged. The figure of
interpreter as perceived by service users is stripped from the professional merits, professional
dignity and value of professionality. The role that is being attributed to the interpreter in Spanish
medical settings is that of a doctor’s assistant, rather than an autonomous professional in the sense
of a separate professional figure. MI has been fully instrumentalised and adapted to meet the
needs of those who exert the highest authority in their primary institutional sphere.

The main difference between the charisma of a doctor and the charisma of an interpreter is
that the physician has a professional charisma, whereas the interpreter is expected by the employers
to exhibit a personal charisma, which encompasses rather personal traits and attitudes such as em-
pathy. Doctors are perceived as heroes and saviours, while interpreters are viewed as empathetic,
over-involved multilingual and multitasking do-gooders with some taken for granted linguistic
knowledge, and whose outstanding professional merit is being nullified by the popularisation,
de-specialisation and exoterisation of specialised knowledge they possess. MI are expected to help
medical staff and patients, but the concept of “help” in this case is extremely vague.

These wordings misinform the populace about the range of tasks which fall within the remit
of an interpreter, so by trying to be empathetic and willing to “help” sometimes interpreters
themselves blur the jurisdictional boundaries of their own expertise, which is one of the worst
things the members of an occupation can do, as according to Halliday (1987 as cited in Freidson,
2001) the sufficiently distinctive tasks are essential for the correct distribution of work within the

division of labour.
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7.  WIDELY-HELD PERCEPTIONS OF THE KNOWLEDGE
UNDERLYING INTERPRETING, LANGUAGE ACQUISITION AND
POLYGLOTISM

” “ ” “«

The concepts of “proficiency”, “fluency”, “command / mastery / knowledge of a (foreign) lan-
guage”, “to speak a language” are intricate and complex to disentangle. Many people both experts
and non-experts in the field use these terms interchangeably as if they were synonyms, but the
real meaning behind these terms remains obscure for both initiated and uninitiated. Neverthe-
less, the main problem resides in the fact that very few people seem to consider one caveat: the
level of linguistic proficiency, its assessment and accreditation. Drawing on my own professional
experience I believe many medical professionals are convinced that as long as they have a super-
ficial understanding of the discourse being delivered by the patient, and as long as they believe
they can surmise the [rest of the] meaning and intention of the discourse from a few words they
[might] have understood, they already know the language.

Thus, the main point of departure of this thesis is the perception of “profession” as “an in-
trinsically ambiguous, multifaceted folk concept” or “a historical construction” (Freidson, 2016,
pp. 20, 32). Accordingly, the bedrock of every profession is the ability of its members to make a
living while controlling their own work by curbing competence and monitoring jurisdiction over
particular tasks. In order for an occupation to be granted exclusive regulative authority over a
series of tasks it claims ownership over, these tasks and the knowledge underlying them need to
be envisioned by the state and by the society as intrinsically unique, inexhaustible, unparalleled
and most importantly, absolutely unfathomable, mysterious/mystifying, obscure, esoteric and in-
decipherable to those who did not successfully complete the training necessary to acquire this
knowledge which will allow them to accomplish the tasks.

The society and the state must be conditioned to conceive of the tasks and the work an occu-
pation performs as something very different from the rest of the undertakings carried out by other
occupations, so that occupational self-control is acknowledged as an absolutely ineluctable con-
dition for correct functioning. Only when the general public is convinced that the work being
done is so specialised as to be inaccessible to all those lacking the required (university) training,
will it attain the necessary social, symbolic and economic value which would justify the degree of
privilege, socio-economic relevance, prerogative to assume control over all aspects of the occupa-
tion, special entitlements pertaining to professional elite, and authority. Consequently, the gen-

eral public’s stance on this occupation is pivotal for its recognition.

The prerequisite for all other institutions of professionalism is official recognition that the occupa-
tion uses in its work a complex body of formal knowledge and skill that commands abstract concepts
or theories and requires the exercise of a considerable amount of discretion. The general public’s
views of that occupation can facilitate and support such recognition, as can the views of some influ-
ential elite, but recognition and support from the state or some other paramount power is essential.
When so recognized, an occupation is in a position to control its own work rather than be controlled
by consumers or managers. (Freidson, 2001, Training Programs section, § 1)
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Therefore, in this section I shall proceed to examine the extrinsic, widespread and streamlined
perceptions of the knowledge base undergirding the seemingly interchangeable concepts of “in-
terpreting”, “language acquisition” and “polyglotism”. Many people seem to misconstrue these
intrinsically correlated concepts as they have apparently internalised them as synonyms. There-
fore, I shall attempt to ferret out the rationale behind the general public’s definition of each of
the above mentioned concepts by analysing the current situation from the perspective of
Freidson’s theory of the typology of professional knowledge. This section sets out to determine
the key features or facets whereby medical interpreting, a concept which became mired in confu-
sion, may be distinguished from other similar concepts. The relevant decision-makers as well as
the society at large need to experience cognitive and conceptual awakening and de-patterning®
from the deeply entrenched misunderstandings by breaking the previously conceptualised and

internalised concepts or ideas and reconstructing them all over again.

7.1. KEY EXTERNAL PLAYERS, KEY INTERNAL PLAYERS AND THE SOCIETY AT LARGE

Apart from the passive or rather detached general public’s view on interpreting, there is a number
of social actors or players whose opinions and actions exert a major impact on the development
of a profession. Garcia-Beyaert (2015, pp. 45-46) established the taxonomy of key “external” and

“internal players”. Following her ideation, I curated the following graph:

Social actors

Key external players

Spanish society at large Key internal players

Grantors (determine In-house MI be it

whether the service is
provided or not)

» | professional or
layperson

Decision makers and
resource holders in
public healthcare

Decision-makers and
resource-holders in
private healthcare

Outsourced agencies,
language companies,
embassies,

consulates

v
Supragovernmental Private facility N .
institutions such as the management/ Cognitive Authority
EU or WHO administration (University,

- —» Academia)

v
Govemnment, State Medical professionals
National/International - » ISO 13611
I 3 il

National/International Policy- Patients’ family
makers (ISCO-08, CNO-11) members and relatives

Figure 30. Adaptation of the table displayed in Key external Players in the Development of the Interpreting Profession,
(Garcia-Beyaert, 2015, p. 43)

The following sections will be dedicated to analysing how such concepts as “interpreting”,

“polyglotism” and “language acquisition” are viewed by the supragovernmental institutions such

# In figurative sense.
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as the EU, by the EU citizens, by the representatives of Spanish government, by the national and
international policy-makers (ISCO-08 and CNO-11), and by the ISO 13611 and ISO 21998. Part
III of this thesis will be narrowed down to a detailed analysis of the situation in the private
healthcare.

7.2. KNOWLEDGE UNDERLYING INTERPRETING LANGUAGE ACQUISITION AND
MULTILINGUALISM AS PERCEIVED BY THE EU

The main conundrum which hinders professionalisation of MI is fuelled by the promotion of
multilingualism and language learning. This tendency may engender a fallacious perception of
languages and interpretation creating an illusion of language proficiency being sufficient to be-
come an interpreter, thus, proliferating the use of bilinguals as interpreters. The EU initiatives
of popularisation and stimulation of multilingualism might be, although not by deliberate intent,
contributing to downgrading and oversimplification of language learning. Although unpremedi-
tatedly, this promotion automatically may lead to generalisation or universalisation of knowledge,
and what is most important de-specialisation of the knowledge and skill underlying language
learning, depicting it as unspecialised knowledge accessible to literally everyone and no longer
reserved exclusively for those who are willing to undertake vocational training to become experts,
specialists and professionals. The notion of effort, talent or innate predisposition intrinsic to
both language learning and interpreting might be unwillingly played down. Promoting multilin-
gualism unintentionally strips mystique, specialisation, complexity and inaccessibility from lan-
guage learning leaving it devoid of charisma, secrecy and preternatural dimension.

The spirit of multilingualism promoted by the EU documents might contribute to instilling
or ingraining the idea of naturality, simplicity and innate ability of language learning. This ten-
dency creates an illusion that knowledge underpinning language proficiency is within everybody’s
reach, that it is universal and achievable for widespread use. Multilingualism may be misunder-
stood as the ultimate utopian solution to all language problems by some member states’ law mak-
ers and decision-makers. The Commission has a long-term objective “to increase individual mul-
tilingualism until every citizen has practical skills in at least two languages in addition to his or
her mother tongue” (European Commission 2005, p.4). However, The Council and Parliament
realise that “an individual’s level of proficiency will vary [...] according to that individual’s social
and cultural background, environment, needs and/or interests” (European Parliament and
Council of the European Union 2006, p. 14). The EU distinguishes between different levels of
competence that an individual might acquire in a given language ranging from “partial skills
competence to full literacy” (European Communities, 2007, p. 6).

English is viewed as “a means of non-mediated intra-European and international communica-
tion” (2007, p. 7). It became the most demanded foreign language at schools across the EU being
learnt by a “90% of all pupils in secondary education (Eurydice 2005, p. 11, cited in European
Communities, 2007, p. 7):

It is doubtful that the benefits of language learning highlighted by the EU will convince Europeans

at large. The appeal English holds for young people is a well-researched topic. However, what is per-
haps even more important is that for a variety of reasons many policy-makers and decision-makers -
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including parents - firmly believe that all that children at the beginning of the 21st century need to
acquire is a good command of English. (European Communities, 2007, pp. 8-9)

High Level Group on Multilingualism suggests that language learning at school age ought to
be combined with “extracurricular and out-of-school activities [...] and contacts with speakers of
other languages”, so that the children are given bilingual upbringing (European Communities,
2007, pp. 10, 19-20). “Early Language Learning” as well as “Content and Language Integrated
Learning (CLIL)” were implemented as strategies promoted by the EU (European Communities,
2007).

However, the report does not view multilingualism or the universalisation of English as a
replacement for professional interpreting. It rather prognosticates an exponential increase in de-
mand for “highly qualified language specialists” (European Communities, 2007, pp. 10-11). The
report emphasises that “quality has its price” and therefore higher education institutions in the
Member States “are and must remain responsible for the training of the highly qualified inter-
preters and translators required in the European institutions and bodies” (European Communi-
ties, 2007, p. 16). Thus, it is absolutely unacceptable that there be a decline in quality. The EU
document attributes high value to the translation and interpreting, and calls it a “highly demand-
ing profession” (European Communities, 2007, p. 17). The EU highlights the need and demand
for both the “language learning” and the creation, expansion and preservation of T&I services of
“unparalleled size, complexity and quality” (European Communities, 2007, p. 6). The EU
acknowledges that the acquisition of a high level of linguistic competence is “an arduous and
time-consuming task”, especially when it comes to languages such as Arabic, Chinese, Korean or
Japanese (pp. 16, 22). The report goes on to unpick the current situation of the interpreting
profession and it is worthwhile to reproduce an excerpt I believe clearly showcases the value that

the EU ascribes to the knowledge and skill required to work as interpreter:

In spite of increasing demands in certain sectors, the interpreting profession seems to be particularly
vulnerable. Training for high-quality interpreting requires major investment in terms of time and
money; interpreting is a highly demanding profession. Whereas in the past, it was possible to expect
adequate returns on the investment made, the market has now become much more volatile, requiring
increased flexibility in terms of languages, directionality, the immediate work environment, and
modes of delivery. [...] The European Commission should encourage the launch of European projects
for the joint development of higher education programmes in legal / court translation / interpreta-
tion and community translation / interpretation. Projects should focus on the identification of the
competences required in carrying out the respective professions. [...] The programmes to be devel-
oped should also equip students with competences sought after in related sectors of the labour mar-
ket. (European Communities, 2007, pp. 17-18)

In spite of all the value that is being attributed to interpreting in these excerpts, some EU texts
can be difficult to fathom out. The logic and the ideation of the following extract is extremely
difficult to grasp, as it exemplifies a glaring inconsistency in terms of offering two completely

different solutions to the same problem:
Legal interpretation: In certain situations it is crucial to have proper language assistance to protect

essential rights. Increased mobility means that lawsuits in Europe frequently involve people with
limited skills in the language of the court. [...] the Reflection Forum on Multilingualism and
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Interpreter Training [...] recommended ways of spreading best practice and improving the quality of
legal interpreting training in Member States.

Languages in the health services are also vital to citizens’ wellbeing. Greater mobility for work or
leisure means health professionals increasingly need to understand patients in a language other than
their own. The emergency situations involved and the very specific vocabulary are a major challenge.
This is a very clear example of why the Commission encourages Member States to ‘mainstream’ mul-
tilingualism, i.e. include it in other policy areas. (European Commission, Directorate-General for

Education, Youth, Sport and Culture, 2009, p. 15)

Note how the authors of the document acknowledge the need for “proper language assistance”
in legal realm, and how multilingualism is viewed as a viable solution for the health services. The
authors do not even mention medical interpreting! They highlight that healthcare professionals
“need to understand patients in a language other than their own”, implying that medical profes-
sionals and the patients need to figure it out on their own. In my opinion, the document clearly
indicates that healthcare professionals must learn foreign languages in order to communicate
with their patients. Moreover, the authors go on to say that this need to understand the foreign-
speaking patient is “a very clear example of why” the multilingualism should be encouraged and

mainstreamed across the EU Member States. This statement is just self-explanatory.

7.3. INTERPRETING AS ENVISIONED BY SPANISH POLITICIANS

The attitudes or personal opinions that some decision-makers on the national level display to-
wards interpreters are an important source of information, however very few national politicians
have expressed their views on this particular occupation in this particular context. Therefore, the
example that [ am about to share is not generalisable, but it showcases how some political figures
perceive interpreters and how their discourse mirrors the current state of affairs in the field of
interpreting in Spain in terms of constructing an occupational identity.

[ came across a newspaper article (Garcia, 2015) issued back in 2015 about the initiative
launched under the aegis of the Valencian Regional Government (La Generalitat) to open a sea
corridor in order to bring 1,100 Syrian refugees from the Greek island of Lesbos to Valencia.
The Marti i Soler boat with a total capacity of 1,200 people should have been made available to
transfer Syrian refugees under the supervision of NGO staff and technicians. Thus, during the
press conference with a view to getting the official authorisation form the Ministry of Foreign
Affairs in Madrid, the Vice President of The Generalitat, Ménica Oltra, has assured that the
Valencian Community is fully prepared to receive Syrian refugees and that “even translators have
been made available [tenemos hasta los traductores]” for this purpose (Chiva-Flor, 2017, p. 15).
She said “even translators”, as if it was some little, expendable, but still a nice detail. It seems as
though she wanted to emphasise that everything was taken into account, down to the very last
detail.

This wording accessorises the interpreters’ critical role in communication and totally ignores
the fact that the term “translator” is used to refer to rendering written texts from the source
language into the target language. From a beholder’s stance the whole wording depicts the avail-
ability of interpreters as a expendable luxurious detail, unnecessary splurge instead of an urgent
and dire need. And just for the record, according to Chiva-Flor (2017, p. 15), a form was created
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on the Valencia City Council website, so that the population could offer collaboration in the
process of reception of Syrian refugees. Among a series of voluntary actions displayed in this form
there was a field corresponding to interpreting for the volunteers to tick. This allows us to get an
idea of who would have been in charge of the interpreting tasks during the reception had this
initiative not been rejected by the Ministry of Foreign Affairs. Due to the fact that interpreting
was thought to be carried out by volunteers and NGO’s, no budget was allocated to cover the
costs of these services. It is worth noting that the volunteers would have also been in charge of
classifying the refugees by assessing their ascents and thereby determining whether they truly
come from Syria (Chiva-Flor, 2017). So, apparently, apart from (possibly defective) interpreting
the volunteers would have been responsible for “cross-examining” and playing the decisive role

of experts witnesses in these refugees’ lives.

7.4. TRANSLATION PROFESSION AS ENVISIONED BY THE EU CITIZENS

In this section [ shall proceed to analyse what role do the EU citizens attribute to interpreting in
different social milieux. Subsequently, I shall proceed to examine how the general society in the
EU member states views the knowledge and skill underpinning interpreting. The aim of this
section is to determine whether and to what extent interpreting can be considered a topic of deep
interest and social concern and a solution to problems of universal nature. This will allow for the

assessment of the value that is being allocated to this occupations by the general public.

There are a few disciplines whose tasks bear on issues of widespread interest and deep concern on
the part of the general population. They might be called core disciplines, bodies of knowledge and
skill which address perennial problems that are of great importance to most of humanity. Although
they have quite different epistemological statuses, medicine, law, and religion exemplify such disci-
plines [...] With official support, one version or another of those disciplines can become very securely
established so long as it also has the support of the general population. But when general support
from the population is fragmented by sectarianism or weakened by general scepticism or indifference,
the official position of disciplines purporting to serve those concerns may become an empty shell and
crumble over time, their position ultimately usurped by another more popular discipline or by schis-
matic movements which fragment if not dissolve the original. (Freidson, 2001, section 7, subsection
The Contingencies of Knowledge, § 1-3)

Drawing on the Special Eurobarometer 386 (Directorate-General for Communication [Euro-
pean Parliament] & Directorate-General for Education, Youth, Sport and Culture [European
Commission], 2013), the social screening thoroughly X-rays the standpoints on the “importance
of the role that translation from and into foreign languages plays in different scenarios” (p. 124).
The results (pp. 124-125) showcase that the participants consider that translation plays “an im-

portant (very or fairly) role” in the area of health and safety (e.g. mediciens or safety instructions):

“Europeans are most likely to perceive translation as playing an important role in health and safety
and in education and learning [...] In relation to health and safety, where respondents were given the
examples of medicines and safety instructions, seven in ten respondents (719) say that they consider
translation to have an important role to play, with a similar proportion four in ten (41%) perceiving
this role as very important [...] A somewhat lower proportion of respondents - around six in ten - view
the role of translation as important in relation to [...] accessing public services (59%) [...] accessing
public services is most likely to be seen as one [of the areas] where translation has a very important
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role to play (26% of respondents)” (Directorate-General for Communication [European Parliament]
& Directorate-General for Education, Youth, Sport and Culture [European Commission], 2013, p.
124).

The frame of reference of the aforementioned findings is the EU, which comes in extremely
useful and helpful to get a general idea of the extent of professional value being attributed to
translation by Europeans in general, but the research agenda of this thesis is to examine the

Spanish context, which is an underexplored but fruitful avenue for research.

7.5. TRANSLATION PROFESSION AS ENVISIONED BY SPANIARDS

Spain offers a particularly interesting testing ground in terms of its unique concatenation of socio-
demographic factors such as migration and medical tourism. However, the Special Eurobarome-
ter Report does not estimate a detectable difference in proportion between Spanish and Euro-
pean informants who consider translation in health and safety spheres to play a major role. The
figures representing perceptions on both levels, national and European, remain practically iden-

tical with only slightest variations. Please compare:

Table 3. The importance of translation profession as envisioned by Europeans vs Spaniards

Health and safety (e. g. medicines or safety instructions)

Europeans Spaniards

41% translation plays very important role 41% translation plays very important role

30% translation plays a fairly important role 35% translation plays a fairly important role

12% translation plays a role but it is not important 12% translation plays a role but it is not important
14% translation does not play a role 10% translation does not play a role

With regard to the extent of importance being allocated to translation in the field of public
services, 34% of participants from Spain think it plays a very important role, 35% believe trans-
lation plays a fairly important role, 15% argue that translation does actually play a role but it is
not significative, and 13% indicate that translation does not play a role in ensuring equal access
to public services (Directorate-General for Communication [European Parliament] & Direc-
torate-General for Education, Youth, Sport and Culture [European Commission], 2013, pp. 132-
133). The report concludes that 71% of participants on European scale do actually recognise that
translation is important in health and safety sphere (p. 124). That is an indicator of social recog-
nition, which is a necessary component of professionalisation.

[ am fully aware that these findings exclusively echo the effect that the concept of translation
has upon Europeans in general and Spaniards in particular, but to the best of my knowledge, no
similar studies on interpreting have been carried out yet. After an exhaustive literature review |
failed to find a study of this magnitude which would seek to address social attitudes towards
interpreting in different social areas.

However, I am deeply convinced that this Special Eurobarometer research has succeeded in
eliciting insights into how Europeans perceive translation, which may beneficially contribute to
fathoming the degree of social support and social concern regarding the function and the role of

translators in modern globalized society.
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7.6. LANGUAGE KNOWLEDGE AND LEARNING AS PERCEIVED BY EUROPEAN AND
SPANISH CITIZENS

According to Special Eurobarometer 386 Report (Directorate-General for Communication [Eu-
ropean Parliament] & Directorate-General for Education, Youth, Sport and Culture [European
Commission], 2013, p. 28) over 40% of European citizens claim to be able to “understand at
least one foreign language well enough to listen to or watch the news, and a similar proportion
to read newspapers or magazine articles”. The internationalisation or universalisation of English
is patent, since 67% of Europeans view English as the most useful language for themselves and
79% of participants state that they consider this language to be the most useful one for their
children followed by French, German, Spanish and Chinese; 25% of informants from 19 Mem-
ber States claim to be able to “follow radio or television news in English” with the highest per-
centage thereof belonging to Malta (85%), Cyprus (63%), Denmark and the Netherlands (57%
in each) and Finland (50%) (p. 29). What about Spain?

The Member States where respondents are least likely to say that they understand English well
enough to follow radio or TV news are Spain and Hungary (12% in each), Slovakia (14%), Bulgaria
and Poland (17% in each) and the Czech Republic (18%). (Directorate-General for Communication
[European Parliament] & Directorate-General for Education, Youth, Sport and Culture [European

Commission], 2013, p. 29)

84% of Europeans believe that one language should be universalized to an extent as to become
everybody’s second language in the EU; 72% of informants consider that EU citizens should be
able to communicate in more than one foreign language; and 69% of participants support the
idea of commonising one language across the EU. In the same vein, 53% of the respondents
“agree that EU institutions should adopt a single language to communicate with European citi-
zens” (pp. 141-142). Nevertheless, “Whilst just over half of all Europeans are able to speak at least
one other language, there are no signs that multilingualism is on the increase” (Directorate-Gen-
eral for Communication [European Parliament] & Directorate-General for Education, Youth,
Sport and Culture [European Commission], 2013).

Regarding the language learning process, the survey is reported to have identified five main
barriers to learning a new language. The survey found that 34% of respondents do not feel moti-
vated enough to start learning a new language since they fail to find any stimulus or mainspring
that could incentivize them do embark on a language learning process and therefore they feel
discouraged to do so. In addition, I deduce that 28% of participants acknowledge that language
learning process requires time, effort and dedication, for they state that they lack time to study
properly. The third main reason that refrains 25% of informants from starting to learn a new
language is the fact that it is too expensive. Another important rationale behind unwillingness to
become engaged in the language learning process for 19% or one fifth of all informants is the
reasoning or ideation that they are “not being good at languages”. For 16% of respondents the
main ground for keeping themselves aloof form a new language acquisition is the lack of further
development given that they face difficulties in terms of finding someone to practiec this language

with (p. 93). Thus, “only a minority of Europeans are actively engaged in learning new languages

(p. 143).
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In conclusion, I infer from the aforementioned data that Europeans are perhaps not fully, but
still partially cognizant of the fact that language learning is a difficult process requiring invest-

ments, commitment, dedication, perseverance, diligence, effort and time.

7.7. POLYGLOTISM AND LANGUAGE FLUENCY

Polyglotism is yet another highly controversial concept that raises questions regarding language
fluency, false fluency, language knowledge and language proficiency. All these intimately inter-
woven concepts cause confusion and tend to conjure up a rather distorted image of the (typology
of) knowledge underlying language proficiency and interpreting.

[ would like to begin the discussion with a brief case study on polyglotism, and most im-
portantly on the public perception of polyglotism and polyglots. The purpose of the following
situation analysis is to analyse the mystery surrounding the term “polyglot” and to fathom out
how that mystery allows the polyglots to pass the unverifiable (and often superficial) language
knowledge off as language proficiency so sophisticated as to allow them to interpret in potentially
life-altering scenarios. Put simply and following Freidson’s concept of everyday knowledge I
would like to know why a person needs a licence to drive a car for example, but they do not need
a license to interpret at an ICU?

The mayor of South Bend, Indiana, and a Democratic presidential candidate, who can report-
edly speak Norwegian, Spanish, Italian, Maltese, Arabic, Dari, and French), has been reported to
have undertaken a “translation” assignment (English-Arabic) at one of the US hospitals. Accord-
ing to The Atlantic Newspaper (Erard, 2019):

A South Bend emergency-room doctor sent a message on Twitter to the BuzzFeed writer Ashley C.
Ford about the time the mayor materialized in a local hospital and translated in Arabic for a patient.
According to the message, Buttigieg had been listening to the police scanner and had heard that an
Arabic translator was needed.

The following is the screenshot from a Facebook page** containing the original message posted
by D. F. Zimmer® :

* Visit: https://www.facebook.com/415722869192138/posts/this-is-the-story-in-case-it-got-lost-under-the-repost-of-
a-post/416542812443477/
# Visit: https://twitter.com/billyeichner/status/1109286129000341504lang=en
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NHTOr vete suttugreg na compartao una puprncacion.
37 29 de marzo de 2019 - &

This is the story - in case it got lost under the repost of a post.
Donald F. Zimmer
23 de marzo de 2019 - Q
Here is the story again of how | met Mayor Pete: happy to share if it
convinces people to support to his campaign:

The first time | met Mayor Pete | was working in the ER, very shortly after
finishing my residency and moving back to South Bend. | was caring for a
little Somali boy who had nearly to hanged himself. We had no Arabic
translator immediately available that could help me talk with his mother, and
we were working on getting one of the phone translation services when a
young man in a suit showed up and just started translating. | assumed the
hospital had found and sent down an official translator because translators
at the hospital where | did my residency training always wore suits. The boy
was gravely ill, and | did not bother to ask who the new translator was, but
he spent about an hour with the mother and |, just helping me talk with her
about his treatment and his prognosis. Then he followed her and her son up
to the ICU when the boy was admitted. During the whole event he never
mentioned who he was or said anything to take the focus away from caring
for this little boy and his family.

About an hour later he came down from the ICU and shook my hand before
he left. | asked him how long he had been a translator with the hospital, and
he very casually replied, “| don't work for the hospital, I'm Mayor Pete." He
shook my hand and left without another word He had come and done what
he needed to do and was on his way either home or back to work.

| learned later that he had simply heard over the police scanner that we
needed an Arabic translator at the hospital for this tragic situation and just
wanted to help. In addition to studying at Harvard, being a Rhodes scholar,
working as a McKenzie consultant, he speaks fluent Arabic and worked for
Navy intelligence in the Middle East. He is a pretty amazing guy, has done
incredible work here in South Bend, and will do great things for the country |
hope.

Figure 31. Screenshot of the original D. F. Zimmer post on Facebook

This self-explanatory story just highlights the image that is being ingrained in the general pub-
lic regarding medical interpreting services. Of course, I am not even questioning that the govern-
ment official meant well: given the shortage of interpreter services he offered his help in a difficult
situation, which just proves him to be an empathetic and good-hearted person, but let us concede
that if his (or anybody else’s) intention were to substitute a medical worker they would not have
been allowed to do so. But, for some reason, if someone claims to be “fluent” in a given language
that automatically qualifies them to perform as medical interpreters.

But what does it mean to be fluent! What does it mean to speak a language? Here is what the

Mayor has to say:

When former US Senator Claire McCaskill asked Buttigieg to comment on his language-speaking
ability in a 14 February instalment of MSNBC’s Morning Joe, he replied: “it depends what you mean
by speak!” and added that he can “still kind of read a newspaper in Norwegian... but only slowly”
and that he has gotten “rusty” in his Arabic and Dari. That shows humility, but not so much that Buttigieg
and his camp definitively dismiss the polyglot rumours. (Sandoval, 2019)

Let us parse some of the key elements of the message posted by D. F. Zimmer. Apparently
there are “official translators”, but they were not available at that moment. Thus the public offi-
cial overhears the police scanner request to send down an official “translator” and rushes to the
hospital to “help”. Without the doctor knowing who this person is and without introducing
himself, the Mayor “just started translating”. The doctor himself recognises that he did not bother

to ask who this person was, assuming that it must have been the new translator. The patient, who
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happened to be a little boy, “was gravely ill”, this fact seriously aggravates the situation, because
the risk of potential translation error potentially claiming the child’s life escalates given the al-
ready exacerbated state of the patient on admission. The patient ends up admitted to the ICU
from the ER, which only corroborates the gravity of the situation. The crux of the matter is that
many times being fluent (even though the government official said he “has gotten rusty in his
Arabic”, the doctor assures the readers of his post on Facebook that the Mayor indeed “speaks
fluent Arabic”) is sufficient to be allowed to interpret in a setting as complex as the medical
setting. The public officer’'s comments on him gotten “rusty” in his Arabic spawned a groundswell
of opinions in the media questioning the very concept of “fluency” and “polyglot” or “polyglot-
ism”.

Sandoval (2019) inquires into what does the word “fluent” actually mean: “in lay circles, this
term has come to equal “native-level proficient”, with no grey area between the bumbling begin-
ner and the mellifluous master” (Sandoval, 2019). The writer who authored this article highlights
the failure to accurately assess language proficiency or language fluency on the part of non-pro-
fessionals: “An outsider overhearing a conversation in a foreign language only hears a fog of
sounds, thus perceiving anyone who can cobble together a sentence as ‘fluent’” (Sandoval, 2019).
Many learners do not have a realistic process of self-assessment either, they do not undergo a
shrewd self-evaluation, as they “fall into the trap of assuming that because they are understood,

M

their speech is ‘perfect’”. The learners may be surrounded by such friends or teachers, who would
usually extol and compliment the L2 learners’ new endeavours in order to encourage them to
further their knowledge, but this may lead to “inflated” self-assessment and low self-awareness
(Sandoval, 2019).

Drawing on my professional experience I can corroborate this phenomenon. I have eye-wit-
nessed many patients and hospital staff sycophantically exaggerate doctors’ linguistic abilities,
which resulted in doctors’ self-assurance and self-confidence built upon such compliments, which
does not correspond with their real foreign language skills. It is worth noting that de Jong, senior
lecturer at the Leiden University Centre for Linguistics, as stated in Sandoval (2019), explains
that “grammatical errors won’t usually prevent [mutual] comprehension”, because the listener is
“automatically able to ‘edit out’ [grammatical] mistakes” of the interlocutor (Sandoval, 2019).
Thus, the listener’s politeness and appreciation of the effort made by the speaker to communicate
in a foreign language render the speaker’s grammatical mistakes unnoticeable, inconspicuous and

irrelevant. But the question about fluency still remains unanswered.

De Jong describes the unconscious process any speaker goes through before speaking: conceptualising
what to say, formulating how to say it, and, finally, articulating the appropriate sounds. All of this
takes place in roughly six syllables per second. A speaker of a second language who needs to convert their
thoughts into an unfamiliar language faces an even greater challenge in meeting these strict time constraints.
They must also [...] overcome inhibition and pronunciation challenges. Accuracy may still be lacking
at this stage, but make no mistake - achieving L2 fluency is a colossal feat. (Sandoval, 2019)

Daniel Morgan as cited in Sandoval (2019) argues that the concept of “fluency” is abstract in
character and therefore we need to “assign observable variables” or transition the concept from
metaphysical to more concrete, quantifiable and gaugeable. According to Morgan “speech rate”

and “utterance length” are the “most reliable” strategies to measure fluency (Sandoval, 2019).
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The speech rate gauges the volume of effective discourse that the speaker is producing within a
given time frame, for instance, “syllables per minute” (Sandoval, 2019). The “utterance length”,
on the other hand, measures the quantity of discourse produced by the speaker “between disflu-
encies”, such as “pause or hesitation” (Sandoval, 2019). However, language dominance is ex-

tremely difficult to define and measure:

There is no general agreement on which measures best express language dominance; indicators [that are nor-
mally] used include Mean Length of Utterance (MLU) [which measures linguistic productivity in
children by dividing the number of morphemes by the number of utterances (normally 100)], Upper
Bound (i.e., the longest utterance in a given transcript), the number of (multimorphemic) utterances,
vocabulary size, and number of words per minute. Amount of exposure has also on occasion been
used as a proxy for language dominance. In general terms, the frequency of use of a language and the
amount of input received have repeatedly been found to be good predictors of children’s language

proficiency (Gathercole & Thomas, 2009; Gutiérrez-Clellen & Kreiter, 2003; Hoff, Core, Place, Ru-
miche, Sefor, & Parra, 2012). (Serratrice & Hervé, 2015, p. 321)

[t is worth noting that fluency, although it may denote a degree of knowledge, does not en-
compass accuracy and proficiency (Sandoval, 2019). In conclusion, the answer to the question
whether someone speaks a language may need a maieutic approach by counter-questioning how
well? (Sandoval, 2019) rather than seeking a yes or a no answer. Thus, the question of when and
who can say that they speak a language is actually a pysma because of its multilayered complexity.

This “fluency” phenomenon is intrinsically linked to the “polyglotism” phenomenon or rather
to the polyglot mythmaking (Erard, 2019), whereby “commentators, journalists, and bystanders
loosely apply terms such as ‘fluency’, ‘proficient’, ‘speaks’, ‘knows’” discursively constructing a
fata morgana without the proper academic grounding substantiating their words. These state-
ments without any grounding or verification have plagued our society indoctrinating it into not
even questioning what “proficient” actually means and whether it is a synonym of mastery (Erard,
2019).

Higher education institutions (under the aegis of governments) have already developed and
established “fine-grained” frameworks based on objective mechanisms to classify and categorise
the hierarchy of knowledge and skill underlying all language related and language relevant activ-
ities such as reading, speaking, writing, listening and translating. Nevertheless, the polyglot myth-
making is undergirded by a “belief in language as a form of magic” (Erard, 2019). Sometimes,
polyglots tend to be viewed as people with superpowers. Erard (2019) states that there is a great
deal of mystique surrounding the whole theme of languages: “Witnessing a conversation in a
language you don’t understand confirms words’ esoteric power. In that light, someone who
speaks lots of languages can’t avoid being regarded as a prodigious magician”. Therefore, some-
times the assessment of language aptitudes carried out by non-professionals or lay public may lead
to discredited reputation of language professionals owing to the fact that lay masses have been
conditioned to think that linguistic proficiency should be measured by a specific count of lan-
guages. However, a diversified linguistic repertoire claimed by some unverified hyperpolyglots
may often be “an unreliable credential” (Erard, 2019), as only very few people were scientifically
confirmed to have possessed a peculiar inborn brain architecture (more specifically cell structure
in Broca’s area) that would have facilitated their atypical FLA aptitude (Amunts et al., 2004, cited

170



7. WIDELY-HELD PERCEPTIONS OF THE KNOWLEDGE UNDERLYING INTERPRETING, LANGUAGE ACQUISITION AND POLYGLOTISM

in Biedron, 2015, p. 19). Consequently, the employers are not willing to settle for less and are
therefore nonconforming and disappointed with the relatively low count of languages of their

applicants.

7.8. FOREIGN LANGUAGE SKILLS AS THE MAJOR ASSET IN TERMS OF EMPLOYABILITY

The Commission issued a communication in 2005 where the capacity to “understand” and “com-
municate in more than one language” is portrayed as “a desirable life-skill for all European citi-
zens [...] necessary for personal fulfilment, active citizenship, social cohesion and employability in
a knowledge society” (European Commission 2005, p. 3, cited in European Communities, 2007,
p. 8). The Commission also found in 2005 that “skills in several languages” may boost not only
the “competitiveness of individual companies” and the “employment of individual workers”, but
also the performance of the EU “economy as a whole” (p. 13).

A study on the Effects on the European economy of shortages of foreign language skills in
Enterprise conducted in 2005 demonstrates that enterprises opt to hire employees with already
acquired language skills (for instance, migrants) rather than invest in their training (European
Communities, 2007, pp. 13-14). In the same vein, the ELAN study highlights “the added value
of language skills in enhancing employability”, especially taking into account the creation of new
job profiles and new employment opportunities (p. 15). Thus, multilingualism is viewed as a
ferment of economic prosperity and therefore the EU construes multilingualism as a “general
education good” necessary for sustainable employability (European Communities, 2007), which
prompts people to construe language learning and multilingualism as the grist to the mill which
they can capitalise on when applying for a position. The need for the higher education institu-
tions to adapt to the employment market demands is reportedly reaching a crescendo.

The Communication from the Commission to the European Parliament, the Council, the
European Economic and Social Committee and the Committee of the Regions clearly fore-
grounds the need to reach the “Barcelona objective”, which consists of “communication in
mother tongue plus two languages” (2008, p. 5). The “ability to use several languages” will allow
EU citizens to “benefit from better communication, inclusiveness and wider employment and
business opportunities” (Commission to the European Parliament, 2008). According to the Com-
mission to the European Parliament, the Council, the European Economic and Social Commit-

tee and the Committee of the Regions:

Concrete measures are also needed for a large part of European society, which is still missing out on
the advantages of multilingualism, e.g. those who are monolingual or still struggle with their first foreign
language, school dropouts, senior citizens and other adults no longer in education. New learning
solutions are called for to reach these specific groups through edutainment, the media and technolo-
gies, but also suitable translation and interpretation services. (Commission to the European Parlia-
ment, the Council, the European Economic and Social Committee and the Committee of the Re-

gions 2008, p. 5)

The EU multilingualism initiatives may ultimately end up contributing to the establishment

of English as lingua franca, which may automatically lead to an even greater detraction from the
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complexity of knowledge and skill underlying language learning. The internationalisation of mar-
kets leads to trans-nationalisation of English as the one world language.

Nevertheless, this report draws a clear distinction of the levels of linguistic proficiency, which
broadens the cleavage between language experts and amateurs. Thus, the EU is fully cognisant of
the fact that in order to eschew occupational anomie, where both amateurs-outsiders and highly
qualified professionals contest the right and the authority to assume the role of interpreters in a
wide spectra of contexts, we must learn to distinguish these “contestant” figures. We need to
separate the two concepts, for amateurs, as this very word indicates, are in theory not supposed
to make a living with a full-time job because they did not acquire the knowledge that would
qualify them as specialists, experts or professionals. The problem is, however, that the society, the
state and the businesses dissociate interpreting in international institutions from interpreting
carried out at a police station, in court of law, in a public hospital or in the private clinic. They
just do not conceive of medical interpreting as highly specialised and complex task. Therefore, as
also indicated in Torroba (2015) the language knowledge and the interpreting skills are consid-
ered an extra asset, a bonus, an added value, a tool to perform primary tasks which have techni-
cally nothing to do with interpreting. Thus, language knowledge and interpreting skills are grad-

ually becoming transferable:

In order to make students aware of the importance of key transferable skills in this exercise, they are
made aware that language accuracy represents only about one third of the final mark. Accuracy and
communication skills are equally important in the assessment scheme for International Management
and Languages students, as what they are aiming for is a range of skills that they can use in various
management and international career paths (rather than training to become professional interpret-
ers). [...] Language graduates present a skills profile that differs from that of other graduates. They
opt for a much wider diversity of posts (transferability) and local markets. (Chouc and Calvo, 2010)

Chouc and Calvo (2010) maintain that according to the Camara de Comercio e Industria de
Barcelona, the ability to communicate in “at least two foreign languages” is an essential skill
sought after by the main five Spanish industries. This confirms and undergirds the ongoing hy-
bridisation of profiles and roles. Employers realise that it is highly convenient to hire an applicant
with the ability to communicate in foreign language/s, since they can double up as secretaries,

assistants, etc.

As noted by the employers’ panel during a conference on employability in October 2009, it is always
possible to train a graduate for a specific post through an intensive in-house training scheme in a few
weeks or months, but it is not possible to develop a working knowledge of a foreign language on a
similar time-scale. It takes many years of effort to acquire a foreign language and become sufficiently
fluent to use it for work purposes, which is why language students have an edge on other graduates
when it comes to recruitment. (Chouc and Calvo, 2010)

This tendency may become a slippery slope leading towards downmarket services, as profes-
sional and highly qualified interpreters might not be willing to embrace the market demands in
terms of using their linguistic skills not only to interpret, but also to carry out other types of tasks
of either lower competence level or higher competence levels which they lack qualification for.
The employers might even prefer to put on the payroll unqualified plurilingual personnel in

order to ensure better compliance and lower task discretion. Thus, language skills help expand
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the career options boosting one’s competitiveness, but they also lead to fiercer competition:
“|Graduates] in their own country they will be competing with other EU graduates, who will be
equally qualified in their specialist field, but will bring language skills (i.e. English and their own
languages) and an intercultural perspective to the job (Chouc and Calvo, 2010).

Hence, specialists who pursued expertise in fields other than languages or T&I may also access
the hybridised positions in Spain as long as they claim they speak the required languages. No
verification criteria are being used prior to the onboarding of prospective candidates to ensure
the veridical nature of such claims.

Language-related and applied languages courses are in high demand among Spanish students, espe-
cially Translation and Interpreting courses”. The prospective students are willing to pursue language
studies because they “increase graduates’ value on the job-market. (Chouc and Calvo, 2010).

However, courses are only available in the three main European languages (French, English, and
German) in most cases and curriculum design has failed to diversify into better adapted courses and
more combined, interdisciplinary studies. (Chouc & Calvo, 2010)

On the other hand, universities

should provide realistic information about career prospects [...] in order to recruit motivated students
and avoid frustration later”, because apparently many Spanish students “do not actually enter Lan-
guages or Translation and Interpreting courses with a very realistic view of the objectives involved.

(Chouc & Calvo, 2010).
7.9. CLASSIFICATION OF INTERPRETING BY ISCO-08

This section will be dedicated to the official classification of interpreting according to the Inter-
national Standard Classification of Occupations (ISCO-08). The aim of this section is to under-
stand how the Experts of Labour Statistics on international level classify the knowledge, the skill
and the expertise underpinning interpreting. The International Labour Organisation officially
recognises interpreting as a profession and acknowledges its scientific and intellectual nature.
The following graph based on the information retrieved form the International Standard Classi-
fication of Occupations (ISCO-08) website™ illustrates the occupation stratification and the po-

sition of interpreting therein:

# Avaliable in: https://www.qualificalia.com/terms/ciuo/?tema=213
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MAJOR GROUP 2:
PROFESSIONALS

SPECIALISATION:
SCIENTIFIC AND INTELLECTUAL PROFESSIONALS

SOCIAL SCIENCE AND RELATED
PROFESSIONALS

OTHER PROFESSIONALS (BUSINESS PROFESSIONALS, LEGAL PROFESSIONALS, ARCHIVISTS,
LIBRARIANS AND RELATED INFORMATION PROFESSIONALS, SOCIAL SCIENCE AND RELATED
PROFESSIONALS* (2444) WRITERS AND CREATIVE OR PERFORMING ARTISTS)

PHILOLOGISTS, TRANSLATORS AND INTERPRETERS (ADJACENT PROFESSIONALS:
ECONOMISTS, SOCIOLOGISTS, ANTHROPOLOGISTS, PHILOSOPHERS, HISTORIANS, POLITICAL
SCIENTISTS, PSYCHOLOGISTS, SOCIAL WORK PROFESSIONALS)

Figure 32. ISCO-08 Profession classification

The definition of “Philologists, Translators and Interpreters” may be found on the Interna-
tional Labour Organisation website and reads as follows (International Labour Organization,

2008):

Philologists, translators and interpreters study the origin, development and structure of lan-
guages, and translate or interpret from one language into another.

Tasks include:

(a) studying relationships between ancient parent languages and modern language groups, trac-
ing the origin and evolution of words, grammar and language forms, and presenting findings;
(b) advising on or preparing language classification systems, grammars, dictionaries and similar
materials;

(c) translating from one language into another and ensuring that the correct meaning of the
original is retained, that legal*, technical* or scientific* works are correctly rendered, and that
the phraseology and terminology of the spirit and style of literary works are conveyed as far as
possible;

(d) develop methods for the use of computers and other instruments to improve productivity
and quality of translations;

(e) interpreting from one language into another, in particular at conferences*, meetings* and
similar occasions®, and ensuring that the correct meaning and, as far as possible, the spirit of
the original are transmitted;

(f) preparing scholarly papers and reports;
(g) performing related tasks;
(h) supervising other workers.

Interpreting is mostly associated with institutional settings where simultaneous and consecu-
tive modalities are preferred. The document does not mention community or public service in-

terpreting. I consider that this constitutes a big problem for professionalisation, because the
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overall complexity of liaison interpreting is being downgraded. The lack of visibility enjoyed by
the interpreting in international institutions detracts from the complexity of medical interpret-
ing.

As regards the level of competencies allocated to this professional category in terms of the type
of work, the specialisation and the ability to perform tasks required to carry out this work, inter-

preters fall within the fourth and the highest level of competence:

Occupations at Skill Level 4 typically involve the performance of tasks which require complex prob-
lem solving and decision making based on an extensive body of theoretical and factual knowledge in
a specialised field. [...] Occupations at this skill level generally require extended levels of literacy and
numeracy, sometimes at a very high level, and excellent interpersonal communication skills. These
skills generally include the ability to understand complex written material and communicate complex
ideas in media such as books, reports and oral presentations. The knowledge and skills required at
Skill Level 4 are usually obtained as the result of study at a higher educational institution for a period
of 3 - 6 years leading to the award of a first degree or higher qualification [...] In many cases appro-
priate formal qualifications are an essential requirement for entry to the occupation. (ISCED*" Level
5a or higher). (International Labour Organization, 2008, pp. 4-5)

The following section will be dedicated to the National Classification of Occupations, which
is the Spanish equivalent of the ISCO-08.

7.10. CLASSIFICATION OF INTERPRETING BY CNO-11

I shall now continue to analyse the National Classification of Occupations (Catalogo Nacional
de Ocupaciones, 2011; Gavlovych & Blasco, 2020). It is a system for the organisation and aggre-
gation of data related to the existing occupations in the national territory. Although it almost
fully matches the ISCO-08 classification, I would still prefer to insert a diagram showcasing the

similarities and the interrelatedness between the two classifications.

*TISCED: The International Standard Classification of Education.
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GROUP 2 ]

LEVEL OF COMPETENCE 4 ]

TECHNICIANS, SCIENTIFIC AND INTELLECTUAL
PROFESSIONALS

OTHER SCIENTIFIC AND INTELLECTUAL
PROFESSIONS

PUBLIC ADMINISTRATION ORGANISATION PROFESSIONALS,
BUSINESS ORGANISATION AND MANAGEMENT PROFESSIONALS,
MARKETING PROFESSIONALS

CULTURAL AND PERFORMING ARTS PROFESSIONALS

WRITERS, JOURNALISTS AND LINGUISTS ]
PHILOLOGISTS, INTERPRETERS AND TRANSLATORS ]

Figure 33. CNO-11 Profession classification

As we can see when comparing the two classification systems, the overarching categories re-
main the same. Both organisations attribute interpreting to the 4™ and the highest of compe-
tence. From these data I can conclude that my approximation to the knowledge and competence
underlying interpreting is much more accurate than that of medical workers practicing in the
study-relevant geographical area and Spanish society. In fact the definition given by CNO-11 just
happens to completely mirror my perspective on the topic of knowledge and skill underlying

interpreting.
7.11. CLASSIFICATION OF ADMINISTRATIVE ASSISTANTS BY CNO-11 AND ISCO-08

Having reviewed the official classification of the interpreting profession provided by national and
international Experts of Labour Statistics, I feel the urge to compare the professional category of
interpreters with the occupational category of medical assistants. I feel it is important to draw this
comparison because the status that is being been assigned to medical interpreters practicing in
the private medical centres located in the area of interest is that of administrative assistant. One
of my informants has kindly provided me with a copy of a labour contract negotiated between
themselves and a private healthcare centre situated in the VC. The professional category that had
been allocated to this medical interpreter is “auxiliar administrativo” (Conselleria de Economia,
Industria, Turismo y Empleo Direccion Territorial de Economia, Industria, Turismo y Empleo,
2014), which stands for “administrative assistant” or “administrative support specialist” instead
of the existent category of interpreter.

The Council of Economy, Industry, Tourism and Employment defines the category of admin-

istrative assistant as a worker who without an initiative and without responsibility carries out
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ancillary tasks at the administration department (Conselleria de Economia, Industria, Turismo y

Empleo Direccion Territorial de Economia, Industria, Turismo y Empleo, 2014).*

Datos del trabajador

Nombre y apellicos NN ovone W 1 Aiecion SS

Grupo de cotizacién | Contrato 2 Tipd R Duracié
Distribucién de las jornadas de trabajo en contratos 2 tiempo parcial (3):

Tipo: Dias: del al Tipo: Dias: del al

Tipo: Dias: del al Tipo: Dias: del al
Profesion/Categoria profesional: Cédige (4 Denominacién

%

AUXILIAR ADMINISTRATIVO Cargo publico o sindi H dedicacion ————
Fecha aita en empresa_soensu’:n/extmclén de la relacién laberal (6) : Cédigﬂause _—-——-—

temporal a instancia del empresario

Fecha suspension/extincién ____ Fecha fin suspensién N ERE = &

Reduccién de jornada por (7): \
Expediente de Regulacién de Empleo 9% , cuidado de hijos o familiares, o victima de violencia de género __—

%

N° da diac de salarios de tramitacién: del al

Figure 34. Excerpt of a job contract where administrative assistant is stated as the professional category

The National Classification of Occupations allocated the occupational category of administra-
tive assistants to the third level of competence:

GROUP 3

| LEVELOF COMPETENCE3 |

TECHNICIANS AND ASSOCIATE
PROFESSIONALS

TECHNICIANS AND SUPPORT STAFF
(TECNICOS; PROFESIONALES DE APOYO)

(PERSONAL DE APOYO A LA GESTION

MANAGEMENT SUPPORT PROFESSIONALS
ADMINISTRATIVA)

ADMINISTRATIVE AND SPECILISED ASSISTENTS (ASSISTENTES
ADMINISTRATIVOS Y ESPECIALIZADOS)

SECRETARIES OF MEDICAL CENTRES OR CLINICS (SECRETARIOS DE
CENTROS MEDICOS O CLINICAS)

Figure 35. CNO-11 Classification of the category of administrative assistant

According to the ISCO-08 The third level of occupational competence corresponding to the
Skill Level 3 typically involve:

The performance of complex technical and practical tasks which require an extensive body of factual,
technical and procedural knowledge in a specialised field [...] high level of literacy and numeracy and
well developed interpersonal communication skills. These skills may include the ability to understand
complex written material, prepare factual reports and communicate with people who are distressed.
The knowledge and skills required at Skill Level 3 are usually obtained as the result of study at a

* The following figure is a personal communication and the courtesy of an employee, who had kindly agreed to
provide their contract on the condition that the rest of the data contained therin will remain confidential and
anonymised.
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higher educational institution following completion of secondary education for a period of 1 - 3
years (ISCED Level 5b). In some cases extensive relevant work experience and prolonged on the job
training may substitute for the formal education. (International Labour Organization, 2008, p. 4)

As we can see from the excerpt inserted above, competence level 3 does not imply the necessity
to have previously acquired a theoretical body of abstract knowledge as in the case of the compe-
tence level 4. Another important difference resides in the fact that although the education is
normally acquired at a higher education institution, as well as in the case of interpreting, it is the
secondary education, not the first degree qualification. Also the duration of the training varies
from 1 to 3 years in the case of administrative assistants and adjacent occupations, whereas the
professions pertaining to group 2 and competence level 4 encompassing interpreting imply edu-
cation lasting from 3 up to 6 years. But most importantly, the appropriate formal qualifications
only constitute an essential requirement for entry to the occupation in the case of group 2 pro-
fessionals, which encompass interpreters. The following is the delimitation of the tasks, duties

and responsibilities carried out by the administrative assistants according to CNO-11:

The secretaries of medical centres or clinics assist the head of the unit and other employees in per-
forming and supporting administrative functions of communication, documentation and internal
coordination. They apply specialised knowledge of medical terminology and procedures, in order to
support health personnel in medical centres and other healthcare organisations [...] assist with the
preparation of budgets and the drafting of contracts and purchase or procurement orders; maintain
medical files and records and the technical library; interview patients to fill out forms, documents
and medical records; arrange and confirm medical appointments and relay messages to medical staff
and patients; compile, record and review medical records, reports, documents and correspondence;
complete health insurance and other claim forms; prepare financial statements and bills. (CNO-11,
2011, my translation)

In conclusion, the tasks that some interpreters have to carry out downgrade the profession of

interpreter, as they clearly belong to groups of occupations with a lower level of competence.

7.12. INTERPRETING ACCORDING TO THE OFFICIAL UNIVERSITY EDUCATION SYSTEM

It is worthwhile noting that Real Decreto 1659/1998 of 24 July 1998 regulates the Article 8
(section 5) of the law on the statute of rights for workers, on the provision of information to
workers on the essential elements of the employment contract. In the labour relations included
in the scope of application of this Royal Decree, the employer must inform the employee in
writing about the essential elements of the labour contract and the main conditions for the per-
formance of the work. This obligation will be understood to have been fulfilled when such ele-
ments and conditions already appear in the written contract of employment held by the em-
ployee. If the employment contract formalised in writing contains the information relating to the
aforementioned elements and conditions only partially, the employer must provide the employee
with the remaining information in writing, under the terms and within the deadlines established

in this Real Decreto. Thus, one of the things that must figurate in the job contract is:
d) La categoria o el grupo profesional del puesto de trabajo que desempefie el trabajador o la carac-

terizacién o la descripcion resumida del mismo, en términos que permitan conocer con suficiente
precision el contenido especifico del trabajo
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[d) The category or professional group of the job held by the worker or the characterization or sum-
mary description of the job, in terms that allow the specific content of the job to be known with

sufficient precision]. (Real Decreto 1659,/1998, Article 8, section 5)

According to this Royal Decree, there is an inconsistency between the designation that the
employers are assigned (administrative assistants) and the tasks that they are expected to carry out
(interpreting inter alia). Thus, the people who sign the employment contract agreeing to carry out
interpreting assignments even though they do not have the necessary qualifications and the em-
ployers, who agree to hire applicants lacking the necessary professional qualifications, should
both be in breach of law.

However, according to the Real Decreto 967/2014, interpreting is not a regulated profession
as its practice is not regulated by the requirement of a university degree and its practitioners are
not required to be in possession of an official university degree. Thus, the university diploma or
title is in this case not a “titulo habilitante” or a diploma/certification that qualifies the holder
to exercise a regulated profession in Spain. Consequently, this qualification is not being recog-
nised as a prerequisite for the admission to practice. Professional effects are those provided by
official university degrees that enable access to the exercise of any of the regulated professions
(Real Decreto 967,/2014, p. 6), however this is not the case of MI in Spain. According to Real
Decreto 1393/2007, interpreting is not a regulated profession, as this university diploma is not

necessary to gain access to the profession:

List of branches of knowledge according to Real Decreto 1393/2007 of 27 October 2007 and
the specific fields based on the document “Fields of education and training” for the purpose
of declarations of equivalence to qualifications

Please, note: All diplomas enabling access to a regulates profession on the basis of a univer-
sity degree are excluded from this annex

Branches of knowledge Real
Decreto 1393/2007

021 Arts

Arts and Humanities 022 Humanties except for languages

023 Languages

Figure 36. Language related disciplines being allocated to non-regulated professions

The following chapter will be dedicated to the analysis of international standards ISO 13611
and ISO 21998.
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7.13. INTERPRETING AS SPECIFIED BY ISO 13611 AND ISO 21998

International standards ISO 13611 (2014) and ISO 21998 (2020) are of paramount importance

and great relevance for this thesis. Both standards aim at educating service providers and end

users about the role boundaries of interpreters (task discretion) and about the knowledge and

skill that these professionals require to exercise their discretionary specialisation successfully. The

fact that a major emphasis is laid on the delimitation of the body of formal and specialised

knowledge and skill constitutes an essential step towards sensitisation to the complexity of the

profession. The gravitas of role delimitation is also key for the occupation’s professional develop-

ment. The following are the collated excerpts extracted from the section on competences of the

ISO 13611 (2014) and ISO 21998 (2020) and my analysis thereof:

1.

180

Linguistic proficiency competence is described as “high enough level of linguistic compe-
tence” (ISO 21998, 2020). The standard does not specify what “high enough level of
linguistic competence” actually denotes and what level of linguistic proficiency can be
considered a benchmark which other levels of competence can be stacked up against.
According to ISO 13611 community interpreters should demonstrate excellent com-
mand in their respective working languages in accordance with “accepted standards
of language proficiency” (ISO 13611, 2014). Interpreters should be able to accom-
modate the discourse taking into account age, gender, race, ethnicity and socio-eco-
nomic status of the speakers and listeners (ISO 13611, 2014). Linguistic proficiency
in working languages is meant to encompass speaking (production of messages), lis-
tening comprehension of different linguistic varieties such as regional accents/varie-
ties or dialectal varieties, idiomatic expressions, colloquialisms and slangs, reading
comprehension skills, recognition of registers (formal and informal), knowledge of
relevant subject areas and terminology (ISO 21998, 2020, p. 6; ISO 13611, 2014, p.
8).

Intercultural competence is being viewed separately from linguistic proficiency de-
spite the oneness of the two concepts in the hermeneutics of both oral and written
discourse. “When necessary, healthcare interpreters shall bridge the cultural and con-
ceptual gaps separating participants” (ISO 21998, 2020, p. 7). Apparently, intercul-
tural competence encapsulates identification of cultural nuances in speech and their

correct conveyance, as well as correct interpretation of gestures and tone.

Interpersonal competence capsulises broad-spectrum forbearance-related principles
of professional interoperability and even social interaction: proper verbal and non-
verbal behaviour, flexibility, patience, ability to work in a multidisciplinary team and
problem-solving (ISO 21998, 2020 p. 7), as well as politeness, respect, tact, self-con-
trol, impartial behaviour, cross-cultural competence, ability to build rapport, ability
to manage and keep up the flow of communication through effective interjection
skills (ISO 13611, 2014, p. 8). The phrase “healthcare interpreters shall be able to
build therapeutic rapport with the main participants [...]” (ISO 21998, 2020, p. 7)
should not be glossed over. Therapeutic rapport incorporates three major aims: the

feeling of safety, respect and empathy in the therapist-client/patient relationship.



7. WIDELY-HELD PERCEPTIONS OF THE KNOWLEDGE UNDERLYING INTERPRETING, LANGUAGE ACQUISITION AND POLYGLOTISM

Presumably, the interpreter’s attitude must invite the service users to confide in
him/her. This goes in line with the current market demands, however, this statement
may clash with the precept of neutrality manifested in deferential, yet emotionally
detached behaviour. I am certain that by displaying professional competence and
extensive expertise their presence would emanate safety and trustworthiness. Service
receivers may distrust medical interpreters because they do not know what to expect
from their performance, especially if they have not had the opportunity to work with
professional interpreters before. The end-users are hesitant as to whether they can
feel safe in a situation where interpreter has to be availed of. The physicians do not
know whether they can entrust their highly specialised and sophisticated knowledge
to somebody’s interpretation. No interpersonal competence can be truly reified until

there is professional trust and recognition.

Technical competence stands for the interpreters’ ability to avail themselves of inter-
preting equipment “(such as microphone, audio- and video-conferencing technol-
ogy). Technical competence also includes image management, volume control, mi-
crophone etiquette, and signals for meta-communication” (ISO 21998, 2020, p. 7;
ISO 13611, 2014, p. 8).

Competence in health-related terminological research implies keeping abreast of the
healthcare terminology by researching relevant terminology resources (ISO 21998,
2020, p. 7), as well as retrieving “additional linguistic, terminological, and specialised

knowledge necessary to interpret in specialised cases” such as databases or parallel

texts (ISO 13611, 2014, p. 8).

Healthcare related competence is constituted by the specialised knowledge intrinsic
to different medical settings. The interpreter needs to understand the organisational
systems of institutions where healthcare services are delivered and adhere to the “pro-
tocols and norms” which operate in different medical specialisations such as mental
health, assisted reproduction, end of life, emergency care, etc. (ISO 21998, 2020, p.
7) Interpreters must “be familiar with the appropriate protocols and mechanisms of
difficult case post-conferences”, be able to cross-linguistically navigate through com-
plex medical terminology across all hospital departments or specialised clinics, “be
able to ensure their own safety”, be alert to “common cultural health traditions and

beliefs of their patient populations” (ISO 21998, 2020).

Communicative competence essentialises non-verbal cues and non-verbal communi-
cation. Many times there is no designated place for the interpreter in the consulta-
tion, even in the medical facility which does offer interpreting services to their clients.
In numerous occasions the interpreter is being allowed in and tolerated rather than
welcome and awaited. Sometimes the figure of medical interpreter is so invisible that
they often feel obligated to literally squeeze themselves into a corner where they can-
not even rest their elbows and their notepad to take notes. There is lack of appropri-
ate infrastructure in the facility to accommodate them. Nevertheless, according to
ISO 21998 (2020, p. 7) interpreters should know how to introduce themselves to the
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participants, how to choose the best positioning by “physically position[ing] them-
selves in such a manner as to maximize the quality of the interpreting and directness
of communication between parties” (ISO 21998, 2020, p. 7). The interpreter has to
ensure that they are able to both hear and see non-verbal cues, gestures, gazes, etc. in
order to yield the most accurate rendition of the verbal and non-verbal discourse
(ISO 21998, 2020). Communicative competence is also related to dexterous turn

taking and knowledge when and how to intervene, and whether it would be accepta-

ble to ask for a clarification (ISO 21998, 2020, p. 7).
Interpreting competence according to ISO 21998 (2020, p. 8) encompasses the abil-

ity to bidirectionally render oral discourse using appropriate interpreting mode. This

competence includes:

« The ability to successfully reckon with the meaning of complex language struc-

tures
« The ability to factor in the communicative function thereof
« The ability to convey rendered utterances with maximal accuracy

« The ability to “apply situation-specific interpreting strategies of clarification and

intervention”
According to ISO 13611 (2014), interpreters must be competent at:
« utilising consecutive, simultaneous, and chuchotage modes of interpreting
« bidirectionally sight-translating written materials
« using note-taking techniques,
« applying active listening skills
« providing effective delivery skills
« relying on strong memory skills

« using professional judgement to intervene effectively without disturbing the flow

of communication

« showing self-awareness by understanding one’s own role

« respecting the jurisdictional role boundaries when interoperating with other pro-
fessionals

« respecting client autonomy (for example, by refraining from interjecting personal
remarks and counselling)

« adhering to applicable practice ethics mechanisms such as standards of practice
and codes of ethics

« upgrading performance trough continuous professional development, self-educa-

tion and life-long learning

Entrepreneurial competence consists of “the practical, financial and legal background
to set up, plan, market, and run their professional activity” (ISO 21998, 2020, p. 8).
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The authors of ISO 21998 (2020, pp. 7-9) recommend “that interpreting service providers or
healthcare organizations use third party testing for non-certified interpreters, and not rely on an

interpreter’s self-assessed competence for liability and patient safety reasons”.

7.14. FOREIGN LANGUAGE KNOWLEDGE AND SKILLS AS VIEWED FROM THE LENS OF
NEUROPHYSIOLOGY, GENETICS AND COGNITIVE SCIENCES

This section will aim to explore the topic of talent in foreign language acquisition (henceforth
FLA) from the lens of neurophysiology and genetics. FLA may be considered the core of the
abstract and esoteric body of knowledge underpinning interpreting, and also the core of the pro-
fession’s mystique. “Second-language learning in adulthood is becoming increasingly prevalent as
globalization advances” (Mamiya et al., 2016, p. 1). Foreign language knowledge (henceforth FLK)
is being promoted as a transferable asset accessible for everyone willing to attain it in order to
improve their employability. However, this section will seek to demonstrate that L2 language
acquisition is not only subject to the persons willingness to master a language, but to their bio-
logical predisposition to do so.

A study conducted by Hartshorne et al. (2018) gathers evidence from 2/3 million (669,498)
native and non-native English speakers on the critical period for 2™ langage acquisition. It re-
vealed that that native and foreign learners require around 30 years spent in immersion settings
to reach asymptotic performance, otherwise referred to as near-native proficiency. According to
this study children are proficient at learning a second language up until the age of 18, roughly 10
years later than earlier estimates (Smith, 2018).The study also showcases that “it is best to start
by age 10 if the learner wants to achieve the grammatical fluency of a native speaker” (Smith,
2018). The study showed a slight improvement—roughly one percentage point—in people who
have been speaking English for 30 versus 20 years” (Smith, 2018). Therefore, “people who learned
a second language in childhood are difficult to distinguish from native speakers, whereas those
who began in adulthood are often saddled with an accent and conspicuous grammatical errors”
(Hartshorne, Tenenbaum and Pinker, 2018, Introduction section, § 1).

In this thesis I tried to focus on the theme of the ultimate attainment (the optimal level of
performance of the advanced learners), and more specifically on the meaning of the term “profi-
ciency” and on how long does it take to achieve the native-like proficiency in a foreign language.
Also, Hartshorne et al. distinguish between “proficiency” and “native[-like] proficiency”, which
denotes “extreme levels of accuracy” in the usage of the following syntactic phenomena: “passiv-
ization, clefting, agreement, relative clauses, preposition use, verb syntactic subcategorization,
pronoun gender and case, modals, determiners, subject-dropping, aspect, sequence of tenses, and
wh-movement (Hartshorne et al., 2018, Materials section, § 1). It is true though that later learners
may deploy conscious learning-communication or discourse construction strategies by building
upon and transferring the knowledge from their 1 or native language to the 2™ foreign language.
However, it can often result in all sorts of errors such as false friends, calques, unjustified bor-
rowings, wrong evaluation of the recipients’ knowledge, etc.). Physicians and medical staff who
work in multicultural and interdisciplinary environments enjoy continuous “exposure to linguis-

tic input, which delays the atrophy of language learning circuitry” (Hartshorne, Tenenbaum and
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Pinker, 2018, The nature of the critical period for second language acquisition, § 7), but the
mounting evidence showcases that prolonged learning trajectory does not imply proficiency, lin-
guistic knowledge crystallisation or mastery.

Therefore, the authors of the study indicate that there is no consensus as to how long “long
enough” really is, as there are different stages of language acquisition which are interrelated with
different ways to use the language or the acquired linguistic knowledge. As put by Hartshorne,
Tenenbaum and Pinker, the language can either be produced (production) or understood (com-
prehension). Both written (writing and reading) and oral (speaking and listening) modalities can
be either produced or comprehended. But production and comprehension have different cogni-
tive demands: “listening places high demands on speed and memory (one can re-read but not re-
hear), and the speech must be analyzed by non-native acoustic phonetics and phonology [...].
Written tests require literacy” (Hartshorne, Tenenbaum and Pinker, 2018, Test modality section,
§ 2). These are undoubtedly long-term learning processes, but the authors claim that relatively

little is known about how long it actually takes learners to reach asymptotic performance, and:

Even less is known about how long non-native speakers continue to improve on the target language.
While a few studies found limited continued improvement for immersion learners after the first five
years (Johnson & Newport, 1989; Patkowski, 1980), these studies had minimal power to detect con-
tinued improvement [...] In contrast, analysis of US Census data suggests that learning continues for
decades (Stevens, 1999), though the validity of this self-report data is uncertain. Analysis of foreign
language education suggests learning in that context may continue for a couple of decades, though
this may merely reflect the slower pace of non-immersion learning (Huang, 2015). In the absence of
any clear evidence, researchers have chosen a diverse set of cutoffs, ranging anywhere from three

(Birdsong & Molis, 2001; McDonald, 2000) to fifteen years (Abrahamsson, 2012). (Hartshorne,
Tenenbaum and Pinker, 2018, The duration of Learning section, § 4-5)

Of course, this particular finding has its proponents and detractors. Charles Yang, a compu-
tational linguist at the University of Pennsylvania, is one of the advocates of these findings. He
is not surprised at this outcome due to the sophisticatedness of grammar rules (for instance nom-
inalisation of an adjective) that the learners can only pick up from adolescence onwards. Yang
calls these linguistic details “fine-grained”. “Elissa Newport, a professor of neurology at
Georgetown University who specializes in language acquisition, remains a skeptic” (Smith, 2018).
She claims that: “Most of the literature finds that learning the syntax and morphology of a lan-
guage is done in about 5 years, not 30 [...] [t]he claim that it takes 30 years to learn a language
just doesn’t fit with any other findings” (Smith, 2018).

Schumann (2004b, in Biedron, 2015, p. 17) distinguished five cognitive determinants or

sources of brain variation which may eventuate in variances in FLA aptitude. He maintains that:

1. “Genes are the most influential factor in the development of cognitive ability” (Schu-

mann, 2004b, in Biedron, 2015)
2. The chemical environment during the embryonic stage of development

3. Idiosyncratic environmental stimulation galvanises the increment and interconnect-
edness among neurons and engages in additional microstructural variations in the

neural structure.
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4. Degeneracy implies brain pluripotentiality and spawns changes in brain microstruc-

ture leading to functional diversification of the same brain structures

5. The individual appraisal system (Scherer, 1984 in Biedron, 2015, p. 17) is responsible
for idiosyncratic preferences and aversions. The brain pliability resulting from such
an inborn predisposition also affects career choice (Biedron, 2015, p. 20). The genet-
ically predisposed brain anatomy conditions the burgeoning of what lay public labels
as “talent” (Biedron, 2015, p. 20). The interpreters-to-be feel drawn to a language-
related career because they are genetically coded and programmed to become success-
ful in using certain abilities, therefore they end up seeking environments fitting their
genotype where they can best self-actualise (Jensen, 1997, in Biedron, 2015, p. 17).

Schumann (2004b, cited in Biedron, 2015, p. 17) maintains that the formation of foreign
language aptitudes “might be a consequence of evolutionary selection processes [...] which means
that individuals can be differently prepared to respond to environmental changes, and, conse-

quently, to survive and to transmit their genes”.

7.14.1. Neurophysiological factors

It is worth noting that it was scientifically substantiated that the special aptitude for foreign lan-
guage learning goes hand in hand with the “inborn functional and structural characteristics as
well as an individual brain response to an idiosyncratic experience of learning a language” (Bie-
dro, 2015, p. 16). The foreign language aptitudes are subject to highly individualized functional
(brain activity) and anatomical (brain structure) patterns, which condition the development of
specific talents (Perani, 2005, cited in Biedron, 2015, p. 31).

As pinpointed by Schumann (2004b, p. 7 in Biedron (2015, p. 16): “all brains are different—
as different as faces . . . and these differences have consequences for learning”.

With regard to phonological aptitude it was found (Biedron, 2015, p. 29) that highly proficient
L2 speakers have been born and favoured with an “increase in grey matter in the mid-body of the
corpus collosum” (Van den Noort et al., 2006), hypertrophied grey and white matter in left pari-
etal cortex (hypermyelination), which accommodates phonological verbal working memory
(Heschl’s gyrus) (Golestani et al., 2011, Wong et al., 2011), neurocognitive flexibility (Reiterer,
Hu, Sumathi, & Singh, 2013), “enhanced hemodynamic responses in the speech-motor neural
network and speech-auditory perception areas responsible for the aptitude for pronunciation”
(Hu et al. (2013), enhanced hemodynamic in “mirror neurons” responsible for speech compre-
hension, prosody, phonetic coding ability, language pronunciation aptitude and empathy (Hu et
al., 2013), “larger articulation space”, which allows “access to a wider range of sounds”, making
FL learners “better sound imitators” (Reiterer et al. (2013), very developed “pre-supplementary
motor area and head of the caudate nucleus” responsible for the “performance on phonetic flu-
ency” (Grogan et al. (2009).

The lifelong learning advocates’ statement that: “children’s brains are particularly well adapted
to learning languages, but the idea that adults cannot learn English has been thoroughly dis-
proven [as] we cannot possibly hope to learn everything we need to know in the first quarter of

our lives” (EF EPI English Proficiency Index, 2019, p. 40) cannot possibly be taken seriously
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because it has already been scientifically determined that “only 15% of adult or late-onset second
language learners can imitate sounds to a high degree” (Hu et al., 2013, Nardo and Reiterer,
2009, Reiterer et al., 2011a). Hypermyelination (enlargement of the white matter volume) guar-
antees faster and more efficient neural processing, which is essential for learning the phonetics
of a language (Biedron, 2015, p. 20).

With regard to vocabulary and the ability to sound natural when conversing in a language, it
was scientifically determined that “the proficiency in learning new words depends on correlated
amplitude changes between the left hippocampus and neocortical regions” Breitenstein et al.
(2005). Semantic memory is “correlated with grey matter volumes in a predominantly left hemi-
sphere” (De Zubicaray et al., 2011). “Performance on semantic fluency is linked to grey matter in
the left inferior temporal lobe” (Grogan et al. (2009).

This ability denotes successful management of competition between “translation equivalents
in distinct languages that share a common concept [...] which affects online [discourse] produc-
tion in bilinguals” (Mickan et al., 2019a; Hermans et al., 1998; Colomé¢, 2001 in Mickan et al.,
2019b). Immediate bilingual access to the needed lexical units denotes successful executive con-
trol, whereby the speaker “inhibits the non-target language [lexicon] during [the discourse]”, thus
eschewing undesirable wording selection errors (Mickan et al., 2019b). The cross-linguistic influ-
ence hypothesis within the context of Paradis’ Activation Threshold Hypothesis (ATH) highlights
the interconnectedness and interrelatedness of all elements comprising a language. The process
of word or term retrieval is conditioned by an activation threshold. “The [activation threshold] is
lowered after successful retrieval but is increased again either gradually through disuse or through
top-down inhibition during access of other, competing words” (Mickan et al., 2019b).

With regard to syntax, it was found that: “integrity of white matter fiber tracts arising from
Broca's area is linked with the ability to extract grammatical rules” (Floel et al., 2009). “Subjects
with an increased impact of dopamine are better at grammar learning” (Wong et al. (2012). Par-
ticular characteristics of the inferior frontal gyrus were reported to influence learners’ grammar
learning (Nauchi and Sakai (2009). Thus, the ability to extract grammatical rules, systematise
them, commit them to memory by rote memorisation and apply them in practice is also deter-

mined by the brain anatomy of the learner (Biedron, 2015, p. 15).

7.14.2. Genetically-driven factors

The interdependence of the COMT genotype and the white matter strongly affects the success in
foreign language learning (Mamiya et al., 2016, pp. 7249-7253). Subjects with the Methionine
(Met)/Valine (Val) [as 1° variation of COMPT genotype], and Val/Val [or 2° variation of COMT]
genotypes showcased that a white matter changes were elicited as a response to language immer-
sion they were experiencing within specific time frame, whereas those with the Met/Met [3° var-
iation of COMT] genotype did not display similar brain response in spite of undergoing the same
environmental stimulation. Apparently, these finding are not confined to adults, “polymorphism
in the catechol-O-methyltransferase (COMT) gene” as well as increased fractional anisotropy (FA)
and decreased radial diffusivity account for better reading skills in children and adolescents (Ma-
miya et al., 2016).
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Variation in the FOXP2 gene is also “strongly associated with the ability to learn a foreign
language during adulthood” (Chandrasekara et al., 2015), as those adult participants who hap-
pened to have a particular genetic alteration on the FOXP2 gene were found to be able to learn
“the foreign speech sounds faster and more accurately”. “Contrary to the idea that adults have
difficulty in learning new languages, we find that some adults are exceptional at learning them”
(Chandrasekara et al., 2015).

Thus, individuals seek self-actualisation® (Pauchant & Dumas, 1991, p. 58) through innate
metamotivation (Goble, 1970) in terms of fully materialising and realising one’s own genetically
predetermined potentialities and capacities in a way that would fit their genotype. Albeit pos-
sessing genetic predisposition and experiencing environment in one’s own idiosyncratic ways de-
fined by brain’s anatomy, individuals may only achieve linguistic proficiency by training and
learning, in other words, by acquiring the knowledge underlying language command or profi-

ciency.
7.14.3. Training and learning from the lens of neurophysiology

All the above knowledge is acquired through procedural memory, declarative memory and se-
mantic memory. Procedural memory was found to be related to the learning of morpho-phono-
logical grammar, which implies comprehension of complex grammatical rules governing pho-
neme and morpheme pattern creation and combination (Ettlinger et al., 2009 as cited in Wong
et al., 2012, p. 1094), as well as syntax rules and sentence formation process (Morgan-Short, Far-
reta-Stutenberg, Brill, Carpenter, as cited in Wong et al., 2012, p. 1094). This is done through
feedback and memorisation of rules for pattern formation (Frank et al., 2004; Schultz et al., 1997,
cited in Wong et al., 2012, p. 1094). These patterns are systematized (although only partially
owing to manifold exceptions and nuances) into rules and formulas. Such formulas regulate the
cohesion and coherence among different linguistic components, and are relatively difficult to
interiorise and implement (Abrahamsson and Hyltenstam, 2009; Johnson and Newport, 1989;
Weber-Fox and Neville, 1996 as cited in Wong et al., 2012, p. 1096). As opposed to lexicon,
which can be acquired by adult learners through the declarative memory “with nearly native-like
proficiency” (Weber-Fox and Neville, 1996 as cited in Wong et al., 2012, pp. 1092, 1096), gram-
mar produces unsurmountable difficulties for many adult learners even after many years of learn-
ing. Semantic memory encompasses all the declarative knowledge acquired throughout our life
and through our language about the world Binder and Desai (2011, pp. 527-536), and allows us
to retrieve this conceptual knowledge.

Thus, Successful language proficiency acquisition requires exercise of phonetic and acoustic
abilities (language specific nonnative sound discrimination predetermined by phonological short-
term memory; non-interference with native sounds and excellent sound/speech imitation abili-
ties/utterance articulation/pronunciation, which in 66% percent of cases is predicted by working
memory); excellent attention span; grammatical and syntax sensitivity; rote memorization and
retention of lexicon (self-monitoring or executive control over the lexical access and inhibition of

the non-target terms during discourse, immediate word retrieval in case of interpreting, avoidance

* https://en.wikipedia.org/wiki/Abraham_Maslow#Goble
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of wording selection errors during between-language lexicon competition); excellent noticing abil-
ity; outstanding semantic and phonemic fluency; and exceptional working memory as well as
long-term memory (Biedron, 2015, pp. 13-32). All of these aptitudes can be subsumed under
declarative and procedural memory (Biedron, 2015). Semantic and phonemic fluency, two varia-
tions of verbal fluency, encompass processing speed, attention, working memory, access to and
retrieval of the lexicon stored in the learners’ semantic memory as described above, ability to
generate words within a very limited time window, and executive functioning or executive/cog-
nitive control ability, “which has been found to be implicated [...] in bilingual processing” (Linck
et al., 2008, cited in Mickan et al., 2019b).

On the top of all of the declarative and procedural memory, interpreters need to be trained
on how to use their memory in terms of retaining all the relevant information and rendering it

in a way that would accurately and faithfully relay the original message:

One of the most stark contrasts between a qualified interpreter and a bilingual staff person trying to
interpret is the interpreter’s trained capacity to focus on the important details of a healthcare conver-
sation, retain the information, and convert it to the target language accurately without requiring
multiple repetitions and without omitting important details. This is a refined skill that takes untold
hours of guided practice. (Foster, 2022)

The long-term effects of the acquisition of a very advanced linguistic skill in interpreters causes
hypermyelination in: bilateral putamen, the inferior and superior colliculi, and the bilateral dor-
somedial thalami (Green et al., 2000, cited in Biedron, 2015, p. 19).

In 2016, more than 60% of adult European citizens were able to speak at least one foreign language
(FL; European Commission—Eurostat, 2016). With multilingualism on the rise, learning foreign lan-
guages (FLs) is so common these days, it is often taken for granted. Yet, regardless of how ordinary it
might seem, mastering a new language is and always will be an immensely complex task. Being able
to formulate sentences in any language requires knowledge of its words and grammatical structures,
all of which have to first be encoded, and then consolidated and integrated into long-term memory.

(Mickan et al., 2019b)

Another challenge in language learning and linguistic proficiency acquisition is the fact that,
due to the risk of foreign language attrition, these processes are meant to be a life-long processes.

In conclusion, a flair for languages is based on inborn neuromorphological idiosyncrasies,
genetic predisposition, COMPT genotype eliciting better brain response during environmental
stimulation, FOXP2 predetermining development of 1) striatum (forebrain region) responsible
for procedural memory and learning, as well as 2) frontal cortex governing declarative knowledge.
The final stage of language learning is the proceduralisation of declarative knowledge (Fakhraee
Faruji, 2012, p. 37), whereby the accumulated experience through conscious learning becomes
internalised and, thus, no longer dependent on the declarative learning, but on the procedural
automatised memory (Ullman, 2001 in (Fakhraee Faruji, 2012, pp. 37-39).

Unlike in case of other professions and occupations, learning and training in translation and
interpreting does not guarantee proficiency if the learner lacks all the biopsysiological and genetic
factors. This is the rationale behind the exclusive character of linguistic knowledge acquisition:
the abilities required to obtain this professional knowledge is not accessible for everyone and not

achievable by everyone. The willingness and readiness to learn does not imply successful language
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acquisition leading to proficiency. Thus, the patent promotion of multilingualism and the expec-
tations verbalised by Dame Louise Casey in 2018 (UK should set date for everyone to speak
English, says Casey”, 2018) (a “target date” by which the government wants “everybody in the
country [UK] to be able to speak a common language”), might be impossible to fulfil. A person
is not born linguistically proficient, a person is not made linguistically proficient, polyglot or
interpreter, but a person is definitely born to be made linguistically proficient, or polyglot or

translator or interpreter.

7.15. INTERPRETING ACCORDING TO THE COGNITIVE LOAD THEORY

Apart from foreign language proficiency, professional interpreters need special skills to imple-
ment their specialised knowledge by exercising their discretionary specialisation in order to
achieve “pragmatic equivalence” (Crezee et al., 2020). In other words, MIs must have “pragma-
linguistic” competence and know that the linguistic expression of the pragmatic intention differs
from language to language (Hale, 2014, p. 323 cited in Crezee et al., 2020). They must also have
“socio-pragmatic” competence and know what types of behaviour are considered appropriate in
what settings in different languages and cultures (Hale, 2014, p. 323 cited in Crezee et al., 2020).

The cognitive load (hereafter CL) theory (Sweller et al., 1998, 2011, 2019; Paas and Van Mer-
riénboer, 1994; Yin et al., 2008; and Meshkati, 1988 in Zhu and Aryadoust, 2022) views inter-
preting as an activity requiring major cognitive resources to deal with task demands (mental ef-
fort). Zhu and Aryadoust (2022) postulate that the CL of professional interpreters, is intrinsic
(inherent complexity of information and the skill to process this information), extraneous (the
manner in which the information is presented), and germane (processing and cross-linguistic
reconstruction of information).

Gile’s (1995, 2009 as cited in Zhu and Aryadoust, 2022) “assimilates interpreters to a tightrope
walker who has to utilise nearly all their mental effort during interpreting, which is available only
in limited supply” due to a limited capacity of their working memory. Giles identifies 3 major
mental efforts: comprehension of the input, production of the rendition or “articulation of the
translated code” and short term memory or capacity to store limited bits of information (as cited
in Zhu and Aryadoust, 2022). The vital decisions or the discretionary application of individual-
ised expertise and experience is happening during the time lag (otherwise referred to as ear-voice-
span) between the comprehension and articulation of the rendition. However, the short
timeframe left for the exercise of discretion is not the only challenge faced by interpreters. It is
the multidimensionality or multifacetedness of factors that need to be taken into account and

processed while exercising professional discretion in that short timeframe. Zhu and Aryadoust
(2022) identify the following factors™:

« Linguistic factors
o Turn duration

o Directionality (L1 - L2, L2 - L1)

" The original table is available here: https://www.frontiersin.org/files/Articles/899718/fpsyg-13-899718-
HTML/image_m/fpsyg-13-899718-t001.jpg
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o Lexical density, domain-specific terminology, acronyms, conversion of units of

measurement
o Syntaxis (simple vs compound sentences)
o Semantics (culturally loaded expressions)
o Pragmatics (intention, implication)
o Sociolinguistics (dialect variety, register)
o Textual organisation (genre, cohesion)
« Paralinguistic factors
o Delivery speed
o Accent
o Body language
« Environmental factors
o Hospital setting, different hospital departments, different medical specialties
o Psychological pressure and stress due to hospital emergencies
o Medical professional reputation and patients’ wellbeing is in play
« Interpreter factors
o Linguistic knowledge (foreign language discourse competence)
o Cultural knowledge (political, economic, social, ethnic, literature, arts, etc.)
o Interpreting modes and techniques

o Interpreting strategies (understanding of the underlying process of interpret-
ing is essential to apply the optimal solutions, skills to comprehend and pro-

duce language)
o Personal traits (motivation, anxiety, stress resistance)

o Meta-cognitive processes such as the ability to build up a mental representa-

tions and monitor speech production

Interpreting requires extremely high degree of metacognitive awareness Bravo, 2019, p. 148
as cited in Zhu and Aryadoust, 2022).

This is due to the fact that the nature of the interpreting task, which demands the ability to quickly
shift attention across many cognitive activities, needs a meta-level skill to perform quality control.
Through applying proper cognitive processes and metacognitive strategies, interpreters interact with
the task and environment factors, a process that influences interpreters’ performance. (Zhu and Ary-

adoust, 2022)

According to Lan (2019), MI requires a great concentration on non-verbal communication,
behaviour and information (Burgoon, Guerrero & Floyd, 2016 cited in Lan, 2019). All behaviour
that is “consensually recognized”, conventionalised, and regularised “among members of a given
social community, culture or society”, and displayed with an intent must be noticed and consid-

ered by the interpreter. The interpreter must know how to recognise non-verbal messages and
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whether/how to interpreter these as intentional. “Communicational” non-verbal information

according to Poyatos (1983, p. 138 cited in Lan 2019, p. 32) can be classified as follows:

Non-verbal communication channels (Poyatos, 1983 cited in Lan, 2019, p. 32)

v v
Audible Visual
Kinesics Kinesics
Paralinguistic Dermal reactions
- Voice qualities Proxemics
(pitch, rhythm)

- Voice modifiers
(pharyngeal, labial,
articulatory control)

- Independent sounds
(e.g. hesitation)

- Silences (conscious
or unconscious
support, emphasis,
contradiction)

Figure 37. Non-verbal communication channels (Poyatos, 1983)

Burgoon et al. (2016, p. 25 cited in Lan, 2019) distinguishes a series human senses, a combi-

nation of which is believed to stimulate and carry certain signals or codes:

e  Kinesics (direct/indirect gaze, positive/negative reinforcers such as smiling, nodding, facial expres-
sions, posture such as postural openness, frequent/sporadic gesturing)

e  Vocalics (rhythm, pitch variety, silences/latencies, sound pressure loud/quiet)

e Proxemics (close distance, forward leaning, body/facial orientation)

e  Haptics (touch)

e  Chronemics (monochronistic/polychronistic use of time, use and reaction to time pressures)
e Appearance

e  Adornments

e Olfactics

e  Artefacts

Figure 38. Interpretative human senses (Burgoon et al., 2016)

[t is worth noting that MI must not only identify, recognise and correctly interpret all of the
aforementioned non-verbal communicative, behavioural and informative mechanisms in a given
interaction context, but also know how to use these non-verbal communication channels cor-
rectly. For that, Clifford (2005 cited in Lan, 2019, p. 35) suggests using “psychometric approach
to validate the testing of an interpreter’s intelligibility, informativeness” and style of “delivery”. Carroll
(1996, p. 109 cited in Lan, 2019, p. 35) argues that in order for it to be considered a successful
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“delivery” MI must display a “pleasing voice quality”, “good diction”, “appropriate speed”, avoid-
ing “hesitations and excessive self-corrections”.

Thus, an adept, talented or experienced layperson interpreter might try to control the “cogni-
tive process” otherwise referred to as “the ability to build up a mental representation of the verbal
message through comprehension, parsing the information, and integrating it with one’s own pre-
existing knowledge (Setton, 1999 as cited in Zhu and Aryadoust, 2022)”. However, the metacog-
nitive processes, or the “strategies for efficient management of processing resources”, which con-
sist of “planning, monitoring, and evaluating (Flavell, 1976)” are only performed by those people
who have learnt how to do it (Flavell, 1976).
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8. FORMAL KNOWLEDGE, EDUCATION AND QUALITY
OF MI IN THE VC

8.1. THE IMPORTANCE OF FORMAL KNOWLEDGE FOR PROFESSIONAL DISCRETION

Flyvbjerg’s observation on the fact that “the type of knowledge that produces quality in profes-
sional performance is difficult to grasp with traditional scientific methods” (1993, p. 65 Phelan
et al.,, 2019, The interplay between practice, research and education in professionalisation sec-
tion, § 3) will be the point of departure for this chapter.

However, in view of the Freidson’s theory on classification of professional knowledge and in
view of the widely held perceptions of knowledge underlying M1 presented in the previous chap-

ters, the aim of this chapter will be to calibrate:
« the complexity of knowledge underlying MI

« the need for formal university education to internalise such knowledge and gain the

ability to implement it through the exercise of professional discretion

« the importance of successful professional discretion in guaranteeing quality of profes-

sional performance
« the salience of premium interpreting quality in guarantee high-end service
« the importance of providing only optimal MI service in the medical context

In order for MI to professionalise, we must learn how to convince relevant social actors of the
fact that there is a difference between performing a task to the best of one’s ability and performing
a task proficiently, competently, and most importantly responsibly, especially when it comes to a
task as complex as ensuring doctor-patient communication in a field where a minor error may

lead to major implications for all parties involved.

Professionalism is based on specialized bodies of knowledge and skill that have no coercive power of
their own but only what may be delegated to them by the state or capital. They gain their protected
status by a project of successful persuasion [...] They must persuade others that the discipline is of
special value either to the public at large or to an important interest of the state or an influential

elite. (Freidson, 2001, Chapter 9 The Soul of Professionalism, Trust and Ethics section, § 1)

“The length of training, the depth of special knowledge and [...] codes of behavoiur” (Horobin,
2016, The Meaning of Profession section, § 3-3) highlight the professionals’ moral involvement
with, commitment to, concern about and interest in the patient and instil trust in the profession.
The quality of the work being carried out is what truly appeals to the client, the customer or the
patient, it is what elicits the feeling of trust and the willingness to trust. These tree parameters
play a pivotal role in achieving the immediate functional value, state recognition and social
acknowledgement.

Also, medical interpreting has a unique feature to it: not only does it imply “concern” or
“involvement with people rather than buildings [...] or accounts” (McCormick 1979, p.13 as cited

in Horobin, 2016, The Meaning of Profession section, § 4) as, for instance, medicine, but it
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entails dealing with both personal vulnerability experienced by the patients who are distressed
and who might feel alone in a foreign country, and professional vulnerability experienced by the
doctors, whose reputation is at stake and who are going to be held liable in case of negligence or
malpractice, which might hypothetically be a result of deficient interpreting. Professions such as
“priests, nurses, teachers, social workers and to some extent [...] lawyers” all share this concern
and direct involvement with people, whereas “architects, actuaries, accountants and engineers”
do not work directly with people (McCormick 1979, p.13 as cited in Horobin, 2016, The Mean-
ing of Profession section, § 4). Medical interpreters constitute a key figure in doctor-patient in-
teraction, hence the medical centre must ensure his/her/their eligibility to discursively being a
part of diagnosis, treatment and convalescence process.

The current workplace reality demonstrates that the majority of “key external players” (Garcia-
Beyaert, 2015) practicing in the study relevant area are convinced that medical interpreting is
based on mechanical specialisation. Mechanical is not used here in the sense of manual labour,
but intellectually effortless, easy to carry out and reduced to mere relaying of words from one
language to another. “Prevailing mechanistic view of language transferral [...] does not
acknowledge the interactive role of the communicating subjects” (Rudvin, 2005, p. 171).

However, Rudvin (2005, p. 170) pinpoints that: “the act of translating cannot be mechanical
because of the fluid nature of its vehicular mode”. However, service providers are not “at pains
to control and limit [the] source of power” possessed by layperson interpreters (Rudvin, 2005, p.
171), and prefer to rather “trust the interpreter’s loyalty blindly”. Amateur interpreters are not
acquainted with the notion of task discretion and the “degree of permissible participation”
(Rudvin, 2005) may sometimes be absolutely disquieting.

It is considered that MI is based on tacit, unverbalizable skills acquired through experience,
which are not stipulated by any formal corpus of codified technique, cannot be taught or system-
atised. Medical interpreting is viewed as an activity grounded in everyday knowledge and per-
formed unselfconsciously. The promotion of multilingualism may serve as a mechanism of ex-
oterisation, oversimplification, demystification, proletarianizing and deskilling of the profes-
sional work of this occupation. Moreover, apparently it is not a luxury any more to expect the job
applicants to be proficient in at least one foreign language It is “mainstreamed” into the modern
labour market as some workaday, commonplace prerequisite, just an (extra) valuable asset, rather
than highly sophisticated, conventionalised and fully established profession in the most orthodox
sense of this word. The universalisation of the concept of language knowledge and interpreting
skills is taken for granted in our modernised society as a side effect or malignisation of certain
political initiatives on national and international level, globalisation as well as scepticism and
indifference of the general public.

Therefore it is not uncommon to call unqualified interpreters who have been working in pri-
vate clinics for a very long time “professionals” by virtue of experience. However, scientific data
showcase that MI entails numerous abstract concepts which are organised, systematised and
methodised by means of theories. These abstract theories, concepts and rules have been stipulated
in codified texts and became prescriptive and conventionalised in order to be learnable in a class-
room. These materials became disciplinarised and came to constitute the body of formal or voca-

tional knowledge. This body of formal knowledge is the core of working knowledge, which
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subdivides into diagnostic knowledge and prescriptive knowledge. The former entails extensive
groundwork and conceptualisation as well as interiorisation of insights gained during university
education and training and allows to troubleshoot successfully. The later implies employment of
a repertoire of tested procedures and techniques (mastery of interpreting modes, note taking
techniques, etc.).

However, the vast majority of employers and the co-workers of medical interpreters in the
private healthcare facilities of the Valencian Community conceive of MI as an activity based ex-
clusively on the practical knowledge, which is learnt situationally or on the job. Therefore, a short-
term on the job training (basically shadowing senior members of the team), which the non-pro-
fessional newcomers receive as part of their onboarding, is believed to be enough. The practition-
ers’ knowledge and skill in the case of learning on the job is severely narrowed down and confined
to the quasi-automatised performance of very specific tasks under very specific circumstances. The
volume of knowledge and skill is boiled down to the most basic notions and zeroed in exclusively
on those parts which allow the worker to do just enough to muddle through. These non-profes-
sional practitioners may acquire some practical skills such as the ability to work under pressure
or the ability to work in team, but they will still lack the extensive body of knowledge accessible
only through a thorough and long-lasting education and training, and therefore, they will not be
able to exercise discretion properly. It is quite obvious that MI -like any other professional activ-
ity- is “fallible and characterised by a certain degree of indeterminacy [i]n fact, the indeterminacy
is essential to the mere existence of professions” (Phelan et al., 2020, Professions and the exercise
of discretion section, § 2), otherwise we would be talking about mechanical activities based on

everyday knowledge which every normal adult can do.

Without decision-making, in situations with a certain degree of indeterminacy - and the exercise of
discretion, in the execution of tasks - there would hardly be any basis for a profession to lay claim to
the legitimate control over certain work tasks. In the absence of indeterminacy, the tasks could be
carried out more or less mechanically. It would then make no difference really who carried them out.

(Grimen & Molander, 2008, p. 179, cited in Phelan et al., 2020, Professions and the exercise of

discretion section, § 2)

Phelan et al. also emphasise that “real-life situations are each unique. Even though some situ-
ations may resemble each other in type, no two situations are identical” (2020, Professions and
exercise of discretion section, § 2). Consequently, it must be taken into account that all of the
guidelines, rules, standards of practice and norms of conduct displayed in the code of ethics are
“general because if too detailed, they would become dysfunctional, according to Grimen [...] the
norms of action cannot cover every detail or coincide fully with all aspects of the situation at
hand.” (Grimen, 2008, p. 144, cited in Phelan et al., 2020, Professions and exercise of discretion
section, § 2). Galligan (1986, p. 8) contends that the vagueness and general character of the codes
of ethics allow for “a sphere of autonomy within which one’s decisions are in some degree a
matter of personal judgment and assessment”. Similarly, Dworkin (1978, p. 31 as cited in Phelan
et al. 2020 same section and paragraph) describes “an area left open by a surrounding belt of
restrictions”. This is where the interpreter applies the acquired corpus of formal knowledge
within general norms of action or “surrounding belt of restrictions”. The structural dimension

encompasses:
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The selection of a decision or action which is possible, permitted and thereby available to the decision
maker. In an epistemological dimension, however, discretion refers to the reasoning the individual
goes through in order to ground a decision or an action in a situation of indeterminacy. In this
dimension, discretion was one of the intellectual virtues Hobbes identified in Leviathan, describing
it as ‘distinguishing and discerning and judging between thing and thing’ (Hobbes, 1651/1962, p.
51). The legal philosopher Ronald Dworkin (1978), who used a doughnut hole to symbolize discre-
tionary power as a small space of manoeuvre surrounded by a belt of restrictions, defined structural
discretion as context-dependent and occurring ‘when someone is in general charged with making
decisions subject to standards set by a particular authority’ (pp. 31-32). (Tiselius, 2018, p. 751)

Thus, there is clearly a gap between the university curricula and professional action, however,
the exercise of professional discretion must always be demarcated in accordance with the codes
of ethics and codes of professional conduct and based on a clear delimitation of tasks (Freidson,
2001; Halliday 1987), otherwise referred to as tasks discretion. Consequently, this knowledge
and cognisance of what to expect will lead to trust in the profession and the professional, which
ultimately may result in recognition of professional profile and eventually in a completion of the
process of professionalisation.

Therefore the mistakes made by members of a profession should not be categorised as a wilful
neglect or malpractice (Freidson, 2001), but rather unintendedly failed attempts to apply Aristo-
telian POV GG (Phronésis) or “applied knowledge that is ‘pragmatic, variable, context-dependent,
and oriented toward action” (Kinsella & Pitman, 2012a, p. 2, cited in Phelan et al., 2019, The
interplay between practice, research and education in professionalisation section, § 1).

However, in our case, the statement that “all professional activity is fallible and characterised
by a certain degree of indeterminacy” (Kinsella & Pitman, 2012a, p. 2, cited in Phelan et al.,
2019, The interplay between practice, research and education in professionalisation section, § 1)
takes on a a new dimension, because if the interpreters who undertake the tasks of communica-
tion accommodation, happen to be layperson or non-professional, the degree of fallibility, inde-
terminacy and lack of control over one’s work will escalate to dangerous levels. Moreover, in this
case fallibility related to human factor should be reclassified into acquiescent, amenable and pli-
ant professional dereliction of duty, failure to reject inappropriate assignments, and disregard for
one’s own limitations and lack of proper training. Thus, such fallibility may be qualified as neg-
ligence. Given that the tasks cannot be conducted mechanically and unselfconsciously, it is cru-
cial that the interpreter is very well cognisant of the boundaries of the exercise of discretion in
the execution of tasks and is in total control of what he/she does. Skaaden argues that in our
profession there are two essential principles: that of accuracy in rendition and that of impartiality.
The author is convinced that these two principles “in concert outline the specific profile of the
interpreters’ societal function” and thus, “form the base of the codes of ethics” (Skaaden, 2019,

chapter 3.2.2 The interpreter’s exercise of discretion).

8.2. THE CONCEPT OF PHRONEsSIs IN MI

Phronésis is integrally related to the exercise of discretion (whereby the interpreter is contemplat-
ing, pondering and balancing all sorts of different options in situ), as it represents: “the profes-

sional’s skills in making ‘wise’ decisions in actual situations” (Grimen 2008a, p. 78; Hibbert 2012,
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p. 65; Skaaden, 2017 as cited in Phelan et al., 2019, The interplay between practice, research and

education in professionalisation section, § 1).

The knowing how involved in the mastery of professional skills also has to do with the building of
confidence and the experience of making judgements in actual situations (Grimen 2008a: 72). Kin-
sella and Pitman (2012b: 169) who describe Phronésis as ‘wise action in context’, state that the knowing
how involved in the successful practice of the individual practitioner, moreover, relates to a collective
Phronésis. That is, ‘the collective good that a professional community commits itself to through its
practice as a profession’ (ibid.: 9). (Phelan et al., 2020, The interplay between practice, research and
education in professionalisation section, § 2)

The expertise grounded in formal knowledge (purely academic episteme) and working
knowledge (techne or vocational competencies) are essential for the exercise of discretion, but so
is the concept of Phronésis, which denotes the process of application of the aforementioned types
of knowledge and skill by means of wisdom, careful pondering and reasoning, circumspection
and good judgement, always based on both moral and ethical commitment to achieve collective
good through the praxis/practice of profession.

Professional knowledge underlying MI may be subsumed under the Aristotelian concepts of
Episteme and Techne, but by no means can professional activity be confined to these intellectual
virtues as Aristotle calls them in The Nicomachean Ethics (VI). Aristotle defines epistémé as sci-

entific knowledge distinguished by its eternal nature and existence due to a necessity. Techné, on

the other hand:

[s a disposition that produces something by way of true reasoning; it is concerned with the bringing
into existence (peri genesin) of things that could either exist or not. [...] For instance, carpentry makes
this house and medicine produces health in a particular case. (Stanford Encyclopedia of Philosophy,
2020, Episteme and Techne, section 3 on Aristotle)

Thus, MI materialises the previously inexistent possibility of producing health despite a lan-
guage barrier. In Nicomachean Ethics (Stanford Encyclopedia of Philosophy, 2020) Aristotle be-
lieves that both techné and praxis “aim at some good”. This is extremely important, because it is
not about possessing the knowledge and the skill or technique, it is about knowing how to cor-
rectly employ it, and it is also about the commitment to achieve “some good” such as health as
the end goal of medicine, and respectively flawless communication in the case of interpreting. In
this case, medical interpreting may be regarded upon as an equalizer, whose benefit consists in

facilitating equal access to healthcare for those who do not master Spanish.

In the case of virtue, by contrast, the value is not in a separate product but in the activity itself. In
the light of what Aristotle says about the activity of virtue, we can better understand practical wisdom.
For it, doing well (eupraxia) is an end in itself. However, this end is quite expansive; it is doing well
as a human being, living life well in general. (Stanfor Encyclopedia of Philosophy, 2020, Episteme
and Techne, section 3 on Aristotle)

Thus, the value resides in interpreting itself, but only if this activity results in eupraxia (good
performance). Eupraxia cannot exist without arete (=excellence) and arete cannot be achieved
and accomplished without education whereby the learner acquires partial practical knowledge

and skill, expertise, mastery, etc. grounded in the episteme (=scientific knowledge). “Scientific
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knowledge concerns itself with the world of necessary truths [purely theoretical approach], which
stands apart from the world of everyday contingencies [purely practical approach] [...]” (Stanfor
Encyclopedia of Philosophy, 2020, Episteme and Techne, section 3 on Aristotle). So, “Clearly, if
medicine is an epistémé which studies health, it is also a techné which produces health” (Stanfor
Encyclopedia of Philosophy, 2020, Episteme and Techne, section 3 on Aristotle). In order to
highlight the importance of paideia (=education), Aristotle in his Metaphysics foregrounds the im-
portance of distinction between a knowledge grounded in episteme and techné and knowledge and

skill based off of experience (empeiria).

Aristotle contrasts the person of experience (empeiria) with someone who has techné or epistémé.
[...] the person who has a techné goes beyond experience to a universal judgment. [...] As Aristotle
says, the master craftsman (technités) is wiser than the person of experience because he knows the
cause, the reasons that things are to be done. [...] Presumably the reason that the one with techné can
teach is that he knows the cause and reason for what is done in his techné. So we can conclude that
the person with techné is like the person with epistémé; both can make a universal judgment and
both know the cause. [...] He [Aristotle] adds that it is the mark of an educated person to seek the
amount of accuracy (takribes) that the nature of the subject matter permits (1094b20-25). (Stanford
Encyclopedia of Philosophy, 2020, Episteme and Techne, section 3 on Aristotle)

Both techné and epistémé will orientate the action or activity (=praxis) towards correct execution
(=arete of techné.) (Stanford Encyclopedia of Philosophy, 2020, Episteme and Techne, section 3
on Aristotle). In the field of professions, Phronésis cannot be accomplished without arete of techné
(=excellent performance or execution) (Stanfor Encyclopedia of Philosophy, 2020, Episteme and
Techne, section 3 on Aristotle). A layperson interpreter cannot be expected to make shrewd de-
cisions and to exercise discretion correctly if they lack formal knowledge and skills. Skaaden in
Phelan, Rudvin and Kermit (2019) have curated a very insightful depiction of the compartmen-
talisation of different determinants, which would allow us to understand how important the
multiple-level exercise of discretion really is. The complex interplay of the following factors is
believed to have a major impact on the quality of an interpreting event (Skaaden, 2019 in Phelan

et al., 2019, Professional trust and virtue or quality in performance section, § 5-6).
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Table 4. Professional knowledge and skill

Cognition

Convention

Context

The interpreter’s skills and virtues
along parameters such as:

The degree of coincidence or
divergence in and between the two
working languages’ conventions, along
parameters such as:

The complexity and grammar of the
situational context in terms of:

Bilingual skills

Interpreting skills, including mastery of
interpreting mode

Interactional skills

Understanding of own function or role
in the communication

Understanding of context and
situation

Processing capacity

Memory capacity

Stamina and stress tolerance
Fatigue

Self-confidence

Grammatical and pragmatic device,
e.g. deictic device, etc.

Markedness

Homonymy, including false friends
(see Example 3.8)

Loan words
Register variants

Stylistic variants including politeness
expressions

Metaphors, proverbs, etc.

Degree of formality, number of
participants

The participants’ interactional skills —
including awareness of the specific
nature of interpreted interaction
Expected mode(s) of interpreting; and
accommodation thereof

Participants’ mode of speech; dialogue
or lecture style; planned or
spontaneous speech

Speech quality, e.g. diction, speed,
clarity

Accommodation of the situation for
interpreting

External interference or noise

NOTE: Table extracted from Skaaden, 2019 as cited in Phelan et al., 2019 Professional trust and virtue or quality in performance

section, § 5-6

Every single element mentioned in this diagram (extracted from Phelan et al., 2020) demon-

strates that pure experience gained as an in situ medical interpreter would make it impossible for

layperson interpreters to correctly exercise discretion.

[ would like to contribute by scrutinising the aforementioned quality determinants from the

perspective of Freidson’s theory of professional knowledge and Aristotelian concepts related to
professional knowledge, practice and ethics. The following list of elements comprising MI was
designed to showcase all the study-relevant elements of professional knowledge needed for opti-

mal service delivery as well as for guaranteeing the main medical dogma of primum non nocere.

1. Genetic and neurophysiological factors
Innate genetically driven factors (inborn brain architecture, brain cell structure, brain plasticity,
contribution of genes, etc.) are responsible for
« Foreign language acquisition
o Processing capacity
o Memory capacity
« Working memory
« Declarative memory
« Procedural memory
« Stamina and stress tolerance
« Fatigue resistance

o Self-confidence
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2. Neurophysiological and genetic predisposition, scientific knowledge and education

In order for the learner to be able to learn and retain information about the conventions of their

respective working languages, the following indicators signalling neurocognitive flexibility are re-

quired:

Processing capacity

Working memory in order to retain and easily and immediately retrieve verbal and

lexical information, learn and memorise new lexical units and syntax

Phonological short-term memory for non-native sound learning and correct articula-

tion of utterances

Rote memorisation ability

Declarative and procedural memory

Noticing ability

Ability to cope with novelty and ambiguity when learning a foreign language
Phonetic coding ability

Grammatical sensitivity

Bilingual functioning and executive control over linguistic fluency

Only the aforementioned determiners may guarantee quick learning, correct understanding

and highly proficient application of:

Grammatical and pragmatic device, e.g. deictic device, etc.
Markedness

Homonymy, including false friends

Loan words

Register variants

Stylistic variants including politeness expressions

Literal and figurative speech, figures of speech, thought and sound (Metaphors, me-
tonymy, proverbs, personification, apostrophe, idioms, expressions, hyperboles, un-
derstatement, litotes, similes, parrhesia, irony, sarcasm, onomatopoeia, homoioteleu-
ton, alliteration, assonance, anaphora, cataphora, epistrophe, asyndeton, polysynde-
ton, paradox, oxymoron, chiasmus, antithesis, euphemism, dysphemism, diacope,

epizeuxis, epiplexis, rhetorical questions, etc.

3. Professional praxis based on education accomplished through the exercise of discretion
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4. Scientific Knowledge and Excellent Practical Skills applied to practice through phronesis

The following are the situational determinant factors which underlie each interpreting instantia-
tion and which require exercise of discretion based on praxis enacted through ethical righteous-

ness and integrity of professional practice (in other words through the exercise of Phronésis):
« Degree of formality, number of participants

« The participants’ interactional skills - including awareness of the specific nature of

interpreted interaction
« Expected mode(s) of interpreting; and accommodation thereof

« Participants’ mode of speech; dialogue or lecture style; planned or spontaneous

speech
« Speech quality, e.g. diction, speed, clarity
« Accommodation of the situation for interpreting
« External interference or noise

. Stress management

5. Professional Specialisation

Given that medical interpreting is carried out in a secondary (for the interpreter) institutional
sphere (see Freidson, 2001), which is a medical facility (be it public or private), the interpreter
must acquire theoretic competencies and expertise in order to successfully undertake
his/her/their tasks. This specialisation implies specialised and highly formalised theoretic
knowledge.

The interpreter must under no condition be expected to employ theoretic knowledge in order
to carry out practical tasks, because these practical assignments correspond strictly to medical
staff. Nevertheless, the interpreter must be fully acquainted and familiarised with medical con-
cepts and medical terminology across a wide range of medical specialties: cardiology, hemody-
namics and interventional cardiology, haematology and hemotherapy, internal medicine, general
surgery, bariatric surgery, gastroenterology, medical oncology (radiotherapy and chemotherapy),
oncological surgery, thoracic surgery, plastic surgery, aesthetic medicine, oral and maxillofacial,
vascular and endovascular surgery, neurology, neurosurgery, traumatology, orthopaedic surgery,
paediatrics, gynaecology and obstetrics, urology, dialysis, neurophysiology, (in)fertility, allergol-
ogy, pathological anatomy, anaesthesiology, dermatology, electrophysiology, endocrinology, mi-
crobiology, laboratory, otolaryngology, nuclear medicine, nephrology, pneumology, preventive
medicine, ophthalmology, nutrition and dietetics, phycology, psychiatry, interventional radiol-
ogy, podiatry, radiology and diagnostic radiology, rehabilitation and physiotherapy, rheumatol-
ogy, Emergency Room (ER), Intensive Care Unit (ICU), and palliative care inter alia.

This can also be construed as vocational knowledge, esoteric in character. Thus, not only does
medical specialisation in interpreting imply utmost linguistic proficiency in working languages
and extensive expertise in translation and interpreting, but also mastery of and confident naviga-

tion through:
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« Medical concepts and their etymology
« Notions of Latin and ancient Greek
« Medical terminology used across medical fields

« Medical settings are also characterised by the urgency of critical need of the patient, so
stress inherent to the nature of medical work, must not handicap the interpreters’
operability, but enhance other social actors’ perception of the interpreters’ profes-
sionality. In other words, interpreters must learn to successfully manage stressful sit-

uations as an intrinsic part of work.

As maintained by RuizMezcua: “If the translator or interpreter want to performe [sic] a
good job, he or she must [...] “become”; in a certain way and in most occasions, the Science
professional of these specific fields [...]” given that translation and interpreting “is a profession
that constantly comes into contact with other disciplines that use it to [...] transmit all kinds of
wisdom” or sapientia (2014, pp. 265, 267).

If 1 were to represent all the aforementioned segments or constituents of the specialised
professional knowledge of medical interpreters in grosso modo I would opt for distilling this section
into a diagram where [ would adopt a more reader minded approach by including only the most
relevant concepts heavily driving on Aristotle’s ethics. The schema presented below’' thus aims
to accentuate some key concepts and notions which, once internalised, will allow for a much
better understanding of the framework of knowledge underlying medical interpreting. If I were
to resume the very essence of profession, I would say that it consists of pursuing excellence in
work with diligence and expertise. In the following chapters of this thesis I shall try to elaborate

more on each of these components of knowledge.

! The structure of this diagram was greatly inspired by the information conflated in the schema designed by Stig
Ottosson in his work Blended/Flipped Learning and Phronésis Coaching in Higher Education issued in 2013.

202



8. FORMAL KNOWLEDGE, EDUCATION AND QUALITY OF MI IN THE VC

TELOS (T£)og) Aim, purpose, Intention = COMMUNICATION
Interpreter exercises discretion which should be strictly delimited to encourage trust and define clients’ expectations. The telos of

communication may only be fulfilled if there is ethical discernment (cveoig or comprehension), which is the virtue of fair other-regarding or
interpersonal understanding.

PHRONESIS (®poévnoig) Prudence, practical virtue, practical reasoning regarding the impact of action. Phronésis denotes
correct execution of moral action (action/ mpa&i). It cannot be learnt from mistakes or taught. Virtuous action defines ethical
righteousness and integrity of professional practice and life.

=EXERCISE OF DISCRETION, DISCERNMENT AND SHREWDNESS seeking ‘the collective good [phronésis
through sunesis] that a professional community commits itself to through its practice as a profession’ (Kinsella and Pitman

2012b, p. 9)
Reflection, selection filter Reflection, selection filter
AT (<)
® TECHNE (Téyvm) = PRACTICA _ TIME 1) % Sophia/Wisdom (Zogia) =
KNOWLEDGE/SKILL, EXPERTISE, Mood, interest, motivation
MASTERY, TECHNIQUE which ori N @@ A R
the action (praxis/ moa&w) towards its correct || KNOW KNOW 2) Paideia/Education (Ilondsia)
execution. Implies refinement by means of ||\, HOW [ ] WHY k&
i d learning though d
exereise an ez:;?fke:Ug errors an 3) Q Nous/Intellect/Intelligence (N 6og) predicted by
THERE IS NO PHRONESIS WITHOUT neurophysiological and genetic factors (in
EXCELLENT PRACTICAL KNOWLEDGE leyperersuan ancee kel )
(Apeti + Téxvn = Zooia) *
Whmhlf@ on!y bg dguara?nteelc_‘ll b’é'?eans of 4) g Episteme/Science/Knowledge (¢motijpun)
myesyEcicaon(ineety In the case of medical interpreting the episteme is constituted
X . . . . N by: 1. Formal Knowledge embodied by systematised,
With regard to working knowledge medical interpreting is grounded in 1) methodised, formalised, prescribed and conventionalised
Diagnostic Knowledge (extensive groundwork, interiorisation of concepts gained - stipul;t e Odif,-l FtermeniiEranfn g
through education resulting in effective trouble-shooting, decision-making and Vocational, specialised, academic knowledge, whi
st 2) Prescri‘ptive Knowledge (Lt yiiats o o repenoirg i case of Spain h;s been disciplinan'sed and institut;onalisation
tested procedures and techniques) 3) Practical Knowledge (team cooperahon;/ of formal schooling in this discipline taught to those who
work under pressure) ;

aim to gain access to specialised occupation. L

Immanent Ethical PRAXIS (ITpa&) = Intelligence (N6og) + Ethos (£00g) |
Good performance itself (EvrpaZie) is the end of the action (praxis/ Ipatig). The principle of moral praxis is the choice of the achievement of
the proposed end: to accomplish a certain action. Ethical praxis is accomplished when, once the process of its accomplishment has been chosen
and the means to achieve it have been determined, man actually does it. But ethical praxis can fail, or it may not reach the proposed end, the very
accomplishment of the action, even by putting in place those means that practical reason deems necessary. Thus, in the case of practice of the
established professions, we cannot talk about wilful neglect, but rather unintentional failure. This commitment to professional eupraxia
generates TRUST in profession and professional

Figure 39. Schematic summary of the knowledge and skill underpinning medical interpreting

8.3.  UNDERRECOGNITION OF THE COMPLEXITY OF KNOWLEDGE AND THE NEED FOR
FORMAL EDUCATION OF MI

Having defined the typology of knowledge and measured its complexity, this section will seek to
demonstrate that the sophistication of this knowledge is severely underrecognised. Skaaden states
that: “as yet, few countries have acknowledged the need for interpreter education”, but it is only
through education that “interpreters, like practitioners of other professions, need to acquire skills
and understanding of the effects of their professional actions” (2019, chapter 3.5, § 3; chapter 3.5.1, §
7 respectively).

A first step towards comprehensiveness hinges on society’s political will and its readiness to see that
‘poor communication not only threatens minority speakers’ legal safeguard, but also poses a threat
to the professional integrity of the healthcare workers, police officers, or judges in charge of the

institutional dialogue’. (Skaaden & Felberg, 2012, p. 8, cited in Skaaden, 2019, chapter 3.5.1, § 7)

According to Phelan et al. (2020, Organised Education for interpreters: an international spec-
trum of response section, § 1): “Entering the twenty-first century, few countries had reached ‘a
state of comprehensiveness’””, that is, measures that include policy planning, organised educa-

tion, accreditation tests and professionally organised interpreting services”.

2 It is worthwhile noting that Phelan et al. cross-reference Ozolins (2000) who issued an overview on how the qual-
ity of interpreting services is catered for across the globe, in which he differentiates four stages of international
spectrum of response: 1. Neglect; 2. Ad hoc solutions; 3. Generic services; 4. State of comprehensiveness (Ozolins,
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The authors ascribe a lack of stable educational options for some language combinations to a
number of subjacent factors that influence such underrecognition. In their opinion the first fac-
tor is the failure of the educational institutions to encompass the myriad of languages spoken in

some countries.

In sum, the institutionalization of training in schools associated with universities creates the condi-
tions for the relatively secure establishment, refinement, and expansion (in current jargon, the “man-
ufacture” or “construction”) of the specialized knowledge and skill of professions. Furthermore, it
provides such training with the prestige of higher, rather than merely technical, education. (Freidson,
2001, Encouraging Occupational Solidarity section, § 1)

Another encumbrance is constituted by the “constant flux” of the languages required by the
market. “establishing accreditation measures for the multitude of language pairs needed” (Phelan
et al., 2020, Organised education for interpreters: an international spectrum of response section,
§4).

According to Freidson (2001, section 4 Training Programs, § 1-2), the official recognition of
the complex body of formal knowledge and skill as the backbone underlying the work carried out
by an occupation is an absolutely imperative for professional establishment. The salience of the
abstract concepts, the theories and the solid expertise of discretionary judgement being the linch-
pin of the body of that formal knowledge and skill is indispensable.

The respect and dignification of an occupation, the perception of its outstandingness and
worthiness either by “some influential elite” or by the populace may of course propel the mem-
bers of this occupation towards appreciation and informal or unofficial recognition, which will
undeniably spur the occupation to formalisation and statutory regulation, but the state still needs
to be the main proponent of the sanctioned legitimacy of an occupation. The state must officially
recognise the occupation as a profession as well as its jurisdictional boundaries and its functional
value not only de jure, but also de facto by supporting and safeguarding this profession.

This means that the role, the responsibilities and the overall functioning and operationalisa-
tion (in the sense of being ready and in condition to undertake a destined function) of a profes-
sion must be stipulated by law, formalised, and most importantly controlled by appropriate law
enforcement strategies of monitoring the compliance.

Legal and medical professionals’ fail “to link interpreting quality to their own work” (Skaaden,
2019, chapter 3.2.4 The interpreter’s double allegiance and status in the public service setting, §
1-2), which mirrors their unawareness of the social value of the interpreters’ professional
knowledge. Paradoxically, often physicians seem to disregard the fact that they “rely on interpret-
ing to fulfil their own professional integrity” (Skaaden, 2019, chapter 3.5.1, § 6).

Legal and medical professionals do not seem to associate interpreting with the quality of their own
work or professional integrity, despite their need to communicate with clients and patients. Rather,
in cases of language barriers, they ascribe the ownership of the problem of communication to the
party speaking the minority language [...] Moreover, observations that medical professionals accept

2000, p. 22, cited in Phelan, 2020, Organised education for interpreters: an international spectrum of response
section, § 1).
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working with untrained interpreters or even people who lack the most basic interpreting skills’® in-
dicate that professionals fail to see the impact of interpreting on the quality of their own work. (Skaa-
den, 2019, chapter 3.2.4 The interpreter’s double allegiance and status in the public service setting,

§1,3)

What is even worse is that apparently some “doctors are ‘happy to make do’ with this kind of
communication” according to Meyer et al. (2003, p. 75 as cited in Skaaden, 2019). The famous
case of the hospital cleaner acting qua interpreter described by Pochhacker and Kadri€ in 1999 is
one of the examples thereof. The doctors involved in this famous case might not have been pre-
cisely “happy” about having to muddle through using a cleaner as an interpreter, but they did
not seem to mind. Skaaden (2019) mentions another episode denoting reluctant attitude towards
legal interpreting which took place at the Norwegian court during a hearing of a high-profile
triple murder case - Orderud case. The only person who did not speak Norwegian was the expert
witness - British forensic psychologist. In the absence of English interpreter, “the lawyers first
tried to take care of the interpreting themselves”, but once the prosecution and defence have
failed to reach an agreement on proper translations, “the court then installed Natalia, a woman

working in the court’s cafeteria, in the interpreter function” (Skaaden, 2019, chapter 3.2.4, § 3-

5).

The ad hoc interpreter reveals to the journalist that she is not a native speaker of either Norwegian
or English and has never worked as an interpreter before. Her immigrant background appears to be
the qualification for her assignment to the interpreter function. (Skaaden, 2019, chapter 3.2.4, § 3-

5)

By way of comparison, I shall insert an excerpt from an article published on the website of the
National Academy of Medicine of the United States, whereby the reader can confirm that there
is a higher level of cognisance of the complexity of interpreting as compared to Spain, for exam-
ple. Thus, as maintained by Allen et al., 2020°* in their article “Language, Interpretation, and
Translation: A Clarification and Reference Checklist in Service of Health Literacy and Cultural
Respect”, bilingualism does not imply the ability to interpret:

[t is important to point out that—while all interpreters, by definition, are bilingual-not every bilin-
gual person can interpret. Professional interpreters undertake substantial training in both languages
and in moving between them. These days, many interpreters have master’s degrees, reflecting the
years of practice necessary to become proficient at rendering the product of one language into an-
other in an efficient, accurate, and meaningful way. [...] Bilingual ability differs from person to per-
son. Most bilingual individuals have differential levels of competence in their two languages, often
more so if they have not formally studied both languages and learned how to translate and interpret
in each of the two languages. This requires more skill than being conversationally fluent in two lan-

guages. (Allen et al., 2020)

However, only “when so recognised, an occupation is in a position to control its own work,

[task organisation and distribution among workers, which is the division of labour] rather than

> For more information check Péchhacker and Kadri¢ (1999) famous study The Hospital Cleaner as Healthcare Inter-
preter.

** Fort he full article, please visit https://nam.edu/language-interpretation-and-translation-a-clarification-and-refer-
ence-checklist-in-service-of-health-literacy-and-cultural-respect/
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be controlled by consumers or managers” or employers (Freidson, 2001, section 4 Training Pro-
grams, § 1-2). Freidson cites Wilensky (1961) and Spilerman (1977) who call these types of careers
“disorderly”, “with the work classified as unskilled or semi-skilled” according to the society in
general, for “Without jurisdictional protection or other sources of stability and definiteness, the
content of jobs will vary to satisfy the differing demands of each employer or customer. Stand-
ardization is discouraged” (Freidson, 2001, Division of Labor Based on Free Competition sec-
tion, § 2). Therefore, “Without any restriction on [...] protective laws or customs to prevent work-
ers from offering to do any kind of work, work-roles, jobs, or occupation cannot have clear bound-
aries or jurisdictions”, which implies that medical interpreting may be bound to de-professional-

ise:

Much work is likely to be performed in jobs whose very existence may be fleeting, and whose tasks
may change. Such jobs can develop no coherent identity, and those performing them are unlikely to
be inclined or able to develop common occupational identity and consciousness. (Freidson, 2001,
Division of Labor Based on Free Competition section, § 2)

8.4. THE FALLACY OF AQUI TODO EL MUNDO HABLA INGLES [EVERYBODY SPEAKS
ENGLISH IN HERE]

The knowledge underlying MI is believed to be identical to the foreign language knowledge
claimed by many Spanish citizens and residents. Regardless of whether it is public or private
health care, it is very common to meet doctors or other health professionals who claim to speak
English perfectly. This is a very common phenomenon in Spanish medical centres. This was also
reported by Angelelli (2015, pp. 60-63). However, according to the Cambridge Monitor barome-
ter published in 2017 by Cambridge University Press, 44% of Spanish population admit that their
level of English is “low” or “very low” (Soler, 2017). Those who think their level of English is
“high” or “very high” are only 22% of the citizens (Soler, 2017).

These figures mirror Spain as the country with the poorest grasp of English among the EU
member-states which participated in the survey (Soler, 2017). Madrid and Catalonia are the com-
munities whose grasp of the English language is less limited compared to the rest of Spain, as
about three out of 10 inhabitants claim to have a “high” or “very high” levels (Soler, 2017). Spain,
Italy and France have been reported to lag behind the rest of the Member States (Soler, 2017).

Julio Redondas, director of communication at Cambridge University Press, explains to the
newspaper El Mundo that Spaniards feel embarrassed about speaking English [...] and it appar-
ently constitutes a major problem for them, although it is not interrelated with the self-esteem of
the citizens (Soler, 2017). According to Redondas, the problem is that “we know more English
than we think but we don’t trust our ability to speak or write it” (Soler, 2017). The weak points
in our learning are in the ability to “express ourselves correctly and pronunciation” (Soler, 2017).

According to the Survey on Adult Population Participation in Learning Activities conducted
by the National Statistics Institute every five years (INE, s. f.), English is the foreign language used
by 40.3% of Spanish population, followed by French (14.0%), German (2.8%), Italian (2.6%)
and Portuguese (1.7%) (INE, s. f.).

206



8. FORMAL KNOWLEDGE, EDUCATION AND QUALITY OF MI IN THE VC

But given that this thesis inspects language proficiency in a very specific context, the general
figure of allegedly 40,3% of general population within 18 to 64 years age frame being able to
communicate in English or use it as a foreign language of preference does not say much (INE, s.
f.).

As I have already clarified, medical interpreting does not constitute the main concern of the
native populace, but medical staff in private clinics should be interested in being able to com-
municate with their cross-border patients who have travelled thousands of kilometres seeking
medical treatment abroad. Therefore 1 decided to investigate how many citizens who received
higher education use English to liaise. My aim is to get an approximation in figures regarding the
number of doctors and nurses who claim to speak English.

So, the grid results published by INE (2016) clearly showcase that English is being used as a
foreign language of preference by 64,3% of those persons who have successfully completed a
university undergraduate degree constituted by 240 ECTS credits (2.967,807 graduates in total)
and by 73,5% of those who have successfully completed university undergraduate degree whose
ECTS credits amount to over 240, postgraduate degrees such as a Master’s degree or a PhD degree
(4.462,915 graduates in total).

According to the latest National Health System report published by the Ministry of Health,
Consumer Affairs and Social Welfare in 2017, a total of 178,600 doctors practice in Spain in
both the public and private sectors (Nova, 2019a). These figures are similar to the report issued
in 2015 (Nova, 2019a ). With regard to nursing, 245,533 nurses were reported to work in Spain
in 2017 (Nova, 2019b). So, these figures basically indicate that 144,839 out of 178,600 doctors
and 157,877 out of 245,533 nurses practicing in public and private sectors might potentially fall
within the 64,3% of those categorised in the grid as university graduates, and therefore speak
English.

Ortega-Herrdez and Blasco-Mayor (2018) X-rayed the current situation of language provision
in the public services within the geographical area of the Valencian Community. The authors
pinpoint that the rights laid down in the national laws (Ley Organica 3/1986 and Ley 41/2002)
which are meant to safeguard the interests of the citizens in terms of medical care cannot be
materialised in the case of foreigners in spite of their entitlement to exercise these rights. Thus,
according to Ortega-Herrdez and Blasco-Mayor (2018, p. 186) it can be considered as incompli-
ance with the law because even though the rights are recognized de iure they are not acknowledged
de facto.

They reveal that “the quality manager of a reference hospital in the city of Valencia ensures
that “aqui todos hablan inglés” [everybody speaks English in here]. This sweeping “generalisation
whose veracity is at the very least doubtful” (Ortega-Herrdez & Blasco-Mayor, 2018) implies dou-
ble jeopardy.

Firstly, it establishes English as lingua franca or, in other words a one-size-fits-all universal solu-
tion for all types of communication problems. This implies that all of the patients that they see
in that hospital master English language to an extent that would allow them to express themselves
in this language utilizing medical terminology.

Secondly, the official narrative of the healthcare officials purports to persuade those concerned

that all the hospital staff has advanced linguistic competence in English, which enables them to
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communicate safely with English-speaking patients without imperilling the accuracy of the diag-
nosis and the evolution of the state of the patient. In ensuring that all practitioners speak English
the hospital administration renders communicative problems involving foreign patients inexist-
ent (Ortega-Herraez & Blasco-Mayor, 2018, p. 188).

Nevertheless, although this statement is extremely widespread in healthcare settings, it poses
a threat because no evidence was found to substantiate its veracity (Ortega-Herrdez & Blasco-
Mayor, 2018, p. 188). In addition, according to the interventionist radiologist from the Reina
Sofia Hospital in Cordoba, Ramoén Ribes, 90% of the medical professionals in Spain do not even
know how to correctly spell their ‘e-mail’ address in English, and only 5% thereof dare to give
conferences abroad (“El 90% de los médicos espafoles no sabe ni dar su ‘e-mail’ en inglés, segun
un experto”, 2009).

Thus, the statement of “everybody speaks English here” rests on uncertain and speculative
foundation in the absence of effective mechanisms of supervision and control. The official doc-
uments do not specify what verification criteria, if any, were used to undergird the claims of the
participants. Apparently, nobody puts in question the veracity of such claim. Claiming to know
a language does not imply Being proficient in the language, but rather having acquired certain
notions of that language. The entrenched idea of bilingualism as a synonym of linguistic profi-
ciency is going to be very difficult to root out.

This is the very case where there is dearth of support on behalf of the general population. The
perception is fragmented into different opinions and shaped by “scepticism or indifference”
(Freidson, 2001, section 7, subsection The Contingencies of Knowledge, § 1-3). The “official
position of disciplines purporting to serve those concerns [language provision] may become an
empty shell and crumble over time, their position ultimately usurped by another more popular
discipline or by schismatic movements which fragment if not dissolve the original” (Freidson,

2001, section 7, subsection The Contingencies of Knowledge, § 1-3).

8.5. ADMINISTRATIVE AUTHORITY AND COGNITIVE AUTHORITY IN MI IN THE CV

A monopoly over certain types of highly specialised undertakings implies the entitlement and
eligibility of the occupational group to assess and supervise its own work. Thus, occupational
control is inevitable corollary of the inception of a labour market shelter endorsed and promoted
by the state. Occupational control implies internal (inner) stratification, whereby selected mem-
bers become “administrative authority” (Freidson, 2001, The Bureaucratic Division of Labour
section, § 4; Distinguisching Labour Markets section, § 3; Chapter 4 Training Programes, § 3)
superintending the process and the product. Thus the role of “supervisors” and “managers” oc-
cupies a higher position and status in the occupational hierarchy (Freidson, 2001, Chapter 4
Training Programes, § 3)

Given that medical interpreting certainly was not granted and/or guaranteed a monopoly in
its sector, medical interpreters are not usually those who assume occupational control of their
own work. MIs are not entitled to exercise occupational control over the competences of the

newcomers or over the quality of the product that is being delivered.
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The supervisors in many private medical centres do not belong to the translation and inter-
preting niche, have neither specialised body of formal knowledge an interpreter/translator
should have, nor skill, nor willingness to understand how the process of interpreting actually
works. It is normally the head of department of public relations and marketing or a doctor who
selects and supervises Mls.

This implies that the administrative authorities do not understand what criteria to use in order
to select the most suitable candidates. They confuse the alleged ability to speak a language with
the ability to interpret. They are not qualified to control the quality of the work being delivered.
The underqualified amateurs with unreliable discretionary judgement do not exercise task discre-
tion, which is convenient in that the task discretion exercised by professional graduates may not
be viewed as beneficial for the businesses. Professional MIs who decide to exercise task discretion
are accused of bad attitude, inflexibility and unwillingness to adapt their service to the current
market needs. As a result, professional Mls are marginalised and might even find themselves in
risk of losing their job.

Thus, the internal three-tiered stratification in the case of translation and interpreting, which
encompasses internal division among practitioners, administrative authority constituted by man-
agers supervising and profession, and cognitive authority constituted by educational institutions
which maintain control over training (Freidson, 2001, Training Programs introduction section,
§ 3-5), is malformed in the case of medical interpreting in private healthcare centres in the Va-
lencian Community. The (state-approved) de-regularisation of private sphere as far as medical
interpreting services are concerned aggravates the situation because the “cognitive authority”,
which is essential for regulating the training (Freidson, 2001), plays practically no decisive role in
maintaining control over training by justifying jurisdictional boundaries over the claimed occu-
pation expertise, or in delimiting interoperability and interrelatedness with other occupations.
The specialised faculties are “authoritative sources” which are meant to establish (and in the cases
of traditional professions they actually do establish) “legitimacy of the practical work” (Freidson,
2001). University education spawns a climate of “community” and “solidarity” (Freidson, 2001,
Encouraging Occupational Solidarity section, § 2), thus constructing the identity shared by the
members of an profession. Common intellectual, social and economic interests constitute an
underpinning of this identity, which Collins calls “consciousness community [...] formed on the
basis of common and distinctive experiences, interests, and resources” (1979, pp. 58, 134 in
Freidson, 2001, Monopoly, Social Closure and Disciplinary Community section, § 1-2). Moreo-

Vver:

This seems to be especially true of those who go through a longer than average period of vocational
training or schooling, who do relatively complex discretionary work in which they take great interest,
and who see their work as a long-term career. If only because of their sunk costs in that extensive
training, they become committed to their body of knowledge and skill, and wish to advance it and
protect its integrity. They do so by forming social closures without which their knowledge and skill
cannot become formalized. Their work is institutionalized by the drawing of jurisdictional boundaries
so that it can be maintained and cultivated as a coherent, or at least recognizable, discipline.
(Freidson, 2001, Monopoly, Social Closure and Disciplinary Community section, § 1)
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Even though the cognitive authority regulating interpreting in Spain has succeeded in formal-
ising the body of professional knowledge underpinning interpreting, it has failed to establish the
training/education credentials as a prerequisite to perform a (thereby) delimited and defined set
of tasks by providing a scientific rationale and justification for task ownership. Thus, the members
of the MI occupation have the expertise, but they cannot claim ownership over it. The cognitive
authority has delimited the practitioners’ competences to carry out certain types of work, but it

has failed to justify the interoccupational jurisdictional boundaries of this occupation.

8.6. UNIVERSITY TRAINING VS CRAFT-LIKE TRAINING

Currently there is a bifurcation between the concepts of 1) academic training which is being duly
provided by the higher education institutions, and 2) the craft type of training, which in the case
of some private healthcare centres in the Valencian Community consists in shadowing the senior
staff members acompanamiento de las [traductoras/interpreters] seniors.

In distinguishing between profession and amateurship, Horobin (2016, The Meaning of Pro-
fession section, § 14) pinpoints that one of the main differences rests on the type of training (or
lack thereof) undergone by the applicant, thus, amateurship relies on “naturally endowed [train-
ing] of lowly client-dependent status”, whereas the professional training or “acquired skills” allows

for “honorific independence” bestowed upon professionals:

My contention is, then, that ‘profession’ in the bourgeois sense of a special kind of occupation also
carries ambiguous connotations of ‘professional’ as non-amateur, as describing services performed
for gain rather than satisfaction or obligation, of skills acquired rather than naturally endowed and
of lowly, client-dependent status as against the honorific independence of the gentleman. (Horobin,

2016, The Meaning of Profession section, § 14)

[ think that the following excerpt is worth reproducing as it depicts and expounds the struggle
that medical interpreting is locked in:

How does the ideology of professionalism, which is generically rooted in specialization, contend with
the challenge of populist generalism advanced by consumerism, and elite generalism advanced by
managerialism? The components of the ideology of professionalism that can successfully do so stem
from the kind of education at the foundation of expertise. Against populist generalism it counter-
poses knowledge and skill based on cultural or scientific concepts that it claims are, at best, only
touched on in general public education, and that are too esoteric and complex to be understood
spontaneously or to be learned quickly by the average person. Against elite generalism it asserts that
its knowledge and skill are too complex and esoteric to be managed by those who have only general
knowledge and skills, however advanced. But equal in importance to the complexity of its specialized
knowledge is its claim to general knowledge. The ideology of professionalism claims that its qualifica-
tions go beyond specialization. Unlike a purely technical education, ideal-typical professional training
provides or requires prior exposure to high culture in the form of advanced general education. The
ideology of professionalism asserts knowledge that is not merely the narrow depth of a technician, or
the shallow breadth of a generalist, but rather a wedding of the two in a unique marriage. This wed-
ding of liberal education to specialized training qualifies professionals to be more than mere techni-
cians. (Freidson, 2001, Beyond Specialization and Service section, § 1-2)

Thus, interpreting is mistakenly associated with language learning and ability to speak in

tongues. And language learning is viewed as an activity that lacks scientific concepts and therefore
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can be and in fact is taught in general public education establishments, such as schools for exam-
ple. It is believed to be exoteric, effortless, spontaneously understood and instantly learned by
any average person. In conclusion, it has been popularised and proletarianized to an extent where
it became generally accessible. Moreover, as my research and experience manifest, the adminis-
trative authority in charge of supervising medical interpreters was never constituted by medical
interpreters, but by people belonging to other professions (doctors, public relations managers,
etc.), which is an indicator of elite generalism. Interpreting is not viewed as overly complex and
inaccessible and therefore any manager with only general knowledge is considered to be capable
of, competent, eligible to supervise the quality delivered by the in-house interpreters. On the
other hand, medical interpreting must not be regarded upon as narrowed-down craft-type tech-
nical specialisation, because in order to exercise discretion optimally” by application of epistemic,
praxeological and deontological constituents of a shared professional identity to situationally and
contextually unique interdisciplinary professional activities “high culture” and “advanced general
education” are required.

To conclude, I would like to counter the ambiguity I have encountered within the set of crite-
ria regarding interpreter qualifications displayed in the ISO 13611 (2014) and ISO 21998 (2020).
Both of these international standards delimit the competences and qualifications required to
provide community and healthcare interpreting services. Paragraph “e” of the section Evidence
of qualifications in ISO 13611 calls into question the necessity of obtaining specialized under-
graduate (BA) degree or postgraduate (MA, Ph.D.) degree. The authors of this international stand-
ard highlight the futility of formal university education by stating that 5 years of uninterrupted
experience would suffice for a person to be considered a qualified interpreter (ISO 13611, 2014,
pp. 8-9). In the section on Healthcare interpreting qualifications (ISO 21998, 2020, p. 8), four op-
tions are being presented as valid: a) an “official certification in healthcare interpreting”; b) “a
recognized degree in healthcare interpreting from an institution of postsecondary education”; c)
“a recognized degree in interpreting, linguistics, or language studies, which includes at least one
year of healthcare interpreting training from an institution of post-secondary education”; d) “a
recognized degree in any other field from an institution of postsecondary education, obtained at
any time, and two years of continuous experience in healthcare interpreting, in the last ten years,
in cases where a) to c) cannot be met (e.g. in a country where healthcare interpreting is just
emerging). In the case where only a diploma from an institution of post-secondary education and
experience are provided, interpreting service providers and healthcare organisations are recom-
mended to document third-party testing to ensure healthcare interpreting competences, in order
to decrease liability and to protect patients from risk” (ISO 21998, 2020, p. 8). In the section on
Linguistic assistance the authors of the International Standard 21998 go on to say that “the assis-
tance of a bilingual individual may be considered as a last resort” (2020, p. 8).

In my personal opinion the statements that diminish the gravitas of formal education lead
towards de-professionalisation. An aspirant cannot become a doctor unless they successfully com-
plete their formal education. An aspirant cannot become a lawyer by the virtue of 2 years of

continuous experience.

%% Please check the concept of phronésis depicted in previous chapters.
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“The characteristic method of selection for professionalism is the training credential. Its pos-
session earns both inclusion in the ranks of the elect and exclusive right to practices or jobs
requiring a defined set of skills” (ISO 21998, 2020). For the time being, credentialism based on
“educational testing” (ISO 21998, 2020). plays no discriminatory role in employment. Thus, “ed-
ucational testing”, in other words the credential confirming the completion of appropriate train-
ing or acquisition of university education has no value in the case of medical interpreting in the
study-relevant area.

An alternative is the heuristic approach, also known as “trial and error approach” or “employ-
ment of anyone who offers to perform a particular set of tasks” (ISO 21998, 2020, § 2). Even
though in theory it might be risky (especially in the field of medicine) and expensive in the case
of lawsuits nobody seems to care. The common criteria for employment which replace creden-
tialism based on training and education are kinship, ethnicity (when self-proclaimed bilinguals
are preferred over T&I graduates), personal recommendations, highly doctored and undocu-
mented résumés or attractive advertising, etc. (ISO 21998, 2020, § 2). These alternative criteria
constitute an “unfair basis for exclusion from” the job and lead to exploitation (ISO 21998, 2020,
§ 2). Thus, I shall repeat it again: the employment via university-education-based credentialism
has not been put in place, because no licencing mechanisms have been established to regulate it.
The lack of licensing mechanisms is due to absence of legal basis in terms of laws regulating
medical interpreting. I contend that medical interpreting is not being referred to in the current
Spanish legislation because apparently it does not fulfil societal function important enough to be
mentioned in legislative instruments. Thus, the problem of language barrier in Spanish medical

sphere is being either overlooked or denied.
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For the purpose of this and the following chapters, the concept of a “hybrid profile” must be
clearly defined and differentiated from other similar notions. Thus, we must distinguish interpro-
fessional role hybridisation from intraprofessional role distortion/extension. The former is far more likely
to occur in the case of occupations at embryonic stage of development, whereas the latter can be
observed in the case of occupations at more advanced stages of professionalisation, but whose
members’ professional autonomy still failed to be acknowledged.

Subsequently, MIs practicing in Australia and New Zealand -countries, where MI has reached
advanced levels of professionalisation-, have been reported to experience difficulties in terms of
adhering to the correspondent codes of conduct and ethics (Crezee & Julich, 2020). Reportedly,
the healthcare professionals, ~-who abide by the existing “institutional ethics” (Freidson, 2001)-,
will not let MIs exercise their professional authority and autonomy by explaining their contracted
role during the “introduction” (Tebble, 2014, p. 422 cited in Crezee & Julich, 2020). “Moreover,
some interpreting services also ask interpreters to telephone patients to double-check that they
have transport to health appointments, or that they have collected their prescribed medication
and know how many tablets to take and when [...] clarify technical language [...] summarise infor-
mation and show empathy towards the [...] client [...] provide the consumer with emotional sup-
port” (Crezee & Julich, 2020, pp. 217, 224, 230, 232). However, all of these tasks can be classified
as an minor extension or a slight distortion of the MI’s role, not leading to a serious misconstrual

of MIs’ role boundaries:

[Aln overwhelming majority of health professionals disagreed that interpreters should explain
healthcare procedures on behalf of health professionals while they attended to other tasks, since this
is indeed their own responsibility and not that of the interpreter (Crezee & Julich, 2020, p. 229).

The situation in Spain, however, differs drastically. Given that MI is not a recognised profes-
sion no “guidelines for practice” (Crezee & Julich, 2020), tasks or responsibilities are normally
included in the Mi’s contract. In fact, in Spain the official designation of Mls in the labour con-
tract is “administrative assistant”, “translator” or “public relations”. And the fact that MIs are on-
staff employees of private companies (each having its own institutional ethics), exacerbates their
helplessness caused by the lack of professional autonomy. Therefore, an intraoccupational role
extension becomes an intraprofessional role hybridization.

Generally speaking I have identified four hybrid profiles that are currently burgeoning in this
particular socio-historical context. Two operate in the public medical settings and two in the
private medical settings. These profiles include: 1) IMs in the public healthcare sector; 2) medical
professionals doubling up as interpreters in the public healthcare sector; 3) medical professionals
doubling up as interpreters in the private healthcare sector; 4) international patient assistants
operating in the private healthcare sector. The public medical settings in the study-relevant area

are more likely to provide services to:

1. EU citizens who undergo non urgent medical procedures for free in public facilities
(fraudulent health tourism)
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2. Those who develop a condition or suffer an accident when already abroad (requiring

unscheduled emergency medical assistance)
a) Undocumented, non-regularised immigrants (not subject to tax liability)

b) Foreigners with a valid residence permit granted under the general foreigners'
regime and Ley 14/2013 on support for entrepreneurs and their internationali-

zation
« Migrant workers (also referred to as economic migrants)
« International residents on a regular basis (also referred to as social migrants)

¢) Tourists (both EU and non EU)

The language profile would range from the languages of Europe (mainly Romance, Germanic,
Slavic) to more exotic languages and cultures (Asian, African and Arabic). It is difficult to find
graduate interpreters offering the required exotic language combinations. Due to poor educa-
tional level, hardly any patients of this population segment master English. Very few medical
professionals can understand and communicate properly in non-European languages. Unlike in
the case of the EU Directive on the mutual recognition of Professional Qualifications issued in
2005 (The European Parliament and the Council of the European Union, 2005), which deems
that all EU medical professionals “meet the same professional standards” (Footman et al. 2014,
p. 29), in the case of non-Member States no mutual recognition of qualifications for medical
professionals has been achieved yet, which rules out the possibility of cross-border professional
mobility or migration of professionals, and thereby, precludes the recruitment of bilingual or

multilingual medical professionals from overseas.

9.1. INTERCULTURAL MEDIATION: DEFINITION OF THE CONCEPT

This section will be dedicated to the complex situation of intercultural mediation. Even though
no language provision services are being currently provided in Spanish public healthcare, one
may venture the opinion that intercultural mediation (henceforce IM) is starting to very slowly
colonise Spanish public healthcare. IM is an orchestrated and strategized attempt to conveniently
mainstream a new hybrid profile even though it causes distortion in the rational/natural division
of labour. A series of professionalisation mechanisms are being deployed to promote and popu-
larise IM to the detriment of unsuspecting service receivers.

So, as soon as the scholarly locus was shifted to the community interpreting or public service
interpreting in 1990s, the figure of “interpreter as mediator” introduced in 1980s by Knapp-
Potthoff & Knapp (Baraldi & Gavioli, 2015, p. 247) re-emerged occupying the foreground of
dialogue interpreting arena and stealing its limelight. As maintained by Péchhacker, T&I assign-
ments in public services have been taken over “by mediators employed by various migrant-ori-
ented NGOs because the established translator and interpreter training institutions have not met
the increased need for IMs in recent years” (Péchhacker, 2008, pp. 20-21 as cited in Pokorn and
Mikolic Juznic, 2020, p. 89). According to Pokorn and Mikolic Juznic (2020, p. 100) one of the
reasons that has triggered the employment of outsiders is the failure of the established European

institutions that train interpreters to “respond to the pressing need for interpreters in languages
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that were not traditionally taught” (Pokorn & Juznic, 2020). The potential candidates did not
qualify for enrolment for national higher education institutions because they lacked the required
level of education, which constituted the main prerequisite matriculation (Balogh et al. 2016,
cited in Pokorn & Juznic, 2020). In the absence of professional MIs who could meet the ever
increasing demand, employers ended up resorting to practically “anyone who could potentially
help bridge the language barriers” (Pokorn & Juznic; 2020). Some authors view IMs as a response
or “reaction” to the increasing number of refugees whose languages were not taught at the ma-
jority of European T&lI faculties or training programmes (Pokorn & Juznic, 2020). The situation
has not changed since and in 2019 the problem of untrained IMs still pervades. In 2019, the
World Health Organization verbalised concern regarding the lack of proper education for IMs:

Intercultural mediators are often required to undertake these tasks after limited training and in the
absence of professional standards and ethical codes. IMs working in the WHO European Region
were often found to lack sufficient training and formal certification because most Member States lack
an accreditation process. The review did not identify evidence on the effect of IM on the health status
of refugee and migrant patients. IMs’ insufficient training, dominance in a three-way dialogue, and
overemphasis on cultural differences of patients to reinforce their role as experts on the patients’
culture were identified as critical issues, which can result in disempowering patients and reinforcing
the power imbalance and cultural stereotypes in the therapeutic relationship. (World Health Organ-
ization Regional Office for Europe & Health Evidence Network, 2019, pp. iv-v)

Therefore, Pokorn and Mikolic Juznic “insist on the use of trained interpreting professionals”
in every triadic communicative event requiring interpreting and on the need to educate the stake-
holders and the general public about the nature of professional MI and about the indispensability
of “professional interpreting service provision, particularly in high-risk, multilingual communica-
tive events, such as in asylum procedures, hospitals, courts, or when dealing with the police or
social services, i.e., in situations where unskilled help might result in negative life-changing or
life-threatening events” (Pokorn and Mikolic Juznic, 2020, p. 102).

Nevertheless, it is worth noting that the two profiles, that of a MI and that of IM, overlap to
an important extent. This partial overlap can be explained by appropriation of linguistic, cultural
and cognitive dimensions of mediation in interpreting (subsumed under interpreting) by convert-
ing them into interpretation aspects subsumed under mediation. Pokorn and Mikolic Juznic ar-
gue that such overlap between the two profiles which leads to “distorted definitions of the inter-
preter’s competences and performance, conceptual confusion in the research literature, and mis-
matched expectations of language services consumers” (2020, p. 80). Baraldi and Gavioli (in
Pochhacker, 2015, p. 248) Péchhacker (2008a) pinpoint the three-dimensional nature of the no-

tion of “mediation in interpreting”.

1. The linguistic and cultural dimension accentuates the integrity and inextricability of the

linguistic and the cultural building blocks of interpreting.

« Due to its bidirectionality in rendering the message during triadic bilingual (or mul-
tilingual) interaction healthcare interpreting is construed as “a form of mediation”
(Baraldi and Gavioli in Péchhacker, 2015, p. 248). “Expansions” or “linguistic adap-
tations” may be needed to “reformulate primary participants’ [utterances]” (Baraldi,
2012; Van De Mieroop et al. 2012 in Baraldi and Gavioli in Péchhacker, 2015, p.
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248). Interestingly enough, interpreting cannot be subsumed under IM in that me-
diation involves intervention. Interpreting was never construed as mediation until
someone willingly or not introduced it into the equation. It was a very fashionable
term used both in Translation and Interpreting Studies in the nineties. Researchers
and academics used it without any limits when referring to T&I activity. Suddenly
everything was mediation and interpreters were all mediators. It’s a misnomer and it
has contributed to a lot of fuzziness and confusion in our field. It has, in fact, not
succeeded as a paradigm in Translation or Interpreting Studies, and is now hardly

ever seen in academic papers.

« The interpreter needs to “establish reciprocity” according to Davidson (2002, as cited
in Baraldi & Gavioli, in Pochhacker, 2015, p. 248). “Interpreter needs to act on the
communication process as such, re-establishing relevance” or, in other words, “ac-

complish reflexive coordination” (Baraldi & Gavioli, 2012b, in Pochhacker, 2015).

« “By displaying sensitivity to participants’ narratives, interpreters contribute to the
social construction of narrative events and the reconstruction of participants’ per-
spectives” (Baraldi and Gavioli in Péchhacker, 2015, p. 248). This third and last
point is about conveying the participants’ lifeworld in a way in which they construct
their reality, taking into account the stances they take, events they portray, etc. In
other words the rendition into target language must mirror the participants’ perspec-

tives.

2. The cognitive dimension implies working through utterances that “are not translatable
without considering the contextual assumption they entail” (Baraldi and Gavioli in Poch-
hacker, 2015, p. 248). The cultural aspect of mediation has been construed as a mecha-
nism of bringing forward the importance of “intercultural bridging of values and beliefs,
enhancing positive transformation of differences between cultural and speech communi-
ties” (Cronin, 2006 in Baraldi and Gavioli in Pochhacker, 2015, p. 248). IM is believed
to be achieved through language adaptation to participant’s knowledge and cultural val-
ues. In doctor-patient communication, for instance, interpreters may adapt Western med-
ical language to the cultural conditions of participation of Latin American patients (An-
gelelli 2004a, 2012 in Baraldi and Gavioli in Péchhacker, 2015, p. 248) or Zulu patients
(Penn & Watermeyer, 2012 in Baraldi and Gavioli in Péchhacker, 2015, p. 248). Inter-
estingly enough, the authors do not provide any examples or explanations of how this can
be done in practice and how to standardise and formalise the knowledge that would allow

somebody to do it.

3. According to Baraldi and Gavioli, the contractual dimension “involves facilitation of
communication as management of conflict and power imbalance” (Baraldi and Gavioli
in Pochhacker, 2015, p. 248). However, it is not clear how IMs would do it and how one

can rest assured that this power will not be used to their detriment and at their expense.

Summarising, I believe that Franz Pochhacker ideally envisions (inter)cultural mediation in
interpreting as a complex cross-cultural and cross-linguistic management of bidirectional and bi-

lingual interaction, where the mediator convenes dialogue-like, context-sensitive, recipient-
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oriented and culture-centred communicative acts, thus, enhancing reciprocity and active partici-
pation of parties. Nevertheless, as Baraldi has pointed out, a number of renowned scholars, in-
cluding Pochhacker (2008, cited in Baraldi, 2019), call into question the nature of “competence”
of IMs and its “effectiveness” (Hale, 2007, cited in Baraldi, 2019). In his article “Interpreting as
mediation”, Péchhacker (2008) maintains that “terminological indeterminacy” obstructs the pro-
fessionalisation processes of community interpreters: “Every interpreter is a mediator (between
languages and cultures), but not every mediator is an interpreter” (Péchhacker, 2008, p. 14 as
cited in Pokorn and Mikolic Juznic 2020, p. 89). The main discrepancy lies in the ways both
figures exercise their agency. According to Angelelli (2012, cited in Baraldi, 2019) interpreters’

agency may have positive and negative implication:

[Interpreters] may (1) become co-participants and co-constructors of meanings; (2) set communication
rules and control the information flow; (3) paraphrase or explain terms or concepts; (4) slide the
message up and down the register scale; (5) filter information; (6) align with one of the parties; (7)
replace one of the parties. (Angelelli, 2012, cited in Baraldi, 2019)

Other studies rather showcase a strong gravitation towards a more culture-centred approach
of interpreting, whereby those who assumed the role of interpreter display behaviours such as a)
advocating for the migrant patients (Greenhalgh et al., 2006 in Baraldi, 2019); b) accelerating
integration (Leanza et al., 2014m cited in Baraldi, 2019); ¢) cultural brokering, “for instance, by
adapting the language of Western medicine to Zulu patients’ ways of expressing, by encouraging
side conversations, adding details, simplifying jargon, and paying attention to the patient’s life-
world” as maintained by Peen & Watermeyer in 2012 (cited in Baraldi, 2019).

9.1.1. The figure and the training of IM in the public healthcare in Spain

According to Tomassini (2012, p. 44), Italy, France and Spain “share a similar attitude concern-
ing cultural and linguistic mediators, while this separation is not common in other European
and non- European countries”. Certain institutions “tend to prefer cultural mediators to ‘pure
interpreters’, as they can play an active role in the organisation of services [and] act as a bridge
between institutions and migrants” (Tomassini, 2012, pp. 43-44), which means that they are
viewed as bilingual social workers.

In Spain the term “intercultural mediator” is used as a synonym for layperson migrant inter-
preter, who allegedly masters exotic languages, and who performs predominantly in public
healthcare settings. However, unlike in other English-speaking countries, the same name is also
used to define the figure of intermediary or broker, involved in cultural conflict prevention and
resolution. Consequently, both occupational profiles share the same name, but correspond to
different professional strata.

The first profile corresponds to immigrants, who claim to master exotic languages, who self-
identify as IM, whose duties include but are not limited to interpreting. In spite of being an
emergent profile, it has not failed to contribute greatly to the degradation of the profile of M1. It
has also contributed to the entrenchment of the fallacy that literally anyone from anywhere can
be an interpreter. It has caused MI fees to plunge. This profile has spawned on the pretext of

unavailability of interpreters with exotic language combinations.
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The profile requirements for social workers allegedly competent in IM clash with the profile

requirements presented in Antonin Martin (2013), who provides the following definition of IM:

The profile of the mediator who best fits the current needs in European countries is that of a person
-man or woman-, above 25 years of age [...] sharing the cultural origin with the group of immigrants
whom he/she interacts with (or at least is connected to that group), with migration experience, and
with a long period of residence in the host/recipient society. [We are talking about people who] are
competent in the languages they mediate from and into (native, vehicular and [societal languages| of
the receiving country), linked to the organizational structures and networks of their community and
who, preferably, have experience in natural mediation. They usually have a medium to high level of
academic training in their [respective] country of origin, and they usually participate in different
training courses in the recipient society. (2013, p. 61)

Such categorical restriction might even preclude second generation migrants from applying
for position, although it would have been more rational and reasonable to set criteria based on
university education and qualification, occupational competence, experience and, of course
knowledge and skills, in order to disqualify candidates when screening resumes Antonin Martin
(2013, p. 61).

This been said, Nifio Moral (2008, p. 1068) mentions that the Ministry of Health announced
allocation of grants for IM placements for graduates who have specialised in IM, as well as grants
for cultural mediation in health centres of the Valencian Community allocated to students in
their final years of the Official School of Languages (Escuela Oficial de Idiomas) or to students
whose studies are related to the learning of foreign languages. This part is very interesting because
it touches upon one of the most important topics of this thesis: training in general and training
in the case of IM. Thus, in this excerpt we can clearly distinguish three different training paths
that the Ministry of Health deems suitable for the “occupation”: a) university degree; b) the Offi-
cial School of Languages; 3) studies related to foreign language acquisition. For the record, the
Ministry of Education and Vocational Training and the educational administrations offer the
adult population a possibility of learning a great variety of foreign languages through the Official
Schools of Languages (EE.OQO.IL.). European modern languages, languages that are co-official in
the Spanish State and other languages of special interest for cultural, social and economic reasons
such as Arabic, Chinese or Japanese are being taught at the EE.OQO.II. The teaching is offered at
different levels of competence, starting from the most basic (from level A2 to level C2 of the
Council of Europe) and for different purposes (both general and specific). The teaching of the
EE.OQ.IL is aimed at people who need to acquire or perfect their skills in one or more foreign
languages, or to obtain a certificate attesting to the level of competence they already possess. The
Official Schools of Languages constitute a network of official non-university level centres. The
EE.OOQO.IL are institutions of public ownership, that is, dependent on the Ministry of Education
and Vocational Training or on the Autonomous Communities. Thus, as the reader can see, no

consensus has been reached yet on the training for IMs:

Despite the time elapsed since the first mediation programmes, IMfI [IM for Immigrants] continues
in a precarious situation of great diversity in organisations or institutions engaged in this field and as
to the ways of understanding the professional practice on behalf of all those involved. This results in
the absence of a consensual and recognised professional qualification, to which inadequate training
of mediators can be added. Moreover, due to the general economic crisis, are shortened and, even,
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closed programmes and grants devoted to mediation and to the participation of mediators in Euro-
pean transnational projects. (Rozi, 2015, p. 10)

The second profile corresponds to social workers [trabajadores sociales], who were specialised in
IM. This profile has absolutely nothing to do with interpreting. The Ley Organica 5/2012 on
mediation in civil and commercial matters (Ley 5/2012, de 6 de julio, de mediacién en asuntos civiles
y mercantiles) draws up in Art. 11 the conditions under which the aspirant may exercise the posi-

tion of mediator:

The mediator must hold an official university degree or advanced vocational training and must have
also successfully completed a specific training to exercise mediation, which is acquired by taking one
or more specific courses given by duly accredited institutions, which will be valid for the exercise of
the mediation activity in any part of the national territory. (Ley 5/2012, Art. 11, my translation)

In addition, the Art. 13 stipulates that:

1. [The mediator shall facilitate communication between the parties and ensure that they have suffi-
cient information and advice] (my translation)

2. Ley [The mediator shall develop an active conduct aimed at bringing the parties together, with
respect for the principles set out in this Law]. (Ley 5/2012, Art. 13, p. 10, my translation)

Social workers in Spain enjoy social prestige. It is a pre-existing profile, that has already been
regularised and is fully regulated by law. Social workers in Spain have their own official university
Degree and specialisation in immigration and interculturality or intercultural mediation.
Valverde Jiménez (2013) argues that IM in Spain is also taught at the universities as postgraduate
degree such as Master’s degree or expert courses. Thus, social workers have managed to establish
a career, a specialism, and officially regulated subjects within the official degree programmes IM
against the backdrop of social work has nothing to do with interpreting, however there is a major
conflict of interests between T&I and social work. The problem is that the specialty of IM is
absolutely useless in social work, because one cannot claim to be an expert in all the existing
cultures in the world, one must apply knowledge of certain cultures to very specific contexts, but
one cannot be an expert of a culture without the knowledge of its language.

One cannot purport to successfully and safely communicate with certain minorities only on
the basis of the alleged knowledge of their culture, in that one must master the language of these
minorities to be able to talk to them. Social workers have used their prestige and prerogatives to
take over as many social areas as possible, including the area of linguistically disadvantaged and
vulnerable minorities in order to anchor themselves to the social position of prestige. Social work-
ers constitute a discipline “familiar to the general population because they provide services di-
rectly to many of its members”, and therefore, “a special position for them in the labor force is
not as dependent on widespread popular approval as are the core disciplines, but both activist
and reactive states are likely to be concerned with establishing a special status for them” (Freidson,
2001, The Contingencies of Knowledge section, § 3-4).

% All information on the official Degree in the University of Valencia, its curriculum and interculturality course is

available here: https://bit.ly/3AyAKZ]
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However, social workers specialised in IM have usurped a professional stratum that should
have been originally and naturally assigned to interpreters. In other words, social workers have
usurped a niche that naturally belongs to interpreters by convincing the “key external players”
(Garcia-Beyaert, 2015) that the work with immigrants must come under their purview, when in
reality social workers are in desperate need of interpreters because they do not understand their
end users. It is absolutely irrational and paradoxical, because the needs of the end users cannot
be fully met as they cannot be properly vocalised, transmitted and conveyed. And social workers
cannot do anything about it because their university degrees do not require languages as the pre-
requisite for enrolment.

The employers perceive the existing problem, they see that social workers fail to assist their
end users due to language gap and therefore social workers view interpreters as a competing figure
and as a threat to their profession. Social workers are not interested in assisting the disadvantaged
minorities, as they only seek to safeguard their own economic interests. Therefore, due to its
uselessness in this specific context and due to the lack of altruistic motivation social workers
specialised in IM should have lost their social value.

Apart from university education there is actually a 300-hour course called a distance learning
course provided by National Employment Institute in 2020 in Valencia “Curso INEM 2020 Téc-
nico Superior en Mediacion Intercultural en el Ambito Social a distancia en Valencia provincia”.
This course is delivered for free, it falls within the category of social and health subject area. This
training is geared towards any person who is willing to broaden the scope of their education. The
only prerequisite to access the course is to be a worker with a permanent employment contract
registered with the social security system.

Some universities also offer this type of IM courses’’. For example, a three-month course of
periodic training was offered by the James I University. It was geared towards staff working in
organisations of the Third Sector’®, social agents, professionals working or wishing to work in the
field of mediation, and university students. This course in particular teaches that the main com-
petence of IMs is conflict management in different areas of intervention (such as reception, edu-
cation, legal, employment, etc.), intercultural communication, mediation and knowledge of reli-
gions. The course organisers distinguish three types of mediation: preventive, rehabilitative (con-
flict resolution) and transformative.

However, the most important and shocking part is that these mediators are supposed to work
with 2nd and 3rd generation immigrants. This would explain the fact that no foreign languages
are required for enrolment and practice, but then it is unclear why would a “person who was
born and resides in a country that at least one of their parents previously entered as migrant”
(European Commision, s. f.”’) need a cultural mediator if they already belong to this culture be-
cause they were born and grew up in this culture. It is unclear what sense it makes to provide

culture mediation for people who have been immersed in this culture their whole life. Thus,

*" For instance, Universitat Jaume I: https://bit.ly/3giKssk

8 The Third Sector in Spain is constituted by privately owned

non-profit organisations with their own legal personality, registered in a public register, which reinvest their profits
in their own activity.

% https://home-affairs.cc.europa.eu/pages/glossary/second-generation-migrant_en
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given that the languages do not constitute a criterion of admission, these courses are non-language
specific. So, interestingly enough, there is apparently no consensus on what education, previous
training or requirements in general, language combinations and proficiency, etc. would qualify a
person for IM.

Thus, what happens is that both IM profiles, —~that of immigrant IM and that of social worker-
have usurped our professional expertise and practice, and both figures have knocked us out of
the game. The state, who has the power to regulate the access to work activities, serves the interests
of certain groups to the detriment of others who should naturally enjoy the privilege of profes-

sional practice:

But when general support from the population is fragmented by sectarianism or weakened by general
skepticism or indifference, the official position of disciplines purporting to serve those concerns may
become an empty shell and crumble over time, their position ultimately usurped by another more
popular discipline or by schismatic movements which fragment if not dissolve the original. (Freidson,

2001, The Contingencies of Knowledge section, § 3-4)

This is exactly what is happening with interpreting in Spain, therefore, our position has been
ultimately usurped by another more popular, more established and regularised discipline. Now
we cannot lodge a complaint of labour encroachment by social workers because it would be dif-
ficult to classify it as a crime since our occupation is not legally recognised, but the fact that there
is a subject called “intercultural medication” in the curriculum of the Degree in T&I can defi-
nitely lead to accusations of professional encroachment by social workers. In my opinion, only a
forensic examination of knowledge and expertise underlying these profiles and a court decision

can put an end to the existing confusion.

9.1.2. IM services in Spanish medical sphere (case studies from Madrid Barcelona and

theVC)

Baraldi and Gavioli (in Pochhacker 2015), Pochhacker (2008 in Baraldi, 2019), Pokorn and
Mikolic Juznic (2020), Angelelli (2012 in Baraldi, 2019) and Hale (2007 in Baraldi, 2019) have
conducted major investigations of paramount importance, which are being ignored by all relevant
social actors. IM has become a vogue and the non- cognoscenti are inclined to promote it as if
there was no research conducted warning against it. IM is being hyped as a much more sophisti-
cated solution than interpreting. Dr. Belén Padilla Ortega, vice-president of the Madrid College
of Doctors (“Disponer de servicios de interpretacion en asistencia a inmigrantes reduciria el uso

de Urgencias, segiin un estudio”, 2018) stated:

[t is therefore necessary to have professionals who build communication bridges between doctors and
patients, who not only speak their language but also know the cultural reality of these countries, the
host country and the country of origin, and who have undergone training both in health matters and
in IM in order to know how to act. [...] The mediator must have ethical, cultural and medical training,
working in a framework of interdisciplinary collaboration]. (Dr. Belén Padilla Ortega, vice-president
of the Madrid College of Doctors, my translation)

According to Javier Alonso, coordinator of Semergen's Immigrant Care Working Group,

sometimes medical staff fails to get the message across, because “translation does not always stand
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for full understanding” (“traducir no siempre es entenderse del todo”) (Ortega, 2018). Before the eco-

nomic recession, there was the figure of social and healthcare mediators:

But since the onset of the financial crisis this figure was got rid of. This figure, which was very valua-
ble, has not been recovered [...] they helped not only with translation, but also to overcome cultural
barriers when explaining the processes [...] they know the peculiarities of each culture and know how
to explain things well so that decisions are informed as much as possible and the patient becomes
aware of the situation [...] mediation was very helpful because, for example, in pregnancy pro-
grammes, certain things need to be explained, not just translated. (Ortega, 2018, my translation)

IMs at the Hospital del Mar in Barcelona (Iniesta et al., 2007, pp. 472-473) were reported to
have been carrying out a series of vaguely defined tasks such as avoiding possible conflicts between
professionals and users, accompanying the user in the care process, helping during the clinical
interview, medical report, etc., translation and explanation of therapeutic guidelines, exercises,
treatments or cures, information on health resources appropriate to each case and other non-
study-relevant tasks.

One of the main goals of IMs that has caught my attention is to “promote the autonomy of
patients after the completion of treatment, by means of understandable information” (Iniesta et
al., 2007). The authors did not report on the education or training that the cultural mediators

have received. The mediators were only reported to have undergone a:

In addition to having received the specific training designed for the position, our mediators share
the same cultural background as the users of our catchment area, which elevates them from being
simple translators to understanding the cultural universe and the concepts of health and the health
system in which each individual is situated. (Iniesta et al., 2008, pp. 472-473)

However, it is not clear why somebody would assume that two people would have similar
thoughts, ideas or perceptions on a topic only based off of their belonging to the same geograph-
ical region. Also, why would somebody assume that two people would have the same culture only
because they both were born, grew up, or lived in a given country or region.

There is a tendency to believe that by employing an interpreter instead of an IM one is settling
for less. It has become commonplace to praise the fact that IMs do not confine their functions
to mere linguistic translation [no tan sols la de traductor lingiiistic], but rather can offer advice
on the basis of a shared culture as can be read in the website of El parque de Salud Mar®.

Puyol and Martin (2010) report that the Translation and Interpreting graduates who work as
IMs in Ramon y Cajal Hospital in Madrid provide a 250-hour-long training course, which en-
compasses theory and practice, in IM in healthcare settings (Elidrissi, 2018).

Back in 2010 a course of the above mentioned characteristics was geared towards 18 migrants
of sub-Saharan, Latin American, Maghreb and Eastern European origin. Six of the course attend-
ants were volunteers who worked as Mls in consultation. Their functions were not confined to
interpreting “inside the consultation with a physician” (Elidrissi, 2018). The IMs were expected
to go to the headquarters of the corresponding associations and from there inform the users

about the disease, adapting the information to their needs.

9 hteps://www.parcdesalutmar.cat/es/hospitals/hospital-del-mar/seveimediaciocultural
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According to El Mundo (Elidrissi, 2018) newspaper article the linguistic interpreting and IM
service (SIMI) has two professional figures who assist doctors during consultations: the interpreter
and the intercultural mediator. The coordinator of the project “Salud entre culturas” explains that
“interpreters are usually Translation and Interpreting or Philology graduates and we use them for
consultations conducted in vehicular languages such as English, French, Arabic, Chinese or Rus-
sian”. As far as IMs are concerned, the Salud entre Culturas team members began training people,
mainly of sub-Saharan origin, who speak Spanish, at least one vehicular language and other mi-
nority languages to detect and resolve any intercultural conflicts that might arise (Elidrissi, 2018).

[t is worthwhile underlining that both the director and the coordinator of the aforementioned
project “Salud entre culturas” are neither academically nor professionally linked to translation or
interpreting. The director of the project is a doctor, specialist in tropical medicine, and the coor-
dinator is an expert in development cooperation and humanitarian aid.

[t is essential to understand that according to Freidson (2001, section 4, § 3) “occupational
control requires that some members of the occupation become supervisors or managers” of this
occupation, because “under such circumstances, the occupation becomes stratified by adminis-
trative authority”. However, this is not the case, as both MI and IM are professional from other
professional strata, who have no knowledge whatsoever of the discipline and yet they have been
assigned by yhe institutional authority to supervise the work of MI and IM (Corsellis, 2011).

Occupational control of work is contingent upon exclusionary labour market shelters securing
occupational monopoly “over particular kinds of specialised work and over the right to supervise
and evaluate such work” (Freidson, 2001, section 4, § 3). This is clearly not the case of IM in
Ramon y Cajal Hospital in Madrid. The translation and interpreting graduates have not been
commissioned or appointed to assess and superintend the execution of the assignment in the
department of IM.

The EI Mundo article narrates the story of a 30-year-old Cameroonian asylum seeker, who
arrived in Spain several years ago due to the political persecution he suffered in his country.
When in dire need to see a doctor he came across Ramon y Cajal hospital, where back at that
time there was only one interpreter. Later, through another NGO, he met Pefia and began train-
ing as a mediator. He explains: “I was very interested because for me it was an opportunity to
work and in a field that I like because I have seen myself like that”. Out of 300 dialects spoken
in Cameroon, Serge Adjaba claims to speak Eton, Ewondo, Bulu, Bangangté, Duala, Basa and
Fang, in addition to English, French and Spanish.

Finally, Dr. Jos¢ Antonio Pérez Molina explains that immigrant population is more ac-
quainted, familiarised with and used to palliative approach to healthcare, whereas in Spain doc-
tors rather envision a preventive approach. This constitutes a major cultural barrier, according to
Dr. Pérez Molina, because these patients are more accustomed to visiting doctor’s consultation
when they have already fallen ill. According to the same doctor, “mediators are trained to under-
stand the language, have health training and also modulate the information from the cultural

point of view [and] thanks to that we can provide quality care [...]” (Elidrissi, 2018).
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In a very interesting interview aired on TeleMadrid in 2018%, the coordinator of Salud entre
culturas and one of the IMs are being asked about the functions that IMs normally carry out. |

shall insert two of the transcribed excerpts for a quick thematic analysis italicizing and highlight-

ing the most relevant content thereof:

Interviewer: And also [...] | imagine because there are
many times [when] this is not just a matter of
translation, [because] if it was just about translation
then we would do it with Google Translate, right? [...]
what you do goes beyond simply explaining to the
doctor what the patient is saying [...]

Mediator: Indeed, at the consultation it is not just
about the interpreting, it is not just mere interpreting
that is done, but also mediation. Mediation refers to
cultural and social keys because, as you said, for
example, how a doctor can explain to a patient that
she has latent tuberculosis, it is not just necessary to
just explain to her, a mere interpretation is
unnecessary, it is necessary to explain to her what
latent tuberculosis really is [explain] that a person can
be infected with the tuberculosis bacteria without
being sick and without being able to infect people, this
must be understood because they cannot understand
[when] a person says that you have the bacteria in
your body and that you are not sick, for example, the
organisationation of the health system here in Spain
[is] very different from what exists in our countries,
there is no clinical history there, there is nothing,
everyone fends for him/herself as he/she can [...]
there we do not have a concept of preventive
medicine [...] many cultural, social, linguistic keys must
be understood, to be able to explain to professionals
[...] it is not just a matter of interpreting words, it is
not just a matter of linguistics [...] gestures are
interpreted, looks are interpreted, languages are
interpreted not words [...]

Entrevistador: Y también [...] me imagino porque hay
muchas veces que no solamente es traducir si fuera
traducir estaria el Google Translator este, no? [...]
vosotros vais mas allda de simplemente explicarle al
médico qué es lo que estd diciendo el paciente [...]

Mediador: efectivamente en la consulta no es
solamente interpretacion no se hace solamente la
interpretacién ademas de la interpretacion se hace
también mediacién mediacion se hace referencias a
claves culturales, a claves sociales porque como tu lo
decias por ejemplo como un médico puede explicar a
una paciente que tiene la tuberculosis latente,
solamente no hace falta solamente explicarselo una
interpretacién solamente no hace falta hace falta
explicarle realmente lo que es la tuberculosis latente
que una persona puede ser infectado de la bacteria de
la tuberculosis sin ser enfermo sin poder contagiar a
gente eso hay que comprenderlo porque ellos no
pueden comprender una persona dicen que tu tienes
la bacteria en tu cuerpo y que no estas enfermo por
ejemplo la organizacién del Sistema sanitario aqui en
Espafia muy distinto de lo que existe en nuestros
paises alli no hay historia clinica no hay nada cada uno
se busca la vida como puede [..] alli no tenemos
concepto de la medicina preventiva [..] hay que
entender muchas claves culturales, sociales,
linglisticas para poder explicarles a los profesionales
[..] no es interprete solamente las palabras no es
solamente algo lingUistica [...] se interpreta gestos, se
interpretan miradas, se interpretan lenguas no
palabras]

The excerpt inserted above corroborates that, in spite of well-meant efforts of this NGO and
despite the fact that the IMs are allegedly acting in good faith, there is a series of misconceptions
that are being instilled into the general public’s perception of “interpreter” creating polarised
views.

This is done throughout the whole discourse with one patent overarching theme: mediators
are not like interpreters; not only do mediators render the utterances, they go beyond mere dis-
course by conveying the cultural wholeness. The constant repetition at the beginning and at the
end of this discourse is noteworthy: “at the consultation it is not just about the interpreting, it is
not just mere interpreting that is done”; “it is not just necessary to just explain to her, a mere

interpretation is unnecessary, it is necessary to explain to her what latent tuberculosis really is”;

61 Available on: http://www.telemadrid.es/programas/buenos-dias-madrid-om/Conocemos-Salud-Hospital-Ramon-

Cajal-9-2023987587-20180622024632.html
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“it is not just a matter of interpreting words, it is not just a matter of linguistics [...] gestures are
interpreted, looks are interpreted, languages are interpreted not words [...]”.

As regards the Valencian Community, the “translation” service of the Marina Baixa hospital,
located in the Valencian Community, yet again epitomises the dismantling of the symbiosis be-
tween language and culture, by stating that they have employees with two different profiles: in-
terpreter and intercultural mediator. The Hospital de La Vila reports to have recorded 3,750
interventions accomplished by the “translation” service in the first half year of 2010 (“El servicio
de traduccion del Hospital Marina Baixa realiza mas de 3.750 intervenciones”, 2010).

This language provision service covers language assistance in English, French, German, Dutch,
Norwegian, Swedish, Finnish and Danish. This service is constituted by an interpreter and an
intercultural mediator, whose main duty is to intervene during the encounter on request of the
patients. Some of these interventions are carried out in the Emergency Department and the In-
tensive Care Unit, mainly to inform the family about the state of the incoming or admitted pa-
tients. The hospital also provides translation service of documents that might be of interest to
the patients, such as medical insurance related paperwork, repatriation documents, billing related
forms, or the processing of the European Health Insurance Card.

In conclusion, IM has been used as an alternative to professional MI in a number of public

medical facilities across Spain, which is an indicator of social value and recognition.

9.1.3.  Critical review of the tasks of IM in interpreting studies

As we have just determined, IM tends to showcase a disquieting overinvolvement with the diag-
nostic and therapeutic processes of patients they purportedly assist. This section will serve as a
very brief reflection on the extent of such overinvolvement.

Thus, as regards the repertoire of duties and tasks ascribed to IMs, [ would suggest that these
can range from less intrusive to more invasive. Some tasks including rephrasing discourse in order
to elicit a concise answer, intervening inorder to ask the doctor to explain, clarifying that the
prescription has an expiry date, informing the doctor of the low educational level of the patient,
which may perhaps hinder the proper understanding of the situation (De Souza, 2016, Table 17)
should definitely fall within the interpreters’ remit. These tasks entail a rather low level of inter-
ference, however it is true that the boundary between sensitisation and overinvolvement is some-
times blurry.

The differences of drug dispensing among different countries are a perfect example of a socio-
cultural construct that interpreters and IMs must be aware of. However, we must pay heed to
some other tasks, which reportedly include the explanation of the diet including food properties,
calories, etc., customs, traditions, rituals, differences in healthcare systems” (De Souza, 2016, Ta-
ble 17 section). These tasks depict the mediator’s active position in terms of the participation in
the communicative process.

There are also other tasks that exceed the expertise of a language service provider and that are
simply beyond any logic. For example, one of such tasks may be suggesting that the clinic/the
provider should adapt themselves to and accommodate the needs of the patient by agreeing to

regularly draw blood from the patient because this is what the patient expects. Otherwise the
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patient will be intent on getting themselves admitted to the hospital on a regular basis (De Souza,
2016, Table 17 section case study Ne 11).

Patients should not be given a carte blanche to dictate their own rules and to impose their
culture forcing it upon the practitioner. Tolerance and respect should not come to signify abso-
lute all-embracing permissiveness, forbearance and leniency in the treatment of certain ethnical
groups, whereby medical workers may feel obliged to give in to the whims of foreign patients
when responding to the demands imposed by these patients who are totally unacquainted with
Western standards of medical practice.

[ also deem worthy of attention and discussion both the patronization and the infantilisation
of foreign patients, whereby the intercultural mediator takes over as supervisor and advocate of
the patient. The patient should by no means be infantilised and treated as if they did not know
that another country implies another language, another culture, and thus another treatment strat-
egies. Patient’s ethnomedical approach must under no circumstances be extrapolated to the med-

icine practiced in the host country, because:

Due to the double allegiance inherent in their professional function, interpreters serving as ‘advocate’
for one party may soon harm the interests of the other [...] Such examples bring to the fore the
importance of keeping the interpreter’s ‘agency ’ separate from that of ‘advocacy’. (Skaaden, 2019,

chapter 3.3.2, § 11)

Reportedly, some IMs went as far as to counsel the provider on how to recommend the pa-
tients to get a priest to bless their home because the ghostly presences they were supposedly sens-
ing were some sort of demonic manifestation rather something they might have been experienc-
ing due to hallucinations or mental disorders (De Souza, 2016, Table 17 section, case study Ne
6). This is obviously a clear example of a gross interference into the patient’s integrity.

The fact that some IMs “nee[d] to interpret in a different way to match the messages they
expect or they will not trust the provider” (De Souza, 2016, Table 17 section, case study N 7) is
absolutely incompatible with the essence of interpreting and the professional knowledge under-
pinning this activity. The fact that the author herself acknowledges that “culturally competent
delivery of interpretation may require distortion of original message from a linguistic point of
view to elicit same response as if stated in target language” (De Souza, 2016) clashes with the
main idea behind MI. It is unclear on what basis the author has made these assertions. Where is
scientific data underpinning and substantiating these assertions! If the patient, the family mem-
ber or the doctor were to audio record the intercultural mediator’s performance and to discover
such adulterations it could lead to serious consequences and even lawsuit. Ozolins (2016, p. 282
cited in Crezee et al., 2020) states that “[fliltering, aligning or replacing can in no way be recon-
ciled with impartiality, and destroy this basis for interpreting”. Such initiatives undermine the
trustworthiness of the collective identity of language service providers.

Some tasks that are being assigned to IMs are not only difficult to define and delimit, but also,
due to their vagueness, it is difficult to fathom out how IMs are supposed to tackle these fuzzy
assignments. The following tasks described by Gimenez (1997, cited in Rozi, 2015, p. 9) are not

concrete standardisable tasks with clear jurisdictional boundaries:
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To promote the recognition of the other as interlocutor, to promote better understanding of the
other and effective communication with the other, to overcome barriers to relations (such as over-
coming prejudices and stereotypes, overcoming fears and misgivings), to promote coexistence, to re-
alise the potential for mutual enrichment underlying non-hierarchical multicultural situations, to
avoid, prevent or regulate situations of conflict, to adapt the organisation and functioning of institu-
tions (such as schools or hospitals) to beneficiaries and gain efficient access of users to the institution
and the management of it and finally, to facilitate cooperation, often required, among ethnically

differentiated subjects. (Rozi, 2015, p. 9)

These tasks are not tasks, but rather global goals touching upon some important agendas such
as antiracism, antixenophobia, social inclusion agendas. It is pretty unfathomable how an inter-

cultural mediator can tackle these global issues.

9.1.4. Ciritical review of the figure of IM in interpreting studies

In this section we will analyse a number of national and international interpreting studies with
the aim of fathoming the rationale behind the polarisation between the advocates and the oppo-
nents of IM. The tendencies described above unveil an ideology of downgrading the interpreting
process and reducing it to “mere words”. This ideology is promoted not only by some scholars,
but also by official international organisms. The EU project TIME “mischaracterizes” the concept
of interpreting by outlining that “the aim of interpretation is to convey the meanings of what is

said during an interpersonal encounter as accurately as possible”, whereas:

IM is a much wider and a more enriched means of communicating messages from sender to receiver
and vice versa. Thus, IM is a bridging of cultures, meanings, silent languages, terms, collocations. [...]
Interpretation differs from intercultural mediation mainly in so far as it focuses mostly on the lan-
guage structure and not on the inner meanings of a message. (Theodosiou & Aspioti, 2015, pp. 16-

17, cited in Pokor & Juznic, 2020, p. 86)

A number of scholars argue that IM outweighs more orthodox forms of interpreting, in that
IMs “bring much more to the table than the accurate interpretation of messages into another
language in healthcare” (De Souza, 2016, 8.9 section MIs’ Essential Role in Culturally Compe-
tent Healthcare). However, it remains unknown how IMs can “bring more to the table”, because
it remains unknown whether and how the knowledge underpinning IM can be codified, system-
atised, regularised and standardised is order to become verbalizable, attainable through formal
university education and accomplishable in practice. Up to now we have only seen vague conjec-
tures. It is worth noting that Martin and Phelan (2010) also found “no recognized, unified code
of practice” for IMs (cited in Pokorn & Juznic, 2020, p. 91).

IMs “are preferred to professional interpreters, in that they are presumed to be more compe-
tent in dealing with the possibly different ‘cultural’ perspectives of healthcare providers and mi-
grant patients” (Baraldi & Gavioli, 2017, p. 84; Angelelli, 2015, p. 47). The knowledge of IMs
allegedly stems from “their experience in intercultural communication” (Baraldi & Gavioli, 2017,
p. 84; Angelelli, 2015, p. 47). IM in public healthcare is meant to bridge the gap or reduce cultural
contentions and differences between the expectations of the host country’s caregivers and the
migrant patients. This cultural conflict derives from health-related notions (such as pain, pain

threshold, illness, convalescence, treatment, etc.) which have been interiorised and
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conceptualised in a different manner (the famous pain scale described by Angelelli, 2012). The
interlocutors’ lifeworlds, mindsets and the cultural prism through which they view the shared
reality are different.

The justification for IM implies constant regurgitation of literalism (De Souza, 2016)** being
the most important characteristic of MI, which oversimplifies and deskills the process of inter-
preting reducing it to the mere usage of calques. De Souza bases her research on the American
model. There, interpreters have no training whatsoever, no higher education, no native language
competence, no interpreting competence, and therefore the rendition that they produce is calque-
ridden. They know the language they speak at home, the language spoken by their families, but
their language knowledge has not been acquired at an official level and at the official education
institutions. Obviously, they lack training in terminology, which results in them using numerous
calques and words they make up. Thus, the “literalness” is so brutal that nothing can be under-
stood.

De Souza views Mls as “verbatim inter-linguistic reproducer[s]” and “neutral and invisible con-
duit[s]” as opposed to “impartial yet visible active participant, as advocate, intercultural commu-
nication mediator, or communication facilitator or coordinator with self-agency” (De Souza,
2016, Trends in interpreting research section, § 3).

Theodosiou and Aspioti (2015) also “attempt to redefine the profession of community inter-
preters by reducing the interpreters to mindless machines in order to replace them with IMs who
are supposed to subsume the competences traditionally ascribed to community interpreters”
(Pokorn & Juznic;, 2020, p. 90).

Rodriguez et al. (2009, p. 142) also pinpoint the persistent tendency to dissociate “words”

from “ideas” behind them:

In order to be able to transfer the meaning of a discourse from one language to another, it is necessary
to have linguistic, but also paralinguistic and cultural knowledge. In our opinion, it is clear that the
interpreter needs to have these skills in order to do his or her job effectively. However, the belief
sometimes persists that translation/interpreting is only linked to the words, and not to the ideas

behind them. (Rodriguez et al., 2009, p. 142)

Pena-Diaz (2016, p. 633) also makes a clear distinction between interpreters and mediators

and promotes IM as a non-mutually exclusive solution to ethnic and cultural disparities:

Not only interpreters or translators, but mediators are needed. As we have seen, the mediator is a
new figure which is slowly beginning to appear. Not only does s/he deal with the linguistic transfer
of ideas and concepts but also with the cultural aspects which seem to occur very frequently. (Pena-

Diaz, 2016, p. 633)

62 “Therefore, the function of interpreting is not to provide literal word for words renditions” (De Souza, 2016, 1.1

Language and Culture section); “Literal renditions never make sense in the other language” (De Souza, 2016); “Sol-
omon (1997) mentioned that ethical codes based on the invisibility paradigm to ‘intervene only when necessary’, or
‘keep a low profile’, promote neutral literalism, in place of the more desirable ‘nuanced interpretation’ (De Souza,
2016, 2.4.3 Interpreter role typologies section); “High context communicators emphasize multi-layered contexts, and
literal interpretation will not work when interpreting high context communication” (De Souza, 2016; “It is unreal-
istic to expect interpreters to convey the interpreted message in a literal manner without any alteration” (2.4.5 Inter-
preters as active participants section); “Literal interpretations become inadequate, even dangerous” (4.2.6 Strategies
of addressing cultural issues section).
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Interestingly enough, the author does not specify what are these cultural aspects. In the ab-
sence of concrete examples of these “cultural aspects”, one may tend to perceive the vagueness of
these statements.

According to Montalt-Resurreccio and Shuttleworth (2012, p.14):

Like translators, mediators are no longer understood as neutral vehicles or passive conduits for the
transmission of pre-existing entities. They are viewed as co-constructors of knowledge and meaning-
making symbols, be it within the same language or in a different target language. In fact, in the field
of interpreting, contributions (e.g., Angelelli, 2004; Bolden, 2000; Metzger, 1999; Roy, 2000;
Wadensjo, 1992, 1998) have evolved over the past two decades towards an understanding of the role
of the interpreter as an interactive participant in cross-cultural communication rather than as simply
someone who relays linguistic messages from one language to another. (Angelelli, 2004)

According to T-SHaRE project (2012, pp. 29-31) IMs “are not mere translators” as their role
involves “more than linguistic translation [...] a mere technicality [which] doesn’t [sic] consider
all relational dimensions, nonverbal communication [...] feeling of ashamedness, confusion, sus-
piciousness, trust and mistrust”. They view IM as a “bridge between two worlds”, whereby IMs
“explain [...] the values” in order to facilitate integration instead of assimilation (T-SHaRE, 2012,
pp. 29-31). IMs are expected to showcase “active and critical presence” by “reformulat[ing] the
meaning of stories, experiences and symptoms in a new productive form”, thus “moving from
one symbolic and semantic system to another”(T-SHaRE, 2012, p. 30).

Other authors, such as Verrept (2019 in Pokorn and Mikolic Juznic, 2020, p. 86), have also
suggested that: “While interpreters overcome language barriers without necessarily achieving mu-
tual comprehension, the IMs ultimately ensure mutual understanding”.

This is yet another unsubstantiated assertion. Who said that the two parties are willing to
understand each other! Sometimes they don't want to understand each other, or one of them lies
or withholds information, or remains silent even if they have understood the question. Authors
such as Grandgeorge (2020) expressed the need and importance of coming to the realisation of
the sheer complexity of human communication.

One may have more affinity with this or that way of expressing oneself, or gestures, but that
would in any case apply to cultures far away from each other. Where do they learn communica-
tion techniques! Are they innate! From what IM advocates say, interpreters are parrots, and know
nothing about human communication, a statement that can only be qualified as an absolute
fallacy, in that interpreters do learn about the complexities of human communication in the
official prestigious higher education institutions, which cannot be said about intercultural medi-
ators. So, | wonder where do mediators learn all these self-assigned sophisticated communicative
techniques? And also, how and where has all this mystic knowledge been codified, standardised,
regularised and applied. De Souza insists that:

Communication does not occur unless the receiving party understands the message, so merely inter-
preting messages without checking for understanding is akin to providing someone with information
that they may not have understood. (De Souza, 2016, Two theoretical models: Conduit or advocate?,

§D

These excerpts may have a gaslighting effect on some non- cognoscenti readers, because this

assumption depicts MI as a nonsensical activity devoid of discernment. Culture is an inextricable
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part of the language, so it is impossible to interpret without taking it into account, the question
is how faithful to the original the interpreter decides to be and how far could the process of
domestication/ adaptation/ recontextualization in interpreting go. De Souza is generalising very
concrete occurrences form a very specific context, which goes against the scientific method, is
unscientific and dangerous, and should trigger a response form the scientific community.

De Souza specifies that “one of the goals in MI is accurate communication (the absence of
miscommunication), and not necessarily just accurate interpretation (the absence of interpreting
errors, omissions, additions or distortions)” (De Souza, 2016, 1.1 Language and Culture section,
§ 10). However, it is impossible to obtain accurate communication without an accurate interpre-
tation, even though an accurate interpretation does not always guarantee an accurate communi-
cation.

This implies that the occupational/jurisdictional domain of the exercise of discretion tradi-
tionally ascribed to language service providers will dilate until trespassing the demarcation of
other occupations and professions. This will imply violation of the division of labour, because
the sufficiently distinct tasks and the clear limits of the compartmentalisation of distinctive tasks
which allows for clear jurisdictional boundaries are two key features of the conservative, tradi-
tional and conventional profession. So ultimately, I have reached the conclusion that the only
thing the platitude about the importance of becoming intermediaries “influencing the flow and
content of information” does is to distort the image and the role of professional interpreter
(Kaufert et al., 1986, cited in De Souza, 2016, 1.4.2 Traditional public view of interpreters as
conduits section, § 2).

[t was reported by Pokorn and Mikolic Juznic (2020) that some official documents such as
California Standards for Healthcare Interpreters “are often used in support of the reduction of
interpreting to a mechanical replacement of source-language words by target- language words in-
stead of providing the nuanced discussion that appears in the literature” (Pokorn and Mikolic,
2020, p. 86). According to the same authors, Verrept (2019, p. 9 as cited in Pokorn and Mikolic
Juzic, 2020, p. 86) has also been found to “mischaracterize” or directly misappropriate the defi-

nition of the concept of “interpreters”:

“The intercultural mediator has been described as an intermediary who helps to construct shared
meanings in the search for conflict resolution [51]” Reference 51 refers to an article by Boss-Prieto et
al. (2010:14, emphasis added) that reads: “The interpreter is not a translator of words, but an inter-
mediary that helps the construction of meanings between two linguistic worlds in the search for
conflict resolution.” Verrept (2019) thus uses an article in which interpreters are defined as the con-
structors of meaning to support his claim that, contrary to interpreters, the IMs are those who help
construct shared meanings. This is not the only instance in which previous research has been mis-

characterized in the report. (Pokorn & Mikolic, 2020, p. 86)

It should be noted that all these statements have not been proven scientifically. All is based
on assertions rather than on robust empirical evidence. These assertions are all based on the
artificial mystification of the cultural elements present in practically all human utterances. The
only thing that these scientifically unsubstantiated ventured opinions do is favour cheap labour

and employment of unqualified people.
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9. HYBRID PROFILES IN PUBLIC SECTOR

Pochhacker (2008) and Martin and Phelan (2010) reject such “simplification of the role and
competences of the community interpreter and insist on drawing a difference between these pro-

files [...]” (Pokorn and Tamara Mikolic, 2020, p. 90)

Falbo (2013:34-37) argues that since language and culture are inseparable, linguistic and cultural
mediation are in fact intrinsic to the job of the interpreter, [...] the main difference between the
profession of community interpreters and the emerging profession of intercultural mediators with
respect to ethical positioning and role lies in their ethical imperatives, with the codes and standards
for intercultural mediators stressing advocacy as a key task of this emerging profession. (Pokorn &

Mikolic, 2020, p. 87, 100)

In the same vein, Skaaden thinks that “the deconstruction of ‘cultural mediation” shows that
the approach has repercussions not only for the professional integrity of interpreters but also for
the high-status professionals they serve” (Felberg and Skaaden 2012; Skaaden 2013, p. 180 as
cited in Skaaden, 2019, chapter 3.3.2, § 1).

This repetition clearly has a gaslighting effect on the reader. Please note how the so-called
mediators insist on the importance of going beyond interpreting and on the special mystical skills
that only the mediators possess in order to convey metalinguistic elements of interaction. The
mediator cited above (TeleMadrid, 2018) made a rather startling statement: “it is necessary to
explain to her what latent tuberculosis really is”. This should fall under doctors’ remit, and in
taking over these duties the mediator usurps doctors’ responsibilities. This might be dangerous
because people with 150 hours or 250 hours of training take the liberty of taking on the role of
bilingual professional (“professional” here obviously refers to doctors or nurses).

But what is the rationale behind this tendency to promote IM? Baraldi & Gavioli (2017, p.
101) clearly distinguish between “intercultural adaptation” and “cultural essentialism” perspec-
tives. Intercultural adaptation involves recontextualisation of different cultural assumptions,
whereby culturally sensitive topics are redesigned, re-engineered, restructured and discursively
reformulated in order to accomplish mutual understanding. Cultural differences work as “en-
riched choice, which doctors and patients can take into account when making decisions” (Baraldi
& Gavioli, 2017).

Cultural essentialism does also entail explicitation or unpacking of the culturally entrenched
idiosyncrasies exhibited as unfamiliar behaviour by the patients and by the caregivers, but it in-
hibits the natural evolvement or the conversation and the natural unfolding of the interaction
(Baraldi & Gavioli, 2017, p. 101). The interlocutors are not provided with the possibility of
“dealing” and discussing certain culturally embedded behaviours “directly”. Instead, “the media-
tor’s intervention impedes, rather than promotes, interlocutors’ participation and leads to the
interactional construction of stereotypes and prejudice” (Baraldi & Gavioli, 2017).

Such “autonomous initiatives taken by mediators” may lead to ascribing or attributing inter-
locutors to a particular group of people by generalising and stereotyping their behaviour, and the
risk thereof is that the patient might be perceived and treated primarily as a member of a group
rather than independent individual. This is “a burden which encumbers interlocutors’ active
participation, thus causing possible failure of an effective doctor-patient interaction” (Baraldi &

Gavioli, 2017, p. 102).
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PART 11. SOCIOLOGY OF THE PROFESSIONS

In short, “healthcare providers authorise the mediators to explain medical issues”, in other
words, “deal with the contents in their own terms” supposedly in ways that are understandable
and acceptable for the patients”. This entails leeway to “make relevant a series of assumptions”
(Baraldi & Gavioli, 2017, pp. 101-102), in other words, to filter information and foreground
those parts which the mediator gauges as relevant, meaningful and contributing to the encounter
or to the resolution of possible cultural conflict during that encounter.

Often mediators would distil or boil down the rest of the information that has been elicited
during the encounter, eschewing the parts which they render irrelevant. But, the question is, are
they thus contributing to the empowerment of the patients? Mediators work is characterised by
a significant and unbridled extent of autonomy, but is this autonomy going to be used in way
that will enable both doctors and patients to make “informed” decisions?

The existing codes of ethics (for example, IMIA, 2006) prescribe that interpreters must not

interfere in the communication and stipulates that interpreters:

[a)] must not interject personal opinions; b) [...] will engage in patient advocacy and in the IM role
of explaining cultural differences/practices to healthcare providers and patients only when appropri-
ate and necessary for communication purposes, using professional judgment, c) [...] will use skilful
unobtrusive interventions so as not to interfere with the flow of communication in a triadic medical

setting. (IMIA, 2006)

This means that the codes of ethics are not categorically forbidding IM, it means that they
restrict its usage to those situations where it is necessary and where the educated/trained inter-
preter is competent enough to use their professional judgement, which is what sociologists calls
discretionary judgement as we have seen in the first part of this section. But I insist, the precon-
dition is therefore that the interpreter be professional, which in our case means having accom-
plished appropriate university education or training. The fact that the interpreter is a graduate in
Translation and Interpreting will help instil trust and the notion of professionalism that will
definitely help the patients and the doctors rest assured that their discourse has been rendered
accurately.

Thus, the transcultural adaptation must occur “within mediators’ work of renditio