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Abstract  
 

 
 
Studies of dialogue interpreting have shown that interpreters are active participants in 
the interaction and that their contributions are oriented to and oriented by both the local 
interactional context and the wider institutional system. Wadensjö, in particular, has 
discussed the work of the interpreters in the interaction on the basis of a distinction 
between two main interpreter activities: translating and coordinating (1998: 108-10). 
In this paper, we discuss the notion of coordination and we look at types of talk 
organization involving interpreters in healthcare services. Our thesis is that different 
contributions of the interpreter to a possibly translatable turn (non-rendition, rendition 
and which type of rendition) have different consequences in the interaction. They envisage 
different organizations of turn-taking and make reference to different participant 
expectations. We observe that coordination of turn-taking organization and of 
participants’ expectations has implications for either promoting intercultural dialogue 
and/or constructing cultural filters. 
 
 
 
1. Introduction  
 
Studies on dialogue interpreting have shown that interpreters are active 
participants in the interaction and that their contributions are oriented to 
and oriented by both the local interactional context and the wider 
institutional system (Mason 2006). Wadensjö, in particular, has referred to 
the complex dynamics of interpreting in the interaction by introducing a 
distinction between two interpreter activities: translating and coordinating 
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(1998: 108-10).  
In this paper, we discuss the notion of coordination and we look at 

types of talk organization involving so-called “linguistic-cultural 
mediators”, the staff who provide interpreting service in the healthcare 
institutions examined here. Our study is based on the analysis of recorded 
and transcribed data from two perspectives. The first is derived from 
Conversation Analysis (CA, Sacks et al. 1974). CA suggests that talk can 
be seen as a coordinated system of turn-taking where participants’ 
contributions are made relevant at particular points in the interaction. The 
concept of relevance thus refers to organizational or topical issues which 
are introduced and negotiated in talk as matters calling for the participants’ 
attention and involvement. So we look at participants’ contributions in our 
data “as relevant” to achieve particular actions and goals (see Mason 2006: 
364). A second perspective is based on the observation of cultural 
presuppositions (Gumperz 1992; Gumperz and Cook-Gumperz 2009) of 
interpreter-mediated interaction. In particular we look at the ways in 
which interpreter-mediated interactions either reproduce and/or clash 
with particular cultural presuppositions.  

Our thesis is that, following a participant’s turn, mediators may provide 
a variety of contributions and that the selection of one or another 
contribution makes reference to different participant expectations and has 
consequences for the organization of turns at talk. Mediators’ 
contributions thus coordinate turn-taking and, in so doing, make different 
participant expectations relevant in the interaction. This mechanism has 
implications for promoting dialogue and/or creating cultural filters. 

 
 

2. Coordination in interpreter-mediated interaction 
 
Wadensjö notes that interpreters coordinate the interaction both implicitly 
and explicitly. Implicit coordination takes place by translating into one or 
the other language; the selection of which language in most cases also 
works as a selection of the next participant(s). Explicit coordination is 
instead shown by actions, such as requests for clarification, requests for 
time to translate, comments on translations, requests to observe the turn-
taking order, invitations to start or continue talking, and the like (1998: 
110). These actions are not renditions of talk in the other language, but 
serve to coordinate turns at talk. Wadensjö’s idea of coordination is 
interesting because it treats non renditions as relevant translation actions 
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in the interaction, rather than translation accidents as they seemed to be 
regarded in more traditional perspectives on interpreting.  

Interpreter’s explicit coordinating activity is a delicate issue in 
interpreter-mediated interaction and the line separating what can be 
considered interpreter coordinating activity and what is instead “non-
interpreter” or non-professional behaviour is sometimes thin. In 
particular, on one hand research on healthcare interpreting (Pöchhacker 
and Shlesinger 2007) recognises the primary role of coordinating activities 
in interpreters’ co-construction of meanings and in making consequent 
renditions of information possible. On the other hand, “by replacing 
monolingual interlocutors, by aligning with the parties by communicating 
affect and expressing solidarity, by exploring answers, by expanding or 
summarising, by sliding up and down the register scale and by controlling 
the flow of information” (Angelelli 2004: 78), interpreters become visible 
and may get “in the way”. These activities require a high degree of 
professional interpreter control and awareness and, if they are not 
managed well, interpreters may substitute doctors in their role duties and 
prevent patients from an adequate expression of their perspectives (see 
e.g. Aranguri et al. 2006; Bolden 2000; Bührig and Meyer 2004; Cambridge 
1999; Davidson 2000; Meyer 2002; Pöchhacker and Kadric 1999; Roberts 
2009; Tebble 1999).  

In this regard, Hale invokes a “direct” approach to interpreting where 
“the interpreter interprets every turn, and the doctor and the patient 
address each other through the interpreter” (2007: 41-42), rendering 
exhaustively all the pieces of the information (including those conveyed 
with minimal responses). Hale’s position is that a “mediated” approach 
where the interpreter talks alternatively with the doctor and with the 
patient in two “interweaving conversations” may be difficult to coordinate 
efficiently and her clear preference for direct interpreting is first and 
foremost a preference for a type of coordination, implicit coordination, 
which keeps the interpreter in a more systematic turn-by-turn translation 
organization. 

While, on the one hand, studies of dialogue interpreting recognise that 
coordination is functional to achieving success in translation, on the other, 
they risk overlooking its complexity. The distinction between the notions 
of “translation” and “coordination”, in particular, is sometimes considered 
to coincide with particular actions: translating actions (i.e. repeating or 
reformulating items in another language) or coordinating actions (e.g. 
asking for clarification). This distinction, though, is not implied in 
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Wadensjö’s work (see Wadensjö 1998: ch. 6.5) and may indeed be 
reductive. Rather than distinct actions, translation and coordination may 
be seen as different functions of same actions. In other words, 
interpreters’ actions are “translational” insofar as they make reference to 
potentially translatable turns and “coordinating” in that they make a series 
of consequent participant contributions relevant in talk. In this sense, 
asking for clarification and translating a participant turn are both 
translation (as they refer to potentially translatable turns) and coordinating 
activities (as they refer to former participant contributions and make new 
contributions relevant in the interaction). 

In the next sections, we look at patterns of sequences of actions and 
analyse different types of interpreting contributions looking at their 
function as both “translating” and ”coordinating” activities. In particular, 
we analyse two aspects of interpreting contributions. The first has to do 
with the ways in which translating/coordinating activities promote the 
participants’ involvement in the interaction, at which point in the 
interaction and with which type of contribution. As coordination 
“distributes” turns, it provides interlocutors with opportunities to 
participate in the interaction, thus achieving conditions under which 
interpreter-mediated interaction “promotes” participant actions and their 
“voice” (see also Merlini and Favaron 2007).  

The second has to do with the ways in which translating/coordinating 
activities favour the reproduction of the presuppositions of one (majority 
or minority) culture or rather promote diverse perspectives in 
communication (Baker 2006). In the healthcare system, interpreter-
mediated interactions orient to expectations which traditionally concern 
generalised technical standards of treatment of illnesses, doctors’ 
performance and patients’ will to adapt to the doctor’s suggestions (e.g. 
Heritage and Maynard 2006). This is what has been defined by Mishler 
(1984) as the “voice of medicine”. By coordinating the interaction, 
interpreters may contribute to meeting the expectations of the healthcare 
system. Working in intercultural situations, though, interpreters are 
supposed to coordinate encounters in which different cultural 
expectations might emerge (Leanza 2007). The ways in which interpreter-
mediated interaction is coordinated influences the forms of intercultural 
communication that are achieved (Angelelli 2004, 2012; Baraldi and 
Gavioli 2012a; Penn and Watermeyer 2012; Spencer-Oatey and Xing 
2009). Intercultural communication constructs cultural differences (e.g. 
Holliday 2011; Koole and Ten Thjie 2001; Piller 2011; Verschueren 2008; 
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Zhu Hua 2014), showing different “cultural presuppositions”, or 
expectations regarding who can participate, what topics can be discussed 
and which norms regulate participation (Gumperz 1992; Gumperz and 
Cook-Gumperz 2009). In interpreter-mediated interactions, then, it may 
be expected that the voice of medicine may clash with a different set of 
cultural presuppositions that the migrant patients have been socialised 
into. This confrontation may concern expectations of treatment of 
illnesses, doctors’ performances and patients’ will to adapt to the doctor’s 
suggestions (Baraldi 2006). Interpreter coordination may need to deal with 
these differences.  

 
 

3.  The data 
 
The data analysed in this study were recorded in three Italian hospitals, in 
two provinces in Northern Italy, an economically affluent area with a long 
tradition of efficient welfare services, including healthcare and more 
specifically migrant-friendly services (see Chiarenza 2008). The data 
consists of 150 interactions, involving Italian doctors and nurses, 
immigrant patients and bilingual staff providing interpreting service. The 
healthcare settings involve surgeries in or out of the main hospital 
building. Most surgeries deal with gynaecological diseases or prevention 
and pre- or post-maternity follow-ups so most of the patients in our data 
are women. Some encounters (about 10%) take place in surgeries of 
clinical medicine and these include male patients. The doctors and nurses 
are male and female native Italian speakers. The patients are migrants 
from North and West Africa (mainly Ghana, Nigeria and Morocco) and 
China, and belong to rather large immigrant communities in the district 
where the hospitals are situated. The languages spoken by the patients in 
the data are three: English (Ghanaian, Nigerian), Arabic (Jordanian, 
Moroccan) and Mandarin Chinese. Even though our data may allow for 
some cross-cultural analysis of the different language groups, here we look 
at those characteristics of interaction which seem to occur throughout the 
corpus as a whole. 

The interpreting staff is composed of 7 women, all in their thirties: 2 
Nigerian, 1 Ghanaian, Jordanian and Moroccan and 2 Chinese. They are 
part of a permanent staff of officially-called “linguistic-cultural” mediators 
hired by the medical institutions with the purpose of facilitating 
communication with immigrant citizens, both by providing interpreting in 
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their conversations with the medical staff and by helping them understand 
institutional conventions or requirements. There is an acknowledged 
preference for the Italian healthcare services to work with mediators from 
the guest-immigrant community rather than the host-Italian community 
(see Merlini 2009; Baraldi and Gavioli 2012b: 10-11), even though things 
are now slowly changing. Mediators in the area in which we have collected 
our data receive formal training in socio-cultural and communication 
topics, but are not necessarily trained in interpreting and translation skills. 
In order to acknowledge this professional peculiarity and in line with the 
preference of the Italian healthcare service itself, in this paper, we shall 
refer to this staff as “mediators”. 

Due to reluctance from the institutions to accept the intrusion of 
video-cameras, the data are audio and not video-recorded. Comments on 
non-verbal aspects (e.g. participants’ posture, look or mime) are thus not 
included in this analysis. Transcription conventions are those commonly 
used in Conversation Analysis (Jefferson, 1978; Psathas and Anderson, 
1990). All personal details mentioned have been altered in the 
transcription to protect participants’ anonymity. These audio-data were 
collected with the permission of the institutions and of the speakers 
involved, were recorded with the help of the mediators and transcribed 
with the aid of expert collaborators of Arabic and Chinese. 

 
 

4. Three coordinating patterns 
 
In our data, we have found that there are three main types of mediator 
contributions which follow a potentially translatable turn.  

 
1. the mediator translates the previous turn (direct interpreting, Hale 

2007: 41-42)  
2. the mediator provides responses (acknowledgment tokens, 

continuers, requests for clarification or replies) to one of the 
interlocutors, postponing a (generally summarised) translation after 
the conclusion of the dyadic sequence (mediated interpreting, Hale 
2007:  41-42) 

3. the “third” interlocutor replies to the potentially translatable turn 
and the mediator does not translate (following Wadensjö 1998: 
108, we can call this “zero-” or minimum-rendition).  
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These different types of contributions normally open different sequences 
of talk organization which we shall look at in detail below. Different 
sequences of talk seem, in their turn, to make relevant different participant 
expectations and different opportunities for cultural presuppositions to be 
expressed. We look at coordination as both turn coordination and 
coordination of expectations and presuppositions. In what follows, we 
draw a distinction between dialogic coordination and cultural coordination. 
Dialogic coordination favours expression of different voices, and 
therefore potentially different cultural presuppositions, while cultural 
coordination promotes the reproduction of the voice of medicine, or the 
presuppositions of the healthcare system. 
 
 
4.1 Direct interpreting 
 
When the mediator translates the previous turn, we have “direct 
interpreting” (Hale 2007: 41-42), a direct “passing” of that turn on to the 
next interlocutor allowing her/him to reply immediately after the 
completion of the translated turn. This interactional organization keeps 
the participants in contact and seems functional to the transmission of 
information. In our data, mediator translation response after a potentially 
translatable turn is not very frequent and is associated with activities like 
collecting details about patient’s histories or giving simple instructions 
(“sit down”, “tighten your fist” and the like). It is very often negotiated in 
the interaction, and consequently is less “direct” than it seems to be in  
Hale (2007). 

Extract 1 provides an example. Translation is almost but not precisely 
turn-by-turn. The doctor’s (D) question in turn 78 is translated 
immediately in turn 79 by the mediator (M). The patient’s (P) answer “no” 
in turn 81 overlaps with doctor’s continuation in turn 80. In turn 82 the 
mediator produces a false start (seemingly a translation of doctor’s turn 
80), but the patient’s answer “no no no” in turn 83 interrupts her. In turn 
84 the mediator reformulates her translation and then checks that the 
patient understood the doctor’s question correctly (“nothing?” turn 86). 
The mediator then repeats the patient’s answer to the doctor (“no”, turn 
86).  
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Extract 1  
 

78 D (°mmh:)=all°ora=e: qualche bimbo che è na:to e che non ci 
 sentiva che non ci vedeva:[:, 

mm so any newborn baby who couldn’t hear who couldn’t see 
79 M       [anybody that is given birth that 

       doesn’t hear well  
(.) or doesn’t see well= 

80 D =non [solo figli [anche nipoti:: 
  not only children grandchildren too 
81 P           [(no) 
82 M                          [(not just     )  
83 P °no no no° (5.0) (    [  ) 
84 M                             [in the family the whole family 
85 P [no. 
86 M [(nothing)? n:o! 
 
 
Direct translation as in turn 79 does not only pass the turn to the next 
speaker, it also achieves the interactional function of showing that 
interpreting is non problematic and that the mediator can carry it out quite 
smoothly, using same or similar words and contents in the two languages. 

Direct translation seems functional to the achievement of shared 
expectations. By providing immediate translation, the mediator simply 
passes the turn to the next interlocutor showing that the speaker-in-turn 
has produced utterances that are fully understandable and “translatable”, 
with no need to negotiate the meaning of what is said or participants’ 
possibly different expectations. While mediators may address cultural 
differences in their renditions, direct translation does not raise these 
differences to the interlocutors’ attention. For instance in extract 1 above, 
the word “nipoti”, which in Italian could either mean “grandchildren” or 
“nephews/nieces”, is rendered by the mediator with the general 
expression “in the whole family”, the problem is nicely solved by the 
mediator and no language or cultural difference is brought to the attention 
of the interlocutors.  

An important point is that non problematic interpreting does not 
necessarily coincide with an absence of problems in what is talked about; it 
has rather to do with the mediator’s treatment of the turn that is provided. 
There are cases where simple instructions are treated as problematic. See 
for instance the doctor’s instructions and the mediator’s reply in extract 2. 
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Here, rather than translating, the mediator turns to the doctor and explains  
that pasta is not a real alternative for the patient, as pasta is not a type of 
food she normally has. In so doing she poses a problem in the 
accomplishment of translation, since “pasta” has no equivalent word and 
may be considered “non–informative”, not a real alternative, on the part 
of the patient 

 
Extract 2 

 
100 D Può mangiare un po’ di pasta e un po’ di carne a pranzo, un poco di riso 
           She can have some pasta and some meat for lunch, some rice 
101 M Perché i nostri mangiare sono riso specialmente, pasta poco perché non è      

 nostra 
       Because our food is rice especially, pasta not much because it is not ours 

 
In these cases, the mediator’s choice to suspend translation signals that the 
turn is not easily translatable and some “visible” coordination operation 
needs to be carried out by the mediator to get to what can be a 
“translatable” unit of meaning. The operation of suspending translation, as 
in extract 2 above, is very frequent and can be complex, leading to 
mediated interpreting. 
In brief, from an interactional point of view, direct translation is not only a 
form of translation, but it accomplishes the communicative function of 
treating language or cultural problems as not relevant in the interaction. 
 
 
4.2 Mediated interpreting  

 
Following a first potentially translatable turn, the mediator often responds 
by providing items which are, strictly speaking, different from translation. 
These are acknowledgment tokens, continuers, requests for clarification or 
direct replies. These mediator contributions treat the previous turn as 
“non-immediately translatable” and are frequently correlated to 
“problematic” or delicate issues, e.g. doctor’s instructions for therapies 
where the collaboration of the patient is very important, doctors’ or 
patients’ expression of doubt, worries or embarrassment, patients’ need 
for reassurance.  

By responding with acknowledgment tokens, continuers or direct 
replies, the mediator aligns with the speaker-in-turn (either the doctor or 
the patient) as the responder, constructing those “interweaving” 
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conversations which Hale (2007: 42) sees as a characteristic form of 
mediated interaction. This type of coordination suspends direct 
interpreting and initiates a dyadic sequence involving the mediator and one 
of the interlocutors. This talk organization separates the participants 
(Baraldi and Gavioli 2008; Hale 2007), but is clearly functional to the 
provision of clarification and expression of problems and doubts on the 
part of one or both interlocutor(s). 

Let us look at two different examples of mediated interpreting, where 
the mediator coordinates two dyadic sequences, one with the doctor and 
one with the patient. We can see that even though both examples are 
formed by two dyadic interweaving sequences, forms of coordination and 
participants’ contributions are very different. In extract 3, below, we have 
an example of two dyadic sequences involving first the doctor and then 
the patient. The patient has a heart disease and needs to take medicines 
regularly and have constant check-ups. The doctor explains this problem 
to the mediator in talk occurring before this extract and says that the 
present patient’s problem is probably due to the fact that he did not take 
medicines regularly. When the first part of the extract starts (extract 3a) 
the doctor is deciding next check-up appointment for the patient (turn 
87). The mediator provides an acknowledgment token which is also taken 
up as a continuer by the doctor who in turn 88 explains that check-ups 
will be very frequent for this patient. The mediator acknowledges this 
(turn 89) and poses a new problem (mentioned by the patient previously 
in the conversation). In turn 90, the doctor replies that this new problem 
will be dealt with soon and that for the moment the mediator needs to 
warn the patient about the necessity of frequent heart check-ups. So a 
negotiation of different expectations takes place in this first part of the 
extract, where the doctor and the mediator negotiate what needs to be 
translated to the patient, first and foremost. The mediator in turn 90 
provides an acknowledgment token and then starts translating.   

 
Extract 3a 
 
87  D  martedì è sette, vero? 

Tuesday is the seventh, right? 
88  M  mmh, mmh. 
88  D  allora gli dici di portare pazienza perché per le prime due  

settimane ci vedremo spesso  
now tell him to be patient because in the first two weeks we’ll meet very often 

89  M  ok, però l’orecchio - 
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  ok, but his ear - 
90  D no, no, no. adesso ci occupiamo dell’orecchio, intanto digli che 

deve portare pazienza. 
 no, no, no. in a minute we’ll take care of his ear, for the moment tell him 

that he has to be patient. 
91  M  ok. (.)  翻译：你这个月尽量多****，下个星期二，七号，

下午两点半来这里，我们再给你做血压检查，心脏检查，

吃这个药，中药不要吃了 
This I recommend you, ((??)), next Tuesday, the seventh, at two thirty you 
come here so that we check your blood pressure, your heart. And take this 
medicine, don’t take the Chinese medicine any longer. 
 

In turn 91 above the mediator provides a translation of the doctor’s turns 
and also mentions what was said by the doctor in previous turns in the 
conversation, i.e. that the patient needs to take the medicines that have 
been given to him regularly and that he has to stop the Chinese treatment. 
In turn 92, in extract 3b below, the “don’t take the Chinese medicine”, 
represents a patient change of state token (Heritage 1984) and indicates a 
mismatch in participant expectations. The dyadic sequence that follows 
provides negotiation of understanding of such change of state. 
 
 
Extract 3b 
 
92  P  患者：中药不要吃了？ 
  ah, don’t I? 
93  M 翻译：中药一概不要吃了，不要忘了，到意大利来不要吃

了，听懂了没有？ 
No, remember this, you are in Italy now, you do not have to take those any 
longer, you understand? 

94  P  患者：中药不好，不能吃？ 
the Chinese treatment is not good? You can’t eat it? 

95  M  翻译：不能吃的，ok？清楚了？还有没有不清楚的？ 
no, ok? Is it clear? Is it clear now? 

96  P   患者：这药给我吧。这个药。 
  this medicine, they’ve given me 
97  M 翻译：这个药不要吃的 ok? questa non gliela do perché loro 

(.) allora sto cercando di  
  ((in Chinese)) You do not have to take this medicine okay? ((in Italian)) 
  I don’t give him this because they (.) so I’m trying to (.) 
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98 P  患者：不是药做血压的吗？不用吃药片？ 
aren’t those the medicines for my blood pressure? Shouldn’t I take the 
medicine? 

99 M   患者：不是药做血压的吗？不用吃药片？ 
  it’s useless. 
 
We can notice that the mediator’s confirmation of the change of state, in 
turn 93, elicited by the patient in turn 92, is not immediately accepted by 
the patient. There is thus a sequence where the patient tries to re-establish 
the former state (see turns 94, 96, 98) and the mediator insists on the non-
possibility of re-establishing it. Evidently, after the patient’s recognition of 
a change of state the mediator insists that the patient stops the Chinese 
treatment and takes the Italian/Western one, that is to say, the mediator 
insists that the prevailing cultural presuppositions of Western medicine are 
accepted.  

The patient’s reluctance is not fully passed on to the doctor. In turn 97, 
the mediator produces an attempt to explain to the doctor what she is 
trying to do. She does not, though, report the problem to the doctor, 
rather she insists that the patient accepts the view proposed as “the only 
possible one”. This extract shows that Hale’s doubts on the difficulty in 
coordinating interweaving conversations are well-grounded. Here we 
suggest that this difficulty may have to do with coordinating the 
participants’ expectations and interactional presuppositions, and that 
looking into how these are treated in the interaction may explain some of 
the problems related to interpreter coordination activity and its 
complexity. 

Differing expectations pose translation problems and are addressed 
“visibly” through talk. In extract 3 above, different expectations are raised 
both in the doctor-interpreter interaction, where the heart disease and 
frequent check-up is established to be the priority issue to be translated, 
and in the patient-interpreter interaction, where the patient’s expectations 
clash with those raised by the interpreter-mediator. For the moment, let us 
just note that while the mediator aligns to the doctor’s expectations in the 
first part of the sequence and accepts the medical presuppositions that are 
referred to, she does not align to the patient’s expectations nor accepts the 
patient’s presuppositions. 

In suspending translation, the mediator becomes the interlocutor of the 
speaker-in-turn and her participation as an interlocutor may take at least 
two forms: 1. she may promote participation of the speaker-in-turn, 
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showing understanding and encouraging her or him to go on; 2. she may 
align to the positions of one of the interlocutors. In the first case, the 
mediator’s contribution is oriented to the promotion and encouragement 
of the interlocutor’s “disclosure” as preliminary to making that disclosure 
relevant in the interaction with the other interlocutor. In the second case, 
the interlocutor’s disclosure is treated as directed to the mediator and 
shared with her/him. In the latter case, suspension of translation, where 
the mediator and one of the interlocutors negotiate and share one 
participant position, leads to ethnocentric interaction (Gudykunst 1994; 
Pearce 1989). The mediator’s coordination of talk in these cases promotes 
an “in-group” (“us”) position shared by two participants and excludes the 
third one.  

In extract 3a above, the position of the doctor is accepted and shared 
by the mediator, who, in extract 3b keeps that position in rendering and 
impedes the interlocutor, the patient in this case, from negotiating a 
translatable reply. While the resistance of the patient here leads to the 
expression of his position (and to the clash), that position is not translated 
to the doctor, which prevents the different views to be treated in talk by 
the interlocutors. So the two dyadic sequences in extract 3 show two very 
different types of coordination. In talk with the doctor, the mediator aligns 
with the doctor favouring the doctor’s talk and expression of expectations. 
In talk with the patient she maintains the doctor’s position against that of 
the patient and does not render the patient’s view to the doctor. 
Expectations are thus negotiated between the doctor and the mediator and 
the medical “in-group” presuppositions are imposed on the patient. As 
this form of gatekeeping (Davidson 2002) constructs a We-identity (Ting-
Toomey 1999) reproducing (even forcing, as in the extract above) its 
cultural presuppositions, we have called this type of coordination 
“cultural” coordination.  

A different type of coordination is visible in extract 4, below. Here too 
we have two dyadic sequences, first the mediator talking to the doctor and 
then the mediator talking to the patient. In the first part of the extract, the 
doctor looks at the ultrasound test of a pregnant patient and says that the 
baby’s posture is podalic (turn 49) and that a new ultrasound test needs to 
be taken after four weeks (turn 51). Even though the information is given 
in a straightforward, directive way (the doctor is probably compiling a 
prescription) the mediator does not translate immediately, but elicits the 
doctor to say more (“maybe it will turn from here to January?”, turn 52). 
The mediator’s elicitation takes the conversation with the doctor from 
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mere communication of prescription (“a new ultrasound test in four 
weeks” turn 51) to “what can be said to the patient”. The doctor checks 
with the mediator whether the patient can be reassured (“previous 
deliveries were all spontaneous?” turn 53) and opens the possibility that 
the baby in fact will turn (“it turns yes”, turn 53). While engaging in a 
dyadic sequence with the doctor then, the mediator here does not confirm 
or agree with the doctor’s statements. Instead, she collects information 
and asks questions which may enable her to render the news to the patient 
accurately and adequately. Mediator’s turn 52 in particular calls the 
doctor’s attention to a possible patient’s concern (“will the baby turn”) 
and elicits reassurance. From turn 55, the mediator translates both the 
doctor’s prescription (to take a new ultrasound test) and reassurance (the 
baby’s position may still change) to the patient. 
 

Extract 4a 
 

49 D  ((to I, reading records)) Perché qua vedi (.)  
terzo trimestre presentazione podalica 

               Because here you see (.) third month podalic version 
50 M   Eh. 
51 D   Ulteriore ecografia tra 4 settimane 

A new ultrasound test in 4 weeks  
52 M  Perché può darsi che da questo momento fino a gennaio 

(.) può darsi che si gira? 
        Because maybe that from this moment on until January (.) maybe 
   it  

turns? 
53 D              Si gira (.) sì. Le altre volte ha partorito tutte  
   spontaneamente? 

               It turns (.) yes. Previous deliveries were all spontaneous? 
54 M   Sì. 

               Yes. 
55 M         [ يیا خيیر هللا شاء اانن   

                                                                                         [if God wants that will be 
   good. 

56 D       [Speriamo bene –  
                   [Hopefully - 

57 M     االرااسس بعدوو مدوورر موشش هھھھلئ حاليیا بتقلك  
She tells you that for the moment he hasn’t turned his head down 

58 P        ااهه ااهه  
Mmh mmh. 
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59 M       ووااحد شهھر الوولل هھھھلئ من وولكن   
But from now onto the first days of January 

60 P         ااهه 
Mmh. 

61 M       االتلفزةة موعد عندكك  
When you have your appointment for the ultrasound test  

62 P         ااهه ااهه  
Mmh mmh 

63 M      يیدوورر كريیم وورربك ااحتمالل  
It is likely that it turns (.) god is generous.  
 

In interacting with the doctor, then, the mediator raises issues that may be 
important for the patient and attracts the doctor’s attention to them. So, 
what is to be translated to the patient is negotiated interactively by the 
doctor and the mediator.  

In the continuation of extract 4, the patient does in fact get involved 
and it is interesting to see that (similarly to what occurs in extract 3) there 
is a change of state on the part of the patient and she does not simply 
accept the mediator’s reassurance. In turn 64, she asks what happens if the 
baby does not turn and after the mediator’s further reassurance (turn 65) 
she insists on further information, also doubting the mediator’s cultural 
reference to God’s generosity: “And if it doesn’t turn like (.) God doesn’t 
want-” (turn 66). This prompts the mediator to get back to the doctor and 
ask about the consequences of a possible podalic extraction: “in case it 
doesn’t turn? Caeserian?” (turn 67) which the doctor confirms in turn 68. 
The mediator’s comment in turn 69, to avoid the possibility of a caesarian 
delivery, leads to the patient’s laughter (turn 70) and to the doctor’s 
reassurance expressed to the patient directly (turn 72).  
 
 
Extract 4b  

 
   64 P        ددااررشي ما ووااذذاا  ؟

If it doesn’t turn? 
   65 M  عليیهھ؟(..)  فهھمتي دداارر ما ااذذاا هھھھلئ فيیهھا نفكر بدنا ما هللا قدرر ال دداارر ما ااذذاا

يیدوورر هللا شاء اانن اانو نفسيیا  اانتي خليیكي          
   If it doesn’t turn (.) for God’s sake (.) don’t’ think of that  

right? (.) Keep psychologically calm and for God’s sake it will 
turn. 

   66 P     هللا قدرر ال(.)كيیف ددااررشي ما ووااذذاا - 



                                                  Baraldi-Gavioli 
_______________________________________________________  

 
65 

And if it doesn’t turn like (.) God doesn’t want- 
   67 M    In caso se non si gira? (..) Cesareo? 

In the case it doesn’t turn? (..) Caeserian? 
   68 D                Eh se non si gira sì. 

Eh if it doesn’t turn yes. 
   69 M       فيیهھا بتفكريي ما هللا قدرر ال  

Don’t think of that for God’s sake 
   70 P               ((laughs)) 
   71 M         [ الء اانو ااحسبي  
– 

                                                                [Think it doesn- 
   72 D            [Ma dai che si 
   gira! 

      [Come on he will 
turn! 

 
While the form of patient reply to the mediator translation here is not so 
different as compared to that in extract 3, here coordination is carried out 
quite differently. In particular, the doctor is re-included in the interaction 
and both doctor and patient expectations are raised and dealt with in the 
interaction. We have called this type of coordination “dialogic 
coordination” as it orients to the perspectives of both the doctor and the 
patient, and the mediator’s rendition opens up to their involvement in the 
interaction making the two interweaving dyadic sequences merge. 

Summing up, extract 3 and 4 above show a number of similarities with 
some relevant differences. In both cases dyadic sequences are constructed 
involving the mediators and each of the interlocutors separately and in 
both cases, the mediator aligns with the doctor and collects details that are 
afterwards rendered to the patient. In both cases, the patients react to 
what is rendered by the mediator and show resistance, which in both cases 
takes the form of questions. In example 3, the patient’s resistance is not 
rendered to the doctor, the mediator shares the doctor’s position and 
imposes it to the patient. In example 4, while the mediator shares the 
doctor’s position and attempts to reassure the patient, she also renders the 
patient’s “resisting” questions to the doctor. This, as well as 
acknowledging the doctor’s authority and re-involving her in talk, gives 
the doctor the possibility to reassure the patient. Dyadic sequences then 
do not in se create exclusion; their (positive) function in soliciting the 
interlocutors’ view and positions (even contrasting positions) is clear. 
Once solicited and displayed, though, these positions need to be treated in 



CULTUS  
_________________________________________________________ 

66 
 

the interaction and rendition following dyadic sequences may often be 
vital. In extract 3, what excludes the patient from “taking part” is not the 
mediator’s engagement in talk with the doctor (whose position is made 
clear to the patient), rather the failure to render the patient’s position to 
the doctor, which makes the doctor’s position “the one” to be accepted 
(and imposed).  

It is clear, from the examples above and as envisaged also by Hale 
(2007: 41-48), that coordinating mediated interpreting may be a complex 
and risky task. It seems however that mediated interpreting, more likely 
than direct interpreting, offers opportunities to participants to express 
their own (even contrasting) positions. The mediator’s coordinating 
activity then consists in making these positions “treatable” in talk, by 
“opening up” the possibility that different views can actually be dealt with. 
The combination between promotion of one speaker participation in 
dyadic sequences and inclusion of the other speaker through translation 
makes dialogic coordination probable.  
 
 
4.3 “Zero” or minimum rendition 

 
As we have seen above, translation is not “automatic” but is negotiated in 
the interaction, and the necessity to deal with and clarify different 
participant expectations may well postpone the rendition. Translation 
negotiation may also regard the actual necessity of providing a translation, 
and participants may make clear, in talk, that no translation is necessary to 
achieve understanding at particular points. Still, both translational and 
coordinating activities take place in the interaction making reference to 
potentially translatable turns and to a series of consequent participant 
contributions. Coordinating activities regard turn-taking and participant 
expectations, making cultural or intercultural presuppositions relevant. 

Let us look at extract 5. In turn 31, the patient answers the doctor’s 
question (translated by the mediator in turn 30) in Italian. The doctor 
confirms understanding by repeating the patient’s answer in Italian and 
asks a question in English. There is a negotiation: first, of the possibility of 
the doctor and the patient to speak without the mediator’s help; second, 
of which language to speak. It can be noted that the doctor solicits and 
collects details from the patient, trying English (turn 32), English and 
Italian (turn 35) and simplified Italian (turn 37). The mediator does not 
translate and only intervenes at turn 42 to solve what she understands to 



                                                  Baraldi-Gavioli 
_______________________________________________________  

 
67 

be an issue of clarification in turns 37-41 (what is meant with “normal”).  
 
 
Extract 5  
 
29   D Quand’è stata l’ultima mestruazione? 
 When was your last menstruation? 
30   M Your last menstrua[tion 
31   P                                 [eh, ah, ventinove 
      [erm, ah, twenty-ninth 
32   D Ventinove (3.0) And was regular? 
 twenty-ninth 
33   P  What? 
35   D Was regular, I mean how many days? Quanti giorni è  
            durata? 
 How many days did it last? 
36   P Ehm 
37   D Come? normale? 
 How? normal? 
38   P Si, normale 
 Yes, normal 
39   D Ok 
       (.) 
40   D Normale vuol dire cinque giorni, quattro giorni? 
 Normal means five days, four days? 
41   P N[o 
42   M    [how many days? 
43   P Sette  
 Seven 
44   D Sette giorni 
 Seven days 
 
 
Anderson (2012) notes that code-switching is used in interpreter-mediated 
doctor-patient interaction particularly in the phase of consultation, when 
the doctor collects information from the patient, and in providing 
reassurance. She suggests that speaking each other’s language may create 
closer contact between doctor and patient and she notes that mediators 
may play an important coordinating role in favouring this contact. We 
suggest that this coordinating role is based on two main mediator activities 
both visible in extract 5: a. the mediator remains aside and silently allows 
the speakers to speak to each other (turns 32-41), b. the mediator provides 
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local help in case where understanding becomes difficult (turn 42). It is 
interesting to note that local help can be provided in clarifying the 
presuppositions involved in what is meant by “normal”, as in the example 
above, but also to clarify expectations and attitudes about particular 
procedures. In extract 6 below for instance, the mediator “translates” the 
patient’s outburst, making it clear that the patient is frightened and she 
probably needs more support and reassurance. She gets it first from the 
nurse in turn 7 (“la capisco”). In turn 9, the patient switches into Italian 
and calls for understanding (“fa male no?”), which is followed by a joking 
sequence where the mediator and the nurse make fun of their different 
perceptions of punctures for blood samples’ collection. 
 
Extract 6  
 

((The nurse (N) is taking a blood sample from the patient)) 
5   P  Aaah:: oooh:: 
6   M Ha tanta, molta paura lei – 

                   She is very very frightened she - 
7   N La capisco. 

                   I understand her. 
8   M Don’t move your arm. Don’t (.) if you move (??). 
9   P  Fa male, no? 

                   It’s painful, isn’t it? 
10   N No! 

                   No! 
11   M No, altroché se fa male! 

                    No, it is painful it is! 
12   N ((jokingly, to the mediator)) Ma smettila  
               Stop it – 

 
As compared to the first two types of mediator’s contribution that we 
have considered here (direct and mediated translation) these extracts show 
even more evidently that the mediator is not the only one responsible for 
translation coordination; the other participants as well contribute to 
making the mediator’s translation relevant or “non-relevant” and in the 
decision to switch languages or even self- translate.  

The mediator, though, can support these actions by remaining aside 
and by simply providing that local support that is necessary to allow the 
participants to continue. Rather than abdicating their role of coordinators 
of turns and expectations/presuppositions, mediators here are promoting 
direct contact between patients and doctors, and are providing 
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opportunities for them to express themselves directly.   
By postponing her intervention to a point where it is relevant in the 

interaction, the mediator supports direct communication between the 
participants and their engagement in language switching or in translation. 
In the extracts above, the doctors’ “translational” contributions (foreign 
talk, language switching) are important in the interaction as they give way 
to two important opportunities: (a) that the patients communicate, at least 
in part, directly with the healthcare provider, (b) that the doctor and the 
mediator cooperate in the translation process and in the achievement of 
understanding. The mediator can then recognize and support the doctor’s 
contribution in this respect (there are cases where we have overt 
appreciation by mediators of the doctors speaking the patients’ language). 
In these cases, the doctor’s and patient’s direct participation in translation 
and the mediator’s “keeping aside” and minimal local help are likely to 
promote dialogic coordination as they put the interlocutors in a condition 
to be able to interact with each other directly. 

 
 

5. Conclusion   
 
In our analysis we have looked at mediators’ contributions as translating 
activities (making reference to potentially translatable turns) and as 
coordinating activities (soliciting specific actions). The examples above 
show that there are a number of types of mediator contributions, and also 
that “direct interpreting” (Hale 2007) is only one of them. Indeed, it seems 
that when different participant expectations are involved, different types 
of translation organization come into play and we have “mediated 
interpreting” (Hale 2007) or zero/minimum renditions (Wadensjö 1998). 
While engaging mediators in translating/coordinating activities that are 
more complex than direct interpreting, these types of talk organization 
allow participants to make their expectations explicit in the interaction. 
When different expectations emerge through talk, they need to be “talked 
about”, “treated” in the interaction. The explicitation of diversity may thus 
provide a first step to mediation.  

The treatment of different expectations, then, may be oriented to 
alignment to the presuppositions of one (majority or minority) culture or 
to the promotion of diverse perspectives. What we have called “dialogic 
coordination” is a series of mediator actions (including direct interpreting 
but not limited to that) which: a. allow different presuppositions to emerge 
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in talk and b. favour their treatment by participants, allowing different 
expectations to emerge and be discussed (e.g., regarding treatment of 
illnesses, medical procedures and patient compliance). By making 
participants’ contributions a treatable topic, dialogic coordination opens, 
rather than closes, the opportunity for participants to talk.  

Paradoxically, though probably not surprisingly, our data show that 
while dialogic coordination “opens up” the voice and participation of the 
interlocutors, it tends to de-emphasize cultural differences. So while cues 
of different cultural perspectives may be present in talk, forms of dialogic 
coordination like those we have described above tend to treat participants’ 
as “individuals” rather than as “members of cultures”. For instance, in 
extract 5 above, it is not easy to say whether the doctor asks clarification 
about the meaning of “normal” because the “normality” of women’s 
periods has an ethnic component or simply because of individual 
variation.  What we can observe is that participants’ utterances are 
“translated” in the interaction and made relevant to it. In this way parties 
are made interesting subjects in their being active participants, and not as 
members of groups with particular We-identities. Coordination, then, is 
not dialogic for the construction of different cultural meanings, but for the 
importance assigned to the participants’ contributions.  

In this perspective, there seems then to be an overlap between dialogic 
coordination and patient-centred communication in healthcare systems. The 
patient-centred approach (e.g. Dale et al. 2008; Kaba and Sooriakumaran 
2007; Mead and Bower 2000; Zandbelt et al. 2005; see also Merlini in this 
issue) advocates for the medical benefits (in terms of psychological status, 
physiological symptoms and functional outcomes) of patient-centred 
communication, which correlates doctors’ active listening, exhibition of 
care and empathy, on the one hand, and patients’ expressions of their 
personal “lifeworld” (Barry et al. 2001) on the other hand. Some research 
in this area (Meeuwesen et al. 2007; Moss and Roberts 2005; Schouten et 
al. 2007) has argued that patient-centred communication coincides with 
successful intercultural communication and the categories which indicate 
positive relationships and effects are very similar in the two cases. Our 
research shows that interpreters’ dialogic coordination  can favour patient-
centred communication (see also Baraldi and Gavioli 2007; Merlini, this 
issue).  

To sum up, dialogic coordination is not necessarily, and very often is 
not at all, related to the emergence of cultural differences in the 
interaction. Coordination is dialogic if and when it promotes (a) 
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opportunities to express perspectives and expectations, and (b) sensitivity 
for these perspectives and expectations; that is if and when it promotes a 
form of communication which empowers participants’ personal 
expressions (Baraldi 2009, 2012). Translation is what creates space for 
such opportunities and what makes them clear and understandable to the 
participants in the interaction. In this respect, a point of contact may be 
suggested between effective translation and effective dialogic 
coordination.  
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