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Abstract: Current interpreter training programs pay increasingly more attention to 

the intricacies of the clinical context, such as doctors and patients’ communicative 

goals. However, to date, the conduit model remains influential when it comes to 

interpreters dealing with other participants’ emotions and their own emotions in 

interpreter-mediated consultations (IMCs). Consequently, establishing a good doctor-

patient relationship by means of empathic communication (EC) might be jeopardized 

in IMCs. During EC, patients express their emotional or illness experiences to which 

doctors convey their empathic understanding. This study aimed to assess how doctors, 

patients, and interpreters verbally co-construct EC and the interpreter’s effect on this 

process. We analyzed 7 authentic IMCs using the Empathic Communication Coding 

System, as previously adapted for IMCs. We identified empathic opportunities (EOs) 

and empathic responses (ERs) as expressed by patients/doctors, and as rendered by 

interpreters. Our results showed that EC is the result of an interactive and 

collaborative process among all participants in IMCs. That is, the interplay between 

participants’ communicative actions determines how patients’ expressed lived 

experiences are addressed in IMCs. Our findings suggest that interpreters hold a 

central position in this process as they initiated EC about the patient’s illness 

experience and exerted control over the ways in which statements were rendered (e.g., 

interpreters omitted and altered original statements). In addition, our results indicated 

that EC in IMCs might be compromised by doctors and interpreters’ communicative 

actions. 
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1. Introduction 

 

During medial consultations, interpreters carry the responsibility for facilitating 

communication and mutual understanding between doctors and patients 

(Beltran Avery, 2001; Hsieh, 2016). For a long time, interpreter training 

programs promoted the conduit model as a means to achieving these goals 

(Dysart-Gale, 2005; Hsieh, 2008). The conduit model defines interpreting as an 

accurate and neutral transfer of linguistic information (Hsieh, 2016). In this 

view, interpreters function as invisible, non-thinking, and passive participants 

(Hsieh, 2016). Although more recent training programs have promoted a more 

flexible role for the interpreter (Crezee & Marianacci, 2022; Krystallidou, Van 

De Walle, et al., 2018), the conceptualization of interpreters as verbal conduits 

remains prevalent in interpreter training interventions and interpreters’ codes of 

ethics worldwide (Bancroft, 2005; Hsieh, 2016).  

By focusing on linguistic transfer alone, interpreter training programs do 

not recognize the complexity and reality of interpreting in a medical context 

(Mahdavi, 2020). After all, the medical consultation is a communicative event 

where doctors and patients have their own specific goals (Silverman et al., 2013; 

Stewart et al., 2013). These communicative goals (i.e., objectives that doctors 

and patients want to achieve by means of communication) help shape the 

meaning of doctors and patients’ communicative actions. As such, the layer of 

information on doctors and patients’ communicative goals should be relayed by 

the interpreter, besides the accurate transfer of the propositional content, to 

allow doctors and patients to achieve mutual understanding (Hsieh, 2016).  

Doctors and patients share the communicative goal of establishing a good 

doctor-patient relationship (Hojat, 2016). They can work towards this goal by 

means of empathic communication (henceforth EC) (Silverman et al., 2013; 

Stewart et al., 2013). EC has been defined as the collaborative and interactive 

process where patients express their emotional and/or illness experience to 

which the doctor responds with empathic understanding (Bylund & Makoul, 

2002; Main et al., 2017; Mercer & Reynolds, 2002). Doctors and patients 

mutually co-construct EC using a variety of semiotic verbal (i.e., speech) and 

nonverbal resources (e.g., intonation, gaze, body orientation) (Haase & Tepper, 

1972; Halim et al., 2020; Lan, 2019). 

Recent literature reviews showed that there is a dearth of research on 

emotion-related research, including EC, in interpreter-mediated consultations 

(henceforth IMCs) (Theys et al., 2020; Valero-Garcés & Peñalver, 2021). Most 

studies focused on the amount or intensity of EC in IMCs and did not investigate 

the interactional processes during which doctors and patients co-construct EC 

with the help of the interpreter (Theys et al., 2020; Valero-Garcés & Peñalver, 

2021). To date, to the best of our knowledge, only six studies adopted such an 

interactional approach (Gutierrez et al., 2019; Hofer, 2020; Krystallidou et al., 

2020; Krystallidou, Remael, et al., 2018; Lan, 2019; Thompson et al., 2021). 

They showed that interpreters struggle to render doctors and patients’ messages 

accurately during EC (Gutierrez et al., 2019; Hofer, 2020; Krystallidou et al., 

2020; Krystallidou, Remael, et al., 2018; Lan, 2019), while doctors might fail 

to recognize patients’ experiences during the empathic interaction in IMCs 

(Hofer, 2020; Krystallidou et al., 2020; Krystallidou, Remael, et al., 2018). 

Despite the valuable findings of these studies, their research designs might have 

provided a limited view on EC in IMCs, i.e., they studied simulated events 

(Krystallidou, Remael, et al., 2018; Lan, 2019), did not analyze the interpreter’s 

impact on the co-construction of EC (Thompson et al., 2021), or excluded 

patients’ initial expressions (Gutierrez et al., 2019) of positive emotional or 

illness experiences from their analysis (Hofer, 2020). Only Krystallidou et al. 

(2020) analyzed authentic IMCs while paying attention to patients’ expressions 
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of positive and negative emotions/experiences and the interpreter’s actions 

during EC.  

The study presented here aimed to continue the line of investigation 

presented in Krystallidou et al. (2020) which entails the study of the 

interactional processes that lead up to the co-construction of EC and the 

interpreter’s effect on this process. To this end, we used a new dataset of real-

life consultations that is indicative of interpreters and doctors’ current practice 

(our corpus was collected 10 years after Krystallidou et al. (2020)). In doing so, 

we were able to highlight and confirm which observed patterns in participants’ 

past behavior remains relevant in today’s medical context. We set out to answer 

the following research questions:  

 

1. How do patients, doctors, and professional interpreters verbally co-construct 

EC in IMCs? 

2. What is the professional interpreter’s effect on the verbal co-construction of 

EC in IMCs? 

 

The scope of this study was limited to the analysis of verbal EC. A 

multimodal interaction analysis of both verbal and nonverbal aspects of EC in 

IMCs is presented elsewhere (Theys, 2021). 

 

 

2. Methods 

 

1.1 Data 

We initially video-recorded 13 real-life IMCs between June 2018 and October 

2019 in an urban hospital in Flanders, Belgium. The data are part of the 

EmpathicCare4All-corpus (Krystallidou, Salaets, et al., 2018). We used 

purposeful sampling (Palinkas et al., 2015): participants and sample size were 

determined by the number of consultations for which interpreter services were 

required and booked and the patients’ native languages for which interpretation 

was mostly required at the hospital at the time of data collection (i.e., Russian, 

Turkish, Standard Arabic, and Polish). Our sample size was subject to the time 

constraints of the research project and participants’ availability and willingness 

to participate in the study. All participants (i.e., doctors, patients, and 

interpreters) received informed consent in their native languages. Patients’ 

consent forms were translated into their native language by professional 

translators. All participants were blinded to the research questions. Participants’ 

written informed consent was obtained prior to their inclusion in the study. One 

high-definition SONY video camera was placed behind the patient and the 

interpreter, who usually were seated next to each other, and another one behind 

the doctor. None of the researchers was present in the consultation room. The 

study was approved by the hospital ethics committee (Belgian registration 

number: B322201835332).  

LT and DK screened the 13 video recordings for image and sound quality 

and for content regarding patients’ emotional and/or illness experiences. This 

initial screening led to the exclusion of 6 video recordings whose quality was 

suboptimal due to technical issues (n=4) (e.g., cameras were moved by the 

doctor which compromised the quality of the recording) or a lack of discussion 

about the patient’s emotional and/or illness experience (n=2). The 7 remaining 

video recordings were transcribed and translated into Dutch by professional 

translators who had not participated in the study (native speakers of Russian, 

Turkish, Polish, or Standard Arabic). One transcript was produced for each 

consultation. All the translators were trained in transcribing and were instructed 

by LT and DK to flag culture-specific issues (e.g., proverb in the patient’s native 
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language signaling emotionality). Lecturers in (applied) linguistics at KU 

Leuven, Antwerp Campus reviewed the quality of translation and suggested 

edits which were incorporated into the final transcripts.  

The 7 video recordings showed consultations that were held at various 

outpatient departments: gynecology, endocrinology, cardiology, rheumatology, 

and ear, nose and throat. All participants had previous experience with IMCs 

(except for one Polish patient). The interpreters were trained and certified by an 

independent translation and interpreting agency that is funded by the Flemish 

government. The hospital had hired the interpreters on a freelance basis. The 

interpreters in this study abided by the Flemish code of conduct which promotes 

the interpreter’s conduit role (Agentschap Integratie & Inburgering, 2017). The 

patient’s language proficiency in Dutch ranged from very limited to average. 

None of the doctors were able to communicate in the patient’s native language.  

 

2.2 Coding 

There are various tools that allow for the analysis of EC in medical 

consultations, such as CARE (Mercer et al., 2004), Interpersonal Reactivity 

Index (IRI) (Davis, 1983), the Empathy Scale (Hogan, 1969), the Jefferson 

Scale of Physician Empathy (JSPE) (Hojat et al., 2001), and others. However, 

these tools do not allow for the study of interactional processes leading to the 

co-construction of empathy among patients and doctors in IMCs. At the time of 

this study, the only tool that allowed for this type of analysis capturing moment 

by moment the co-construction of EC and that had been adapted for IMCs 

(Krystallidou, Remael, et al., 2018) was the Empathic Communication Coding 

System (Bylund & Makoul, 2002, 2005). Since we wanted to investigate the 

interactional aspect of EC, we used the Empathic Communication Coding 

System (Bylund & Makoul, 2002, 2005) as previously adapted for IMCs 

(Krystallidou, Remael, et al., 2018).  

Within the framework of the Empathic Communication Coding System, 

EC is defined as a transactional (Bylund & Makoul, 2005) and sequential 

process where the patient utters an empathic opportunity that is rendered by the 

interpreter and empathically responded to by the doctor (Krystallidou et al., 

2020). The Empathic Communication Coding System measures EC by 

identifying patient-expressed empathic opportunities (henceforth EOs) and 

doctors’ empathic responses (henceforth ERs) to them.  

The tool distinguishes among three different types of EOs (emotion, 

challenge, and progress) that must be verbally expressed in a clear and explicit 

manner. Emotion is defined as “an affective state of consciousness in which joy, 

sorrow, fear, hate, or the like, is experienced” (Bylund & Makoul, 2002, p. 209). 

Challenge is a “negative effect a physical or psychosocial problem is having on 

the patient’s quality of life, or a recent, devastating, life-changing event” 

(Bylund & Makoul, 2002, p. 209). Progress is a “positive development in 

physical condition that has improved quality of life, a positive development in 

the psychosocial aspect of the patient’s life, or a recent, very positive, life-

changing event” (Bylund & Makoul, 2002, p. 209). The tool also distinguishes 

among different levels of doctors’ ERs, ranging from Level 0 (doctor’s denial 

of the patient’s perspective) to Level 6 (doctor and patient share a feeling or 

experience) (Bylund & Makoul, 2002, 2005). Appendix A provides an overview 

of the Empathic Communication Coding System designed by Bylund & Makoul 

(2002, 2005). 

For the purpose of IMCs, Krystallidou, Remael, et al. (2018) defined a unit 

of analysis as an instance of EC consisting of an EO, ER, and (if applicable) 

their renditions by the interpreter (see Figure 1, column entitled ‘typical turn-

taking during EC in IMCs’). They coded units of analysis as follows (see Figure 

1, columns entitled ‘coding procedure’). First, the interpreter’s rendition of the 
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patient’s EO in Dutch was coded (1), then the doctor’s ER in Dutch (2), 

followed by the coding of the patient’s original EO in his/her native language 

(3) and concluding with the interpreter’s rendition of the doctor’s ER in the 

patient’s native language (4). This allowed us to code the meaning of the EO in 

the way it reached the doctor and not as was intended by the patient.  

 

  
Figure 1: Typical turn-taking during EC in IMCs and the coding procedure 

 

We were able to study the interpreter’s effect on the co-construction of EC 

by comparing the EOs and ERs as expressed by the patient/doctor and as 

rendered by the interpreter. Patient-expressed EOs and their renditions (Figure 

1, Step 5) could be marked by shifts in intensity (e.g., “I am worried” vs. “I am 

very worried”) or meaning (e.g., “I am worried” vs. “I am fine”). The shifts 

were previously categorized as follows (Krystallidou, Remael, et al., 2018): 

omitted, twisted, transformed, reduced, increased, matched. Appendix B 

provides the definitions and an example for each of these categories. Doctors’ 

ERs and their renditions (Figure 1, Step 6) could be marked by a change in the 

level of empathy (Level 0-6). Previous studies using the adapted version of the 

Empathic Communication Coding System did not report on a categorization of 

changes in the level of empathy in ERs (Krystallidou et al., 2020; Krystallidou, 

Remael, et al., 2018). Therefore, we categorized the identified changes in the 

level of empathy in ERs as follows: matched (level of empathy as defined in the 

Empathic Communication Coding System did not change), omitted (ER was 

not passed on), reduced (level of empathy as defined in the Empathic 

Communication Coding System was reduced), increased (level of empathy as 

defined in the Empathic Communication Coding System was increased). We 

annotated the reasons for shifts in EOs/changes in ERs (e.g., omission, addition, 

paraphrasing, interruption, erroneous translation).  

LT and at least one other coder (CW, HS, DK) annotated the data using the 

Empathic Communication Coding System. DK had previous experience with 
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the Empathic Communication Coding System in IMCs and trained the other 

three coders (LT, CW, HS). The coders used the translated transcript and the 

translators and proofreaders’ comments for coding. Video recordings were used 

in case of doubt. The coders discussed their individual coding until consensus 

was reached. PP checked the final coding for clinical relevance.  

 

 

3. Results 

 

We identified 65 units of analysis: 50 where the patient initially expressed an 

EO (henceforth patient-expressed EOs) and 15 where the interpreter introduced 

an EO without the patient having expressed one previously (henceforth 

interpreter-introduced EOs).  

 

3.1 EC with patient-expressed EOs 

Table 1 displays how EC in IMCs unfolded when patients expressed EOs to 

which doctors responded by means of ERs while interpreters mediated this 

interaction. Each row in the table shows our coding for each step in this 

interactional process: i.e., Row 1: patient expressed EO, Row 2: interpreter 

rendered patient-expressed EO, Row 3: doctor responded to patient-expressed 

EO, Row 4: interpreter rendered doctor’s ER. The table should be read from left 

to right so one can see how each speaker (patient/interpreter/doctor) expressed, 

rendered or responded to different types of EOs. We indicate the speaker 

(Column 1), the coding categories as defined in the Empathic Communication 

Coding System for IMCs (Column 2), the total number of results across all units 

of analysis (Column 3), and the results for each unit of analysis that was initiated 

by an emotion, challenge, or progress EO (Columns 4-6). For each category of 

shifts in EOs, we indicate the interpreter’s action that caused a shift in 

intensity/meaning in an EO (rows marked by ‘due to’). For each change in the 

level of an ER, we indicate the original level of the doctor’s ER that was 

changed by the interpreter (rows marked by ‘level of doctor’s ER’) and the 

interpreter’s action that caused a change in the level of empathy in an ER (rows 

marked by ‘due to’). Appendix C provides additional examples of our coding 

in our dataset and can be consulted alongside the presentation of the results 

below. 

 

Table 1: EC with patient-expressed EOs 

 
Speaker Coding Categories TOTAL Emotion Challenge Progress 

Patient 

expressed 

EO 

 n=50 n=3 n=34 n=13 

Interpreter 

rendered 

patient-

expressed 

EO 

Matched n=7 n=0 n=4 n=3 

Omitted n=6 n=0 n=6 n=0 

Due to 
Omission: 

n=6 

Not 

applicable 

Omission: 

n=6 

Not 

applicable 

Shifts in 

intensity 

Increased n=8 n=0 n=3 n=5 

Due to 

Paraphrasi

ng: n=7 

Omission: 

n=1 

Not 

applicable 

Paraphrasi

ng: n=2 

Omission: 

n=1 

Paraphrasi

ng: n=5 

Reduced n=23 n=1 n=19 n=3 

Due to 

Paraphrasi

ng: n=9  

Omission & 

paraphrasi

ng: n= 7 

Omission: 

Omission: 

n=1 

Omission 

& 

paraphrasi

ng: n=7 

Paraphrasi

ng: n=6 

Paraphrasi

ng: n=3 
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n=5 

Addition: 

n=2 

 

Omission: 

n=4 

Addition: 

n=2 

Shifts in 

meaning 

Twisted n=4 n=2 n=1 n=1 

Due to 

Paraphrasi

ng: n=3 

Erroneous 

translation 

of key 

term: n=1 

Paraphrasi

ng: n=2 

Erroneous 

translation 

of key 

term: n=1 

Paraphrasi

ng: n=1 

Transform

ed 

n=2 

 

n=0 n=1 n=1 

Due to 

Paraphrasi

ng: n=1 

Addition: 

n=1 

Not 

applicable 

Paraphrasi

ng: n=1 

Addition: 

n=1 

Doctor 

responded 

to patient-

expressed 

EO 

Total n=44 n=3 n=28 n=13 

Level 0 n=7 n=1 n=4 n=2 

Level 1 n=13 n=1 n=8 n=4 

Level 2 n=11 n=0 n=5 n=6 

Level 3 n=0 n=0 n=0 n=0 

Level 4 n=13 n=1 n=11 n=1 

Level 5 n=0 n=0 n=0 n=0 

Level 6 n=0 n=0 n=0 n=0 

Interpreter 

rendered 

doctor’s 

ER  

Matched n=28 n=1 n=20 n=7 

Level of doctor’s ER Level 0: 

n=6 

Level 2: 

n=11 

Level 4: 

n=11 

Level 0: 

n=1 

 

Level 0: 

n=4 

Level 2: 

n=5 

Level 4: 

n=11 

Level 0: 

n=1 

Level 2: 

n=6 

Omitted n=9 n=1 n=4 n=4 

Level of doctor’s ER Level 0: 

n=1 

Level 1: 

n=7 

Level 4: 

n=1 

Level 1: 

n=1 

Level 1: 

n=4 

Level 0: 

n=1 

Level 1: 

n=2 

Level 4: 

n=1 

Due to Omission: 

n=4 

Interruptio

n by 

patient: 

n=5 

Omission: 

n=1 

Omission: 

n=2 

Interruptio

n by 

patient: 

n=2 

Omission: 

n=1 

Interruptio

n by 

patient: 

n=3 

Changes 

in the 

level of 

empathy  

Increased n=0 n=0 n=0 n=0 

Level of 

doctor’s 

ER 

Not 

applicable 

Not 

applicable 

Not 

applicable 

Not 

applicable 

Due to Not 

applicable 

Not 

applicable 

Not 

applicable 

Not 

applicable 

Reduced n=7 n=1 n=4 n=2 

Level of 

doctor’s 

ER 

Level 4 → 

Level 2: 

n=1 

Level 1 → 

Level 0: 

n=6 

Level 4 → 

Level 2: 

n=1 

Level 1 → 

Level 0: 

n=4 

Level 1 → 

Level 0: 

n=2 

Due to Omission: 

n=7 

Omission: 

n=1 

Omission: 

n=4 

Omission: 

n=2 

 

3.1.1 Patients’ expressions of EOs 

The patients in our study expressed mostly challenge (n=34) or progress EOs 

(n=13) and only a small number of emotion EOs (n=3).  
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3.1.2 Interpreters’ renditions of patient-expressed EOs 

Matched – In total, the interpreters in our study passed on 7 EOs without shifts 

in meaning or intensity (4/34 challenge, 3/13 progress EOs). Only challenge 

and progress EOs were passed on as a close match. None of the emotion EOs 

were passed on as a match (see Appendix C – Box 1: the patient’s challenge EO 

“I had (…) problems with my bladder” was passed on as a close match by the 

interpreter “(…) I had problems with my bladder”).  

Omitted – In total, the interpreters in our study did not pass on 6 EOs (6/34 

challenge EOs) by omitting information (n=6) (see Appendix C – Box 2: the 

patient’s challenge EO “I have a real bad deterioration” was not translated by 

the interpreter).  

Shift in intensity – In total, the interpreters intensified 8 EOs (3/34 

challenge, 5/13 progress EOs) by paraphrasing (n=7) or omitting information 

(n=1). The interpreters intensified most progress EOs (5/13 EOs) (see Appendix 

C – Box 3: the patient’s progress EO “now I’m good” was increased in intensity 

by the interpreter “I’m a lot better”). 

In total, the interpreters downplayed 23 EOs (1/3 emotion, 19/34 challenge, 

3/13 progress EOs) by paraphrasing (n=9), omitting information (n=5), adding 

information (n=2), or by both paraphrasing and omitting information (n=7). The 

interpreters downplayed most challenge EOs (19/35 EOs) (see Appendix C – 

Box 4: the patient’s challenge EO “I simply don’t enjoy or want to have sex” 

was downplayed by the interpreter “in general I don’t want to have sex”).  

Shift in meaning – In total, the interpreters twisted 4 EOs (2/3 emotion, 

1/34 challenge, 1/13 progress EOs) by erroneously paraphrasing information 

(n=3) or erroneously translating a key term (n=1) (see Appendix C – Box 5: the 

patient’s challenge EO “I can never eat anything” was erroneously paraphrased 

by the interpreter “I can’t swallow very well”).  

In total, the interpreters transformed 2 EOs (1/34 challenge, 1/13 progress 

EOs) by paraphrasing (n=1) or adding information (n=1) (see Appendix C – 

Box 6: the patient’s progress EO “(…) now I get up more to pee rather than 

from the pain” was transformed into a challenge EO by the interpreter by adding 

information “(…) that is actually my only eh complaint”).  

 

3.1.3 Doctors’ responses to patient-expressed EOs 

The doctors in our study responded to all 44 passed on EOs with varying levels 

of recognition for the patient’s expressed experiences (3/3 emotion, 28/28 

challenge, 13/13 progress EOs). Their ERs mostly focused on other aspects of 

the patient’s narrative, giving no or minimal recognition to the expressed EO 

(31/44 ERs – 7 level 0; 13 level 1; 11 level 2). Only in 13 level 4 ERs, the 

doctors explored the patient-expressed EO. The doctors ignored or minimally 

recognized most emotion (2/3 EOs), challenge (18/28 EOs), and progress EOs 

(12/13 EOs). 

 

3.1.4 Interpreters’ renditions of the doctor’s ER to patient-expressed EO 

Matched – In total, the interpreters in our study passed on most of the doctors’ 

ERs without changing the level of empathy (28/44 ERs). The matched ERs had 

previously been expressed by the doctor in response to challenge (20/28 EOs), 

progress (7/13 EOs), and emotion EOs (1/3 EOs). The interpreters matched all 

level 2 ERs (11/11 ERs), most level 0 (6/7 ERs), and most level 4 ERs (11/13 

ERs) (see Appendix C – Box 7: the doctor’s level 4 ER “With emptying your 

bladder or” is passed on as a level 4 ER by the interpreter “with emptying or”).  

Omitted – In total, the interpreters omitted 9 out of 44 ERs (1/7 level 0; 

7/13 level 1; 1/13 level 4 ERs) by not translating them (n=4) or due to an 

interruption by the patient (n=5). The omitted ERs had previously been 

expressed by the doctor in response to emotion (1/3 EOs), challenge (4/28 EOs), 
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and progress EOs (4/13 EOs) (see Appendix C – Box 8: the doctor’s level 1 ER 

“yes” was not translated by the interpreter).  

Changes in the level of empathy – In total, the interpreters in our study 

reduced the level of empathy in doctors’ ERs to emotion (1/3 EOs), challenge 

(4/28 EOs), and progress EOs (2/13 EOs) by omitting information (n=7). They 

also reduced doctors’ ERs that were coded as level 4 (1/13 ERs) or level 1 (6/13 

ERs) (see Appendix C – Box 9: the doctor’s level 1 ER “yes yes (…)” was 

reduced to level 0 as the interpreter did not translate these words and only 

translated the rest of the doctor’s statement which no longer addressed the 

expressed EO).  

 

3.1.5 Link between renditions of patient-expressed EOs and renditions of ERs  

Table 2 shows the link between interpreters’ renditions of EOs (horizontally) 

and renditions of ERs (vertically) and should be read from left to right. 

 

Table 2: Link between renditions of patient-expressed EOs and renditions of 

ERs. 

 
   Renditions of doctors’ ERs  

   Matched Omitted Increased 
level of 
empathy 

Reduced 
level of 
empathy 

Total  

Renditions 
of 
patients’ 
EOs 

Matched n=5 n=1 n=0 n=1 n=7 

Shifts in 
intensity 

Increased n=7 n=2 n=0 n=1 n=10 

Reduced n=14 n=4 n=0 n=5 n=23 

Shifts in 
meaning 

Transformed n=1 n=1 n=0 n=0 n=2 

Twisted n=1 n=1 n=0 n=0 n=2 

 Total  n=28 n=9 n=0 n=7 n=44 

 

Most of the patients’ EOs that were matched (5/7 EOs), increased (7/10 

EOs), reduced (14/23 EOs), or twisted (2/3 EOs) by the interpreter, were 

accompanied by ERs that were passed on as a match by the interpreter. Half of 

the patients’ EOs that were transformed by the interpreter (1/2 EOs) were 

accompanied by doctors’ ERs that were omitted or matched by the interpreter.  

 

3.2 EC with interpreter-introduced EOs 

Table 3 displays how EC in IMCs unfolded when interpreters introduced EOs 

that had not been expressed by the patient previously but were still responded 

to by the doctor. Each row in the table shows our coding for each step in this 

interactional process: i.e., Row 1: interpreter introduced EO, Row 2: doctor 

responded to interpreter-introduced EO, Row 3: interpreter rendered doctor’s 

ER. The table should be read similarly to Table 1. 

 

3.2.1 Interpreters’ introductions of EOs 

The interpreters in our study introduced mostly challenge EOs (n=11) and a 

small number of emotion (n=2) and progress EOs (n=2). They did so by 

paraphrasing the patients’ statement (n=6), adding a previously absent EO to 

their rendition (n=6), or by translating an EO that was expressed by the patient’s 

companion instead of the patient (n=3). All of these were coded as interpreter-

introduced EOs as the EO in the interpreter’s rendition had not been explicitly 

expressed by the patient in the previous turn, but was presented to the doctor 

through or by the interpreter (see Appendix C – Box 10: the challenge EO that 

was expressed by the patient’s companion, “in Syria there is war in Syria now 

Turkey has invaded Syria”, was introduced by the interpreter in their rendition).  
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Table 3: EC with interpreter-introduced EOs 

 
Speaker Coding 

Categories 

TOTAL Emotion Challenge Progress 

Interpreter 

introduced 

EO 

Introduced n=15 n=2 n=11 n=2 

Due to 

Paraphrasing: 

n=6 

Addition: n=6 

Translation of 

statement by 

the patient’s 

companion: 

n=3 

Addition

: n=2 

Paraphrasin

g: n=6 

Translation 

of statement 

by the 

patient’s 

companion: 

n=3 

Addition: 

n=2 

Addition: 

n=2 

Doctor 

responded 

to 

interpreter-

introduced 

EO 

Total n=15 n=2 n=11 n=2 

Level 0 n=1 n=0 n=1 n=0 

Level 1 n=6 n=1 n=3 n=2 

Level 2 n=3 n=1 n=2 n=0 

Level 3 n=2 n=0 n=2 n=0 

Level 4 n=3 n=0 n=3 n=0 

Level 5 n=0 n=0 n=0 n=0 

Level 6 n=0 n=0 n=0 n=0 

Interpreter 

rendered 

doctor’s ER  

Matched n=5 n=1 n=4 n=0 

Level of doctor’s 

ER 

Level 2: n=2 

Level 4: n=3 

Level 2: 

n=1 

Level 2: n=1  

Level 4: n=3 

Not 

applicabl

e 

Omitted n=6 n=1 n=4 n=1 

Level of doctor’s 

ER 

Level 0: n=1 

Level 1: n=4 

Level 3: n=1 

Level 1: 

n=1 

Level 0: n=1 

Level 1: n=2 

Level 3: n=1 

Level 1: 

n=1 

Due to Omission: n=4 

Interruption 

by the patient: 

n=2 

Interrupt

ion by 

patient: 

n=1 

Omission: 

n=3 

Interruption 

by the 

patient: n=1 

Omission

: n=1 

Change

s in the 

level of 

empath

y 

Increase

d 

n=1 n=0 n=1 n=0 

Level of 

doctor’s 

ER 

Level 2 → 

Level 4: n=1 

Not 

applicab

le 

Level 2 → 

Level 4: n=1 

Not 

applicabl

e 

Due to Addition: n=1 Not 

applicab

le 

Addition: 

n=1 

Not 

applicabl

e 

Reduced n=3 n=0 n=2 n=1 

Level of 

doctor’s 

ER 

Level 1 → 

Level 0: n=2 

Level 3 → 

Level 0: n=1 

Not 

applicab

le 

Level 1→ 

level 0: n=1 

Level 3→ 

Level 0: n=1 

Level 1 

→ Level 

0: n=1 

Due to Omission: n=3 Not 

applicab

le 

Omission: 

n=2 

Omission

: n=1 

 

3.2.2 Doctors’ responses to interpreter-introduced EOs 

Similar to instances of patient-expressed EOs (3.1.3), the doctors in our study 

responded to all 15 interpreter-introduced EOs (2/2 emotion, 11/11 challenge, 

2/2 progress EOs). Their ERs mostly focused on other aspects of the narrative, 

giving no or minimal recognition to the interpreter-introduced EO (10/15 ERs 

– 1 level 0; 6 level 1; 3 level 2). Only a few of the doctors’ ERs explicitly 

addressed the interpreter-introduced EO (5/15 ERs – 2 level 3; 3 level 4).  
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3.2.3 Interpreters’ renditions of the doctor’s ER to interpreter-introduced EO 

Matched – In total, the interpreters passed on half of the doctors’ ERs to emotion 

(1/2 EOs) and some ERs to challenge EOs without changes in the level of 

empathy (4/11 EOs). They matched most level 2 (2/3 ERs) and all level 4 ERs 

(3/3 ERs) (see Appendix C – Box 11: the doctor’s level 2 ER “that’s a problem 

(.) hmhm” to the introduced emotion EO had the same level of empathy as 

defined by the Empathic Communication Coding System in the interpreter’s 

rendition, “Yes that’s a problem of course”).  

Omitted – In total, the interpreters in our study omitted 6 out of 15 ERs 

(1/1 level 0; 4/6 level 1; 1/2 level 3 ERs) by not translating them (n=4) or due 

to an interruption by the patient (n=2). These omitted ERs had previously been 

expressed by the doctor in response to emotion (1/2 EOs), challenge (4/11 EOs), 

and progress EOs (1/2 EOs) (see Appendix C – Box 12: the doctor’s level 1 ER 

“yes okay” to the introduced challenge EO was omitted as the patient 

immediately took the next turn before the interpreter started translating).  

Changes in the level of empathy – In total, the interpreters increased the 

level of empathy of one doctor’s ER. This ER had previously been expressed 

by the doctor in response to an interpreter-introduced challenge EO (1/11 EOs) 

and was increased from level 2 to level 4 by adding information (n=1) (see 

Appendix C – Box 13: the doctor’s level 2 ER addressed peripheral aspects of 

the introduced EO (i.e., the patient’s symptoms), while the interpreter’s 

rendition of that ER addressed the core of the patient’s EO and was coded as 

level 4 (i.e., not finding work due to his medical condition)).  

In total, the interpreters reduced the level of empathy in ERs to challenge 

(2/11 EOs) and progress EOs (1/2 EOs) by omitting information (n=3). The 

interpreters reduced ERs that were coded as level 1 (2/6 ERs) and level 3 (1/2 

ERs) (see Appendix C – Box 14: the doctor’s level 1 ER “hmhm okay good” to 

the introduced challenge EO was reduced to level 0 as the interpreter did not 

translate these words).  

 

 

4. Discussion and conclusion  

 

4.1 Discussion 

We set out to investigate how participants in IMCs verbally co-constructed EC 

and the influence interpreters had on this process. In line with other studies 

(Gutierrez et al., 2019; Hofer, 2020; Krystallidou et al., 2020; Lan, 2019; Theys 

et al., 2020), our results showed that doctors, patients, and interpreters can 

collaboratively co-construct EC so that patients’ manifestations of their 

experiences receive an empathic response from the doctor with the help of an 

interpreter (see Table 1, 44/50 passed on patient-expressed EOs were responded 

to by the doctor). Interpreters acted as active co-participants during this process 

as they mediated the empathic doctor-patient interaction, in line with other 

studies’ findings (Angelelli, 2004; Hsieh, 2016; Mahdavi, 2020). More 

importantly, our results provided the first evidence that interpreters actively 

participated in the empathic interaction by introducing EOs that were not 

expressed by the patient but still prompted an ER from the doctor (see Table 3, 

all interpreter-introduced EOs were responded to by the doctor). This was not 

the case in previous studies on EC in IMCs that used the adapted version of the 

Empathic Communication Coding System (Krystallidou et al., 2020; 

Krystallidou, Remael, et al., 2018). We identified two types of situations where 

interpreters introduced an EO, leading to the co-construction of EC where these 

EOs were empathically responded to by the doctor.  

 



 

Translation & Interpreting Vol. 15 No. 1 (2023)                                                       

 

56 

4.1.1 Interpreters can initiate EC in IMCs 

First, interpreters rendered EOs that were originally expressed by the patient’s 

companion instead of the patient (e.g., see Appendix C – Box 10). Interpreters 

might have done so to respect their professional code of conduct which expects 

them to translate everything that was said in the interaction (Bancroft, 2005; 

Hsieh, 2016). However, as interpreters were rendering these EOs, they did not 

make clear to the doctor that they were interpreting on the companion’s behalf. 

As such, doctors might have misunderstood the introduced EO as an expression 

from the patient. This in turn could lead to confusion and miscommunication 

between doctors and patients on the level of EC. 

Second, interpreters introduced EOs on their own account (e.g., see 

Appendix C – Box 10-14). This might be an interpreting strategy where 

interpreters rendered an implicit or nonverbal EO in the patient’s behavior as an 

explicit, verbal EO. Previous research has shown that interpreters might make 

implicit statements more explicit to avoid doctors mistaking an implicit 

formulation as an interpreting error (Wadensjö, 2019). Other studies reported 

that doctors can misinterpret interpreters’ renditions of nonverbal cues as an 

expression of the interpreter’s own personal emotions (e.g., aggressive gestures) 

(Hsieh & Nicodemus, 2015). In addition, interpreters may have used this 

strategy to signal cues that doctors might have failed to notice, in line with 

doctors’ expectations (Hsieh, 2016). A common thread in these explanations is 

that doctors have a limited familiarity with the interpreters’ practice on the level 

of EC. After all, interpreters strive for accuracy and objectivity in their 

rendition, which means that implicit and nonverbal aspects of their performance 

reflect the primary participant’s original behavior. In addition, interpreters 

uphold the standard of neutrality which entails that they may not advocate for 

one participant or another during their performance (Agentschap Integratie & 

Inburgering, 2017; Bancroft, 2005; Hsieh, 2016). In sum, these findings suggest 

that interpreters adapted their interpreting strategies to the doctor’s lack of 

familiarity with their practices to avoid causing misunderstandings about the 

interpreter’s level of professionalism during EC in IMCs. Future research 

should explore this hypothesis by analyzing the interpreters’ accounts of the 

observed events (Theys et al., 2022). 

In both types of interpreter-introduced EOs, doctors responded to all the 

introduced EOs, which the interpreters then relayed back to the patient (see 

Table 3). Our results point to an interesting difference in the interpreters’ 

behavior when they relayed ERs to patient-expressed versus interpreter-

introduced EOs: i.e., interpreters omitted/reduced most of the doctors’ ERs to 

interpreter-introduced EOs (9/15 ERs, Table 3) but rendered most ERs to 

patient-expressed EOs as a close match (28/44 ERs, Table 1). The contrast 

between these two findings suggests that interpreters are to some extent aware 

of (the impact of) their own actions and use different interpreting strategies to 

limit this impact on the co-construction of EC. After all, when interpreters 

introduced an EO that was not originally expressed by the patient, they 

conveyed to the doctor an emotional or illness experience that might not have 

corresponded to the patient’s actual lived experience. As a result, the doctor 

might have misunderstood the patient’s communicative goals and/or lived 

experience, resulting in a doctor’s response that did not meet the patient’s needs 

or expectations at that point in the interaction. Consequently, the interpreter’s 

action of introducing an EO might have compromised the doctor and patient’s 

mutual understanding and therefore the co-construction of EC. In other words, 

by introducing EOs, interpreters would have been in conflict with the principle 

of accuracy in their code of ethics (Agentschap Integratie & Inburgering, 2017) 

and would have failed at their responsibility of creating mutual understanding 

between doctors and patients (Hsieh, 2016). This could explain why interpreters 
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omitted/reduced most ERs to an interpreter-introduced EOs, as such 

omissions/reductions avoided causing misunderstanding between doctors and 

patients and allowed the interpreters to cover up their previous actions (i.e., the 

introduction of information that was not expressed by the patient). Rendering 

ERs to patient-expressed EOs would not carry the risks of causing 

misunderstanding or uncovering an interpreting error, hence why interpreters 

might have rendered most ERs to patient-expressed EOs accurately. As such, 

these findings seem to reinforce the notion that interpreters can act as “agents 

of empathy” (Gutierrez et al., 2019) who can influence doctors and patients’ 

mutual understanding on the level of EC by exerting control over how patients 

and doctors’ statements are rendered to the other primary participant (Davidson, 

2000).  

 

4.1.2 Patient-initiated EC in IMCs might be compromised 

Our results on EC with patient-expressed EOs also confirmed the findings of 

previous studies that the co-construction of EC with patient-expressed EOs 

might be compromised by interpreters and doctors’ actions (Gutierrez et al., 

2019; Hofer, 2020; Krystallidou et al., 2020; Krystallidou, Remael, et al., 2018). 

Interpreters might jeopardize doctors’ understanding of the patient’s lived 

experiences as they seemed to struggle to render patients’ EOs accurately (see 

Table 1, 43/50 patient-expressed EOs were omitted or marked by a shift in 

meaning/intensity). Doctors, on the other hand, might have failed to make 

patients feel understood and heard in their lived experiences as their ERs mostly 

focused on other aspects of the narrative, giving no or minimal recognition to 

the EO (see Table 1&3, doctors ignored or minimally recognized 31/44 patient-

expressed and 10/15 interpreter-introduced EOs). It is possible that doctors 

expressed lower levels of empathy because their understanding of the patient’s 

emotional or illness experience was compromised by the interpreter’s 

alterations. However, doctors also tended to minimally recognize patients’ EOs 

in monolingual consultations, suggesting that doctors overall are less oriented 

towards addressing the patient’s lifeworld in any type of medical consultation 

(Blanch-Hartigan, 2013; Zimmermann et al., 2007). Our results also support 

previous findings that interpreters might be more oriented towards rendering 

the doctor’s account in IMCs (see Table 1, 28/44 ERs vs. 7/50 EOs were 

rendered as a close match) (Davidson, 2000; Krystallidou et al., 2020; Leanza 

et al., 2013). Interpreters might favor the doctor’s expressions because doctors 

are often seen as the most powerful participant in the consultation (Hsieh, 

2016). Future research should try to identify which factors influence 

interpreters’ ways of rendering doctors’ ERs and patients’ EOs (Theys et al., 

2022). 

Similar to previous studies (Krystallidou et al., 2020; Krystallidou, 

Remael, et al., 2018), we did not identify a relationship between renditions of 

patient-expressed EOs and renditions of ERs to patient-expressed EOs (see 

Table 3, most of reduced/increased EOs were accompanied by matched ERs). 

We did, however, identify a relationship between EOs/ERs as expressed by 

patients/doctors and as rendered by the interpreter: all level 1 ERs were omitted 

or reduced, all level 2 ERs to patient-expressed EOs were rendered as a match 

by the interpreters. Only challenge EOs were omitted and all emotion EOs were 

marked by a shift. The majority of the challenge EOs were downplayed/omitted 

(25/34 EOs), while the majority of the progress EOs were matched/intensified 

(8/13EOs) (Table 1 & 3). Previous studies on EC in IMCs using the Empathic 

Communication Coding System did not report on such a relationship 

(Krystallidou et al., 2020; Krystallidou, Remael, et al., 2018). The previously 

mentioned results suggest that interpreters adjusted their way of interpreting 

according to the type of expressed EO/ER. More specifically, interpreters 
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seemed to mute more statements that conveyed emotions, negative experiences 

(i.e., challenge EOs) or automatic, scripted ERs (i.e., level 1 ERs). On the other 

hand, they seemed more oriented towards rendering expressions of positive 

illness experiences (i.e., progress EOs) or ERs that directed the conversation 

away from the expressed EO (e.g., level 2 ERs). As a result, the doctor-patient 

interaction might have been more centered around medical or positive talk and 

patients’ negative emotional or illness experience might have been 

insufficiently addressed.  

These results align with our finding that interpreter use interpreting 

strategies (e.g., introducing EOs to make EC more explicit, see 4.1.1) to avoid 

that expressions of emotion or empathy are mistaken for expressions of their 

own experiences. After all, research has shown that interpreters might favor 

rendering medical talk because they feel less comfortable rendering empathic 

or emotional statements that could be mistaken for expressions of their own 

experiences (Hsieh & Nicodemus, 2015) or because they feel doctors would 

like to focus more on medical talk (Hofer, 2020). At the same time, interpreters 

might be more oriented towards rendering positive talk because expressions of 

negative experiences are more likely to cause conflict or make participants lose 

face (i.e., behavior that could be taken for disrespectful) (Hsieh & Nicodemus, 

2015). Meanwhile, interpreters might have omitted/reduced level 1 ERs because 

they seemed accessible with a limited language proficiency. This became 

apparent when some patients in this study interrupted the interpreter before the 

translation of the doctor’s ER (e.g., see Appendix C – Box 12). Future research 

should explore why interpreters altered certain types of EOs and ERs more than 

others (Theys et al., 2022).  

 

4.2 Limitations 

The Empathic Communication Coding System did not allow for the analysis of 

nonverbal/implicit communication or the role of culture in the co-construction 

process of EC in IMCs. Future research should consider looking into these 

aspects of EC by means of sophisticated tools that attend to the intricacies of 

IMCs (Theys, 2021). The Empathic Communication Coding System only 

allows for the analysis of doctors and patients’ experiences as manifested in 

their observed verbal behavior, which is subject to the analyst’s interpretation. 

Future research should explore participants’ actual lived experiences during EC 

by means of video-stimulated recall interviews with the participants (Paskins et 

al., 2014; Theys et al., 2022).  

The sample used in this study was limited due to the time constraints of the 

research project and due to several events out of the researchers’ control (i.e., 

delayed/cancelled consultations, participants’ unavailability/unwillingness to 

participate in the study, incorrect interpreter bookings (i.e., mismatch between 

the patient’s and interpreter’s languages)). Other comparable and more diverse 

datasets should be analyzed to test the representativeness of our findings. The 

presence of a camera might have affected participants’ behavior. Statistical 

analysis was not reliable due to disproportionate distributions between the 

categories in the coding process.  

 

4.3 Conclusion 

Our study showed that patients, doctors, and interpreters collaboratively co-

construct EC. Interpreters’ actions played a crucial role in this process as 

interpreters acted as “agents of empathy” (Gutierrez et al., 2019) who exerted 

control over the content and course of EC in IMCs. More specifically, they 

initiated EC by introducing EOs that were not expressed by the patient. This 

challenges previous insights that EC in IMCs is always initiated by patients 

expressing their emotional or illness experience. In addition, interpreters 
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compromised doctors and patients’ mutual understanding of each other’s 

perspectives by muting certain types of doctors’ ERs and patients’ expressions 

of negative emotional or illness experiences. At the same time, doctors’ 

expressions of low levels of empathy might have failed to meet the patient’s 

need to feel heard and understood in their emotional or illness experience.  

 

4.4 Implications 

Our results showed that interpreters hold a certain power during the empathic 

interaction which, in our study, sometimes might have led to potential 

misunderstandings between doctors and patients. Therefore, interpreters would 

benefit from training where they learn how to identify and manage the impact 

of their actions on EC in IMCs. In practice, interpreters should try to be more 

attentive towards the ways in which doctors and patients manifest their 

communicative goals and try to relay this information as closely as possible to 

the other primary participants. This will create favorable conditions for doctors 

and patients to achieve mutual understanding on the level of EC.  

Doctors should try to be more aware of the ways in which an interpreter 

can affect EC in IMCs. They could monitor patients’ nonverbal behavior more 

closely to assess the validity of the expressions about the patient’s emotional or 

illness experience in the interpreter’s rendition. Overall, doctors should try to 

be more aware of patient’s expressions of their emotional and illness 

experiences. Intercultural awareness courses might help doctors to improve 

these skills. In doing so, doctors can make sure patients feel understood and 

heard as part of a patient-centered delivery of care.  

Both doctors and interpreters would benefit from interprofessional 

education where they learn about, from, and with each other about the 

intricacies of their communicative practices to enable effective collaboration on 

the level of EC (Crezee & Marianacci, 2022; Krystallidou, Van De Walle, et 

al., 2018; Zhang et al., 2021). This in turn could enable doctors and interpreters 

to deliver more adequate patient-centered care in IMCs where patients feel 

sufficiently understood and acknowledged in their lived experiences.  
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Appendix A: The Empathic Communication Coding System (adapted from 

Bylund & Makoul (2002, p. 209) and Bylund & Makoul (2005, p. 129)) 
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Appendix B: Identifying Shifts in Empathic Opportunities. (adapted from 

Krystallidou et al. (2018, p. 36)) 

 

 



 

66 

 

Appendix C: Coding examples in our dataset 

 

EC WITH PATIENT-EXPRESSED Eos 

Box 1 

Matched EO 

Challenge EO expressed by the 

patient (P) in line 242 “I had (…) 

problems with my bladder” was 

passed on as a close match by the 

interpreter (I) in line 245 

 
Box 2 

Omitted EO 

Challenge EO expressed by the 

patient (P) in line 98 “I have a real bad 

deterioration” is omitted by the 

interpreter (I) in line 99 

 
Box 3 

Increased EO 

Progress EO expressed by the 

patient (P) in line 23 “now I’m good” 

is increased in intensity by the 

interpreter (I) in line 24 “I’m a lot 

better” 
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Box 4 

Reduced EO 

Challenge EO expressed by the 

patient (P) in line 603 “I simply don’t 

enjoy or want to have sex” is 

downplayed by the interpreter (I) in 

line 604 “in general I don’t want to 

have sex” 

 
Box 5 

Twisted EO 

Challenge EO expressed by the 

patient (P) in line 315 “I can never eat 

anything” is erroneously translated by 

the interpreter (I) in line 316 “I can’t 

swallow very well” 

 



 

68 

 

Box 6 

Transformed EO 

Progress EO expressed by the 

patient (P) in line 177 “(…) now I get 

up more to pee rather than from the 

pain” is transformed into a challenge 

EO by the interpreter (I) by adding 

information in line 178 “(…) that is 

actually my only eh complaint” 

 
Box 7 

Matched ER 

Level 4 ER expressed by the 

doctor (D) in line 246 “With 

emptying your bladder or” is passed 

on as a level 4 ER by the interpreter 

(I) in line 247 

 



 

69 

 

Box 8 

Omitted ER 

Level 1 ER expressed by the 

doctor (D) in line 44 “yes” was not 

translated by the interpreter 

 
Box 9 

Reduced ER 

Level 1 ER expressed by the 

doctor (D) in line 462 “yes yes” is 

reduced to level 0 as the interpreter (I) 

did not translate these words in line 

463 
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EC WITH INTERPRETER-INTRODUCED EOs 

Box 10 

Introduced EO 

Challenge EO expressed by the 

patient’s companion (C) in line 526 

“in Syria there is war in Syria now 

Turkey has invaded Syria” is 

introduced by the interpreter (I) in 

line 529-532 

 
Box 11 

Matched ER 

Level 2 ER expressed by the 

doctor (D) in line 680 “that’s a 

problem (.) hmhm” to the introduced 

emotion EO in line 679 “now I’m 

afraid” is matched in the level of 

empathy by the interpreter (I) in line 

681 
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Box 12 

Omitted ER 

Level 1 ER expressed by the 

doctor (D) in line 82 “yes okay” to the 

introduced challenge EO in line 

81“now it is still difficult” is omitted 

due to the immediate response by the 

patient (P) in line 86 

 



 

72 

 

Box 13 

Increased ER 

Level 2 ER expressed by the 

doctor (D) in line 2296 “yes yes (…) 

misery” to the introduced challenge 

EO in line 2295 “that’s a problem” 

focuses on a peripheral aspect 

(patient’s symptoms), whereas the 

interpreter’s rendition (I) in line 2297 

pursues the core of the EO (not 

finding work) as a level 4 ER 
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Box 14 

Reduced ER 

Level 1 ER expressed by the 

doctor (D) in line 393 “hmhm okay 

good” to the introduced challenge EO 

in line 391 “I have a lot of problems” 

is reduced to level 0 as the interpreter 

(I) did not translate these words in 

line 396 

 
 

 

 

 


