Interpreting in mental health; the singularity of experience.
Today I want to talk about interpreters and working clinically with them as a counselling therapist or clinician. One of the enablers of good clinical practice is the interpreter being available i.e. being in a state of readiness, both mentally and linguistically, for the work of interpreting. This is an ongoing process for interpreters as they are a lynch- pin in the establishment and maintenance of the relationship that must develop between the client and the clinician (who do not share a common language), if ethical therapeutic work is to take place.  

 One feature that is ascribed to the practice of any individual psychotherapy or counselling process is that it takes place between two people.  For the purpose of this paper, I will refer to these people as the client and the clinician and to the process that is experienced by the participants as a therapeutic one. By singularity I am referring to a person’s individual or personal experience, their history and how aspects of their history may be experienced in their present.
If you looked into a room where individual therapy is taking place you would see two people involved in a particular discourse.  What you wouldn’t see are the other people present; the mothers, fathers, brothers and sisters, the aunts and uncles, the best friends and the worst enemies, lovers, the hated and loved teachers, the religious figures of hope or damnation, or both, those who enjoyed their suffering and gave it as a cursed gift without knowing it, those who had betrayed and those who had affirmed, that strange old man from across the road who, catching the gaze of fascination in the 8 year old  listened and understood the young child like nobody else.  The room is peopled by a considerable cast of characters in the life of the client and in the life of the clinician.

How does this room, full of characters, come about?  The short answer is language. The clinician provides a space that enables the client to summon forth these characters and talk about them. The clinician and the client, via language form a relationship that enables the process; this relationship is often referred to as transference.  The transference is established and the client’s story of their life with its particular cast of characters, narratives, plot lines, and repetitions emerge. Although the client and the clinician bring to the transference relation their own story that is singular to them, it is the client’s story, their singularity that is the focus of exploration during the therapeutic process.  This notion of the “singularity” of the client that is enacted in their personal experience, informs the ethical foundation that supports the development of the transference and the direction of the process.

What happens when a third person enters the process at the very level, i.e. at the level of language that enables the process to take place?  Certainly the interpreter’s singular drama, their own personal experience that is also revealed by language is part of the process.  Just as the client and the clinician bring their singularity to the process so does the interpreter -- it can be no other way.

How this singularity of the interpreter is implicated in the therapeutic process has been one of the subjects of examination throughout the clinical work at Vicdeaf for the past eight years.  This year it has become the focus of attention for a group of interpreters who are working in clinical contexts and today I intend to highlight two areas of inquiry that have particularly held our interest.  
 The first concerns the idea of “the interpreter ideal” i.e. the fixed image that each interpreter holds of what is a “good interpreter” This image of the “good interpreter” becomes internalized and influences the individual interpreter’s unique experience of interpreting. The second area of interest, concerns the interpreter’s history, i.e. the singularity of their story and how it impacts on their experience as interpreter. From this we explored how one’s own history contributes to the formation of the image of the “interpreter ideal”. When an interpreting experience more or less matches this ideal, it is generally viewed by the interpreter as a good one.  When it doesn't match, when aspects of the interpreting experience doesn’t fit with the ideal, it can shake or destabilise the interpreter’s view of themselves as interpreter. 
Now to the first point: the notion of the “Interpreter Ideal.”
An interpreter once said of a client after a session that took place early in the therapeutic process, “I just want to hit her!” This client presented somewhat difficult challenges that at this early stage, we were just beginning to grapple with.  The language used by the client was more or less intact, the actual contents of the session was if anything mundane, and yet the effect of the clients linguistic productions engendered feelings of frustration if not anger.  It is a safe bet that although the interpreter and I experienced similar feelings of frustration; the reasons for our respective feelings were different and influenced by our respective histories.

As we became more familiar with the client,  me getting a clearer sense of the client’s history, the back story to the presenting problem, and the interpreter becoming more familiar with the client’s language and use of it, the feelings of frustration continued to be experienced by both of us but at different times and to different degrees.  Sessions that I regarded quite well the interpreter may have regarded differently. We know this happened when I left a session with my energies intact, and the interpreter left the same session depleted and exhausted. What was happening here for the interpreter? 
 An interpreting event is experienced in a particular way by the interpreter for reasons that cannot be simply reduced to linguistic and interpreting skill, although of course they are fundamentally important to the process.  For the purpose of this discussion, the linguistic and interpreting skills of the interpreters in the examples I discuss today are exemplary.
So,” I just want to hit her”. What was happening for the interpreter?

At first it was thought that one of the features that contributed to the interpreter’s frustration was linguistic in as much as the rhythm of the interpreting never found its stride, it was always interrupted by the client’s signed sequence that would serve to obliterate the spoken utterance of my response.  Furthermore, often another sequence from the client, coming after the interrupting signed sequence, would question the interpreter's use of lexicon in the interpreter’s interpreting of my obliterated utterance.  It is tricky.  The client’s signed interruption would question an interpreted sequence that referred back to my response to a previously interpreted sequence.  This would come like waves as the content of the material discussed became potentially distressing.  The effect for the interpreter was jarring and staccato and although on one level, fascinating for me as a clinician, it was an interpreting nightmare.  The timing was all wrong.  Nothing flowed and in those jarring moments language ceased, rendering the moment for the interpreter to an experience that was not altogether linguistic.  What was involved for the interpreter on one level was cognitive overload.

Difficult as this was for the interpreter it was not only at the level of cognition that the interpreter’s frustration found its voice in the utterance, “I want to hit her.”  There was something else operating here. 
 It became understood that one of the ways the client defended against distressing material was to question the interpreter’s use or choice of sign. In this instance, the clients questioning of the lexicon was experienced by this interpreter as an attack on their skills and thus as an attack on how the interpreter saw themselves as interpreter.   In talking about the feelings of frustration, the interpreter was able to trace to those parts in their own story to which these feelings may be linked. The interpreter was able to acknowledge that the idea of a young woman questioning the choice of sign confronted the ideal image that the interpreter had of “Interpreter self”.  This gave rise to the interpreter’s somewhat ironical and rhetorical statement, “how dare she question my sign!”  Perhaps at any other time the interpreter would not be so concerned by such questioning but in this context with the cognitive overload stretching the interpreter’s considerable abilities, that was the comment.  There was a truth behind it.  The interpreter, a native signer, was articulate and an excellent linguist who could comfortably analyse language.  The interpreter had an excellent understanding of the therapeutic process, and yet in this instance the interpreter struggled. It was at that level of the ego, at the level of the image the interpreter had of themselves as interpreter that the struggle was registered. The is true for all of us at some time or another, clinicians and interpreters alike.
Processing the experience enabled the interpreter to experience this questioning by the client of her choice of sign, not as an attack on the interpreter’s skills per se, but as part of the client’s mechanism of defence.  It was no longer experienced as a blow to the interpreter’s ego causing a narcissistic wound, but as an interpreting challenge to be met at the level of language.  Unfortunately this does not alleviate the cognitive overload that can be experienced…. But it does reduce stress at the level of the ego, and that is worth something, no doubt.
Now, to my second point, i.e. the interpreter’s history.
Knowing something about our history and the part it plays in the formation of an interpreting ideal, assists the interpreter to be alert to challenges that may destabilize their ability to maintain themselves in the position of the interpreter. It is noteworthy that this destabilisation can be experienced fleetingly but many times in a session, or as an overall outcome of a particular interpreting experience, or as a slow process that takes place over many experiences.  At the point of this destabilisation the interpreter is no longer in the position of interpreter performing a linguistic function, for they are occupied with thoughts of deficiencies, anger, guilt, frustration, confusion etc. I think that would be particularly true for, but certainly not limited to, new interpreters who are just starting to navigate the challenging experience of the interpreting world.
 That the interpreter’s history influences the interpreting experience can be seen in the following example:
An interpreter recounted an experience whereby having some knowledge of the Deaf client’s history and low level of language the interpreter, independent of the hearing client,( remember the interpreter has two clients, the Deaf end the hearing) the interpreter  provided memory prompts to enable the Deaf client to answer questions put to him. 
Later, the interpreter was able to trace back that the chance of a negative outcome for the Deaf client produced enough anxiety in the interpreter which was  linked to the interpreter’s history of being able to, or having to “make it fixed” between the Deaf and the hearing.  The interpreter’s personal experience of one who “makes it fixed” was incorporated into how this interpreter experienced themselves as interpreter and in this instance did not produce an ethical dilemma for the interpreter.  This same ideal of “make it fixed” can and has contributed to distressing experiences when it can not be “made fixed.”
(I want to impress on you that this is not a judgement of good or bad: it is an observation of how things work in the history of the individual and how that impacts on the work of interpreting).
The same interpreter recounted an incident that for this interpreter aroused such intense thoughts and emotions that it was impossible for them to remain in the position of interpreter.  The incident involved a harassed doctor whose behaviour towards the Deaf patient was deemed by the interpreter as completely inappropriate and unacceptable.  This involved a Deaf migrant with limited language being impatiently asked a series of questions by the doctor. Before the interpreter could properly interpret the question and voice back to the doctor, the doctor proceeded to ask the next question.  The doctor also made no eye contact with the Deaf patient which made the interpreter angry.  The doctor then proceeded to tell the interpreter to tell the patient to “stop her rambling”, to “shut up” and then made the observation to the interpreter that the patient was “not very bright”.  The interpreter of course interpreted all this and then informed the doctor that he wasn't giving the patient a chance to answer the question and wasn’t giving the interpreter the time to interpret the answers.  The situation reduced to an open altercation between the interpreter and the doctor which resulted in the interpreter leaving the appointment in a very distressed state.  In recounting the story, the interpreter identified that it was the doctor’s comments about the patient’s intelligence that in the interpreter's words, “made me flip and that's when I lost the plot”.  The notion of Deaf people being stupid or not intelligent resonated in this interpreter’s history in a very precise way.  What was worse for this interpreter was that the doctor spoke conspiratorially to the interpreter about the patient, presuming that the interpreter would agree with him.  The interpreter felt that the doctor just thought this patient as a pain in the arse and the interpreter by association as one too.

Clearly, this is not the way and interpreted experience ideally should go.  Everyone was distressed.  Most people don't like to witness poor treatment of others, but for this interpreter at this time, the experience of having to witness and even participate in such treatment of the Deaf person was overwhelming. The intensity of the interpreter’s reaction to the doctor suggests that this incident was experienced as a repetition of something in the interpreter’s own story.   Most certainly in this instance, that aspect, the “make it fixed” that formed part of the interpreter ideal, was impossible to fulfil.
Compare the last example with another potentially equally distressing experience for the same interpreter but one that turned out very differently.  A Deaf person, who had short term memory difficulty, was to be interviewed for the second time by a forensic clinician, the outcome of which would help determine the treatment plan for this person. The Deaf person was being supported by a Deaf worker.  In the waiting room, the Deaf worker suggested to the clinician that she support the client in the session.  Previously the client had informed the Deaf worker that in the first session with the clinician, and with a different interpreter, the client didn't understand interpreter’s sign and the interpreter didn't understand their sign so it was very a very confusing experience for that client.  When the worker relayed that to the clinician, the clinician responded saying, “I'll be the judge of that” and in his opinion, “there was no confusion in the last session”. For this interpreter, who had been warned by the worker that the clinician could be dismissive, this was potentially challenging.  Aware of some attitudes in “the hearing” that could trigger an intense response, the interpreter remained calm.  During the exchange between the Deaf worker and the clinician, the interpreter observed in the waiting room that the clinician looked frazzled and not sure who to look at, the Deaf client?  The Deaf worker?  Or the interpreter?  The interpreter managed to keep the feelings of trepidation and anger at the treatment of the Deaf worker at bay and determined to go into the session and “see how it goes”. When it became apparent that the client was having difficulty in responding appropriately to the demands of the clinician, the interpreter, intervening at the level of language, calmly shared the observation that the client was illiterate and that perhaps the Deaf worker was the person who could assist at this point. So the worker came in on the session and by all accounts it went very well.  No one at the end was distressed. The clinician moved from being on guard and somewhat defensive, to reporting that he was very happy with the material that was elicited in that session. 
The difference for the interpreter was that at the very outset the interpreter prepared for a challenge and was aware of some of the destabilising triggers rooted in the singularity of their history that impacted on their work of interpreting. The interpreter did not experience this as a repetition of something in their past but as a situation to be managed and organised on a linguistic level, thus the observation shared with the clinician about the client’s literacy level.  In a sense the interpreter was able to keep their past in the past and remain in the present, in the linguistic present. The effect of this was that the interpreter was able to maintain themselves in the position of interpreter. 
It is important for all of us to know the context in which we work. It is basic to interpreter work practice to prepare as much as possible for a booking. Part of that preparation is to have some idea of the context and the implications of that context, in which interpreting will take place; education, legal, health etc. I venture that consideration of how the interpreter’s own history has influenced the ideals that are held as interpreter, also informs the working context and as such is fundamental to good practice and an ethical working life.
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