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Chapter 1 Introduction 

Research on medical interpreters (MIs) in recent years has emphasised the visible 

and active roles that MIs play in the doctor–interpreter–patient triadic encounter. 

However, the impact that MIs have on the communicative process of doctor-patient 

encounters has yet to be further explored. For instance, requests and offers made 

by patients in monolingual medical interviews were almost three times that of 

bilingual medical interviews, and doctors provided answers or acknowledgements 

to almost all questions by same-language patients, while interpreter-mediated 

interviews received much fewer (Rivadeneyra, Elderkin-Thompson, Silver, & 

Waitzkin, 2000). Empirical studies have shown that the physician’s empathy in 

medical communication is beneficial to a patient’s healthcare outcomes, but the 

empathy in medical interpreting, especially the one expressed nonverbally, is less 

examined in medical interpreting research. This gap needs to be filled because the 

MI is the indispensable communication facilitator who, in principle, shares a 

common communicative goal with the doctor to maximise the patient’s benefit. 

With the recent development of technology, the use of multi-faceted data has 

allowed both verbal and nonverbal communicative clues to be studied. The aims 

of this study are to explore how an MI’s empathy is construed nonverbally, how 

empathy is perceived by service users and observers, and how it affects dialogue 

participants and the communication process.  
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1.1 Overview and structure of the thesis 

This dissertation is divided into six chapters: Introduction, Literature Review, 

Methodology, Data Analysis I & II, and Conclusion. The Introduction chapter sets 

the backdrop and identifies the practical needs for conducting this study by 

describing the preliminary study and discussing its findings on the roles of medical 

interpreters in Hong Kong, which brings about the reasons for a more 

comprehensive study with a focus on multi-modal communication of empathy for 

medical interpreting. A distinction is then drawn between patient-centred care and 

doctor/disease-centred care – with the former emphasising empathic 

communication and how it affects the interpretation of the MI. The literature of 

cultural and gender differences in communication are introduced, verified by the 

preliminary study. The reason for a whole chapter to be devoted to the preliminary 

study is that it reveals the complexities of the space and the subjects (i.e., medical 

interpreters, patients the interpreting agency and medical professionals) and its 

relevance to the global scene of medical interpreting. This chapter helps readers 

establish the context to understand the two data-analysis chapters later that are 

rooted in the ethnographical background introduced here, one that shapes the 

dynamics among the interpreter, doctor and patient. The focus is on the role of MI 

in the use of empathy and the lack of empathy in interpreter-mediated interviews 

as they were shown via the verbal and nonverbal channels, which can be 

detrimental to the successful communication between doctor and patient and hence 

the overall healthcare of ethnic minority patients. The second part of the data 
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analysis focuses on the development of medical interpreting as a profession for the 

Language of Limited Diffusion (LLD).  

As a response to such a research need, Chapter 2, Literature Review, integrates 

different major theoretical discussions that shed light on this topic. It looks at the 

active role of the medical interpreter in the consultation room, the training and 

assessment, how empathy is constructed and measured, why nonverbal 

communication matters, etc. which help to shape the research questions that guide 

the study. Chapter 3 describes the methodology adopted in this study and justifies 

the effectiveness of the design at approaching the research questions. The literature 

on research methods as well as data analysis methods is also reviewed to prepare 

for later chapters. In Chapter 4 and 5, the construction of a (non)empathic 

communication is cross-examined and analysed from two perspectives: turn-taking 

management and relation management, mainly with the multimodal data recorded 

in the study adopting the method of Conversation Analysis. The final chapter 

concludes the study by summarising and highlighting the key findings on 

multimodal communication of empathy in medical interpreting, how they answer 

the research questions set out at the beginning of the dissertation and what the 

implications are of the findings on the curriculum design and research 

methodology in the field of medical interpreting.   

1.2 Preliminary study  

The starting point of this study is a research project that investigates the provision 

and quality of medical interpreting services in Hong Kong, as mentioned earlier, 

for which I was the research assistant before I started my PhD study. From this 
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project, I collected first-hand data about the medical interpreting events in Hong 

Kong, which contributes to the origin and development of the current study. To 

contextualise the current study and justify my research design, I will briefly 

introduce the background and method of the preliminary study and present the 

findings before the elaboration of the research design of the current study.   

1.2.1 Methods of the preliminary study 

From June 2013 to December 2013, I conducted a preliminary study to investigate 

the state of the profession of medical interpreters and the needs of interpreting 

services by ethnic minorities in Hong Kong. A combination of field observation 

and surveys was used to collect data. The analyses of the two sets of data were 

compared against each other for a better understanding of the focus of the research. 

The data collection of the preliminary study mainly took place during Dr Ester 

Leung’s research project on the roles of MIs in Hong Kong, before the 

commencement of my doctoral study. As the research assistant of the project, I was 

assigned to observe and survey medical interpreters and service providers in public 

hospitals for four months. Consent was obtained from the principal investigator of 

the above-mentioned study to analyse the collected data as the preliminary findings 

for this doctoral study. From it, I developed an interest in looking at the roles of 

medical interpreters for three reasons: (a) the roles were, and still are, ambiguously 

defined in various codes of conduct, (b) the perceptions and assumptions of the 

roles seemed to vary among the general public, service users, trainers, and 

practising medical interpreters, which led to unmet expectations in communication 

and ultimately affected medical outcomes, and (c) the fact that medical interpreters 
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of languages of limited diffusion were serving the ethnic minorities in Hong Kong 

added to the complexity of the problem. A primary aim of such a topic and of the 

research project I had assisted in is to generate practical recommendations for the 

training of novice and experienced medical interpreters (and, to a certain extent, 

medical professionals, as we later found out) for better interpretation service 

provision and healthcare outcomes. Therefore, I began to look directly at training 

and assessment programmes not just in Hong Kong but also in the US, UK, 

Australia, and across the EU in the hope of borrowing the more established 

frameworks from these well-developed regions to shed light on Hong Kong.  I have 

also identified some preliminary findings concerning the nonverbal 

communication function in an interpreter-mediated medical consultation, and the 

expectations from stakeholders regarding medical interpreters’ behaviours. In 

addition, I also identified nonverbal clues that would enhance the communication 

between the interpreter, patient and doctor. Data collected during that period later 

contributed substantially to the materials used in MI training and assessment, 

which helped raise the authenticity level of teaching and assessment content.  The 

authenticity of teaching materials has been regarded as crucial for the success of 

the training programme and satisfaction of the trainees (Crezee, Burn, & Gailani, 

2015; Crezee & Grant, 2016).  

The preliminary study, along with the whole research project on which this thesis 

is based, was supported by the Lady MacLehose Centre (LMC), the sole authorised 

provider of medical interpretation services in Hong Kong, authorised by the 

Hospital Authority. The Centre for Translation at Hong Kong Baptist University, 
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with which I was affiliated, was commissioned to train and test newly recruited 

medical interpreter trainees for LMC. The research plan has been agreed upon by 

the research team and LMC. Consent was obtained from the agency and its 

interpreters for using the collected data for educational and research purposes prior 

to data collection. Hospital recordings were only made when informed consent was 

given by all parties involved in the medical encounters. The languages dealt with 

in this study were Urdu, Hindi, Nepali and Bahasa, which are not in my language 

skill set. Therefore, when the recorded conversations were examined, for each 

language, two language consultants, who are also experienced interpreters, were 

asked to perform verbatim transcriptions independently for verification purposes. 

This is, on the one hand, a disadvantage that has deprived me of a chance to get 

closer to my research subjects, but on the other, an advantage that allows me to 

delegate more attention to observing the nonverbal communication between all 

interlocutors and repeatedly practise how to assess an interpreter’s nonverbal 

communication skills and compare them with the verbal transcription afterwards.  

Regular field observations were conducted in various medical departments across 

major public hospitals in Hong Kong, with the exception of psychiatric 

departments, which require specialised training in communication (Bauer & 

Alegría, 2010; Beeber, Lewis, Cooper, Maxwell, & Sandelowski, 2009; Kilian, 

Swartz, Dowling, Dlali, & Chiliza, 2014; Zayas, Cabassa, Perez, & Cavazos-Rehg, 

2007). The cases and interpreters observed were chosen by the chief interpreter of 

LMC, whose responsibility is to select cases for supervision. It is understood that 

a better way to obtain authentic and reliable data on nonverbal communication 
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would be to set up a multi-angle-positioned video camera recording the interpreted 

events without the presence of a researcher. However, it would require some degree 

of deception and well-hidden cameras to reduce the possible alertness and pretence 

of participants, and such a design is not allowed in public hospitals in Hong Kong. 

Therefore, researcher-as-observer observations were conducted instead. During 

medical consultations, notes were taken in regards to the nonverbal 

communications of all parties, and audio recordings were made with permission 

from participants in the encounter – i.e., patient, medical professional, and 

interpreter. This way, both audible and visual nonverbal communications were 

recorded as much as possible. 

Expectation and perception surveys were also administered to collect information 

from stakeholders regarding the interpreter’s role(s), with a focus on nonverbal 

communication. Informal interviews were conducted prior to and after the 

consultation with the interpreter and the doctor when time allowed and consent was 

given. Based on the observations and interviews, a questionnaire survey and focus 

group discussion with interpreters and the interpreter service agency, respectively, 

were conducted outside of the hospital.   

1.2.2 Research findings: MI ecosystem in Hong Kong 

The section reveals the findings in the preliminary study and reports them in three 

dimensions: (a) service-providing agency and their in-house training and 

assessment program, (b) doctors in public hospitals serving EM patients, and (c) 

EM medical interpreters in the region. These are the key players in the space of 

medical interpreting in public settings. With the summary of findings, the section 
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introduces the MI ecosystem in Hong Kong and explains the urgent needs for an 

investigation into the unsatisfactory service provided. It also justifies some of the 

measures in the design and intervention that have been carried out in the main study, 

which will be provided with details in Chapter 3, Methodology.     

1.2.2.1 Service-providing agency and its in-house training and assessment 

programme 

The marginalisation of the EM communities was a salient phenomenon in Hong 

Kong and can be reflected in terms of the equal access to health provision, in which 

important health and social welfare information was not translated into prevalent 

EM languages, even during crises, like the SARS respiratory epidemic (Tang et al., 

2004). LMC is therefore set up as a non-governmental organisation whose 

operation and orientation are different from its counterparts in the private sector. 

LMC aims to be a servicing- and empowering-orientated social enterprise that 

enhances self-help awareness and social status of ethnic minorities (EMs). The 

philosophy of the organisation has impacted its operation of business and 

management of personnel, including the tendency towards relaxed standards when 

gauging the competence of interpreter candidates in gatekeeping interviews, 

allowing greater tolerance of EM employers and employees in service quality 

supervision. This is beneficial in encouraging higher EM employment, building 

solidarity and avoiding conflicts, but at the same time, it can jeopardise the EM 

patients’ interest if the service quality were compromised. They handled over 400 
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cases every month covering 20 languages with over 80 EM medical interpreters1. 

In addition, other issues are also salient in the administration of interpreting 

services due to the insufficient understanding of the importance of quality 

assurance for such services. Mismatches of language needs and supplies were a 

good example, whereby Hindi interpreters were assigned to Punjabi patients 

because of the lack of available Punjabi interpreters. Thus, a great deal of 

guesswork took place in these interpreting events.  

The first training programme designed and organised by LMC for interpreter 

candidates was disproportional, with only eight hours of interpreting skills and 

eight hours of medical knowledge out of 40 hours of total course time, with the 

remaining time assigned to administration issues and written translation. The 

instruction of modules of interpreting, translation, and medical knowledge was 

delivered by a Pakistani doctor who has no interpreting training background and 

little interpreting experience. He also wrote and rated the written exam that serves 

as the only exit examination the students must pass before obtaining a contract to 

work. No textbooks of medical interpreting or medical knowledge were used. The 

pass rate of the exam was usually 80%, if not higher. After the interpreter starts 

work, occasional service monitoring is conducted, but no immediate feedback was 

given to the interpreter – except, occasionally, an email or report filed and sent to 

the interpreter afterwards. Once a year, the agency organises a refresher workshop 

on the basics of interpreting and translation or medical knowledge that is usually 

covered in the pre-job training. However, since it was only optional for interpreters, 

                                                 
1 https://www.sie.gov.hk/en/what-we-do/case-sharing/detail.page?content=22 



 

10 

 

not many had actually joined the workshop. Below is a summary of the problems 

identified in the particular model of training and assessment organised by the 

agency:  

- Training: a 40-hour all-inclusive course was conducted with only eight hours 

devoted to interpreting skills. The trainer was a medical doctor. There was no 

screening of candidates or pre-training benchmark test in place, or concepts of 

patient-centredness, roles of the interpreter, or empathy being taught in the 

programme. 

- Assessment: It was a written examination only, conducted in English for 

candidates of all language groups. Successful candidates who passed the 

examination were given a contract to work officially. There was no practicum 

component after the course. 

- Professional development for interpreters: Irregular supervision was 

conducted. No certification or differentiated pay scale that encouraged good 

performance was in place. Little ongoing learning support was observed 

except for occasional information on academic conferences or workshops.  

1.2.2.2  Doctors in public hospitals in Hong Kong  

Doctor-patient communication in public hospitals has not been satisfactory in 

Hong Kong in recent years because of the limited medical resources and excessive 

workload on physicians in public hospitals (Ha & Longnecker, 2010; Leung, Hsu, 

& Hui, 2012). This has had an immediate and direct impact on the communication 

among doctor, patient, and interpreter, in which “time is money” and “there is no 
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time for chitchat” – as said by one of the interviewed medical professionals and 

agreed with by many interviewed interpreters. Added to that is the fact that doctors 

and nurses in medical-interpreting encounters mostly communicate with 

interpreters in English, which is their second language. The impact of language 

proficiency on the efficacy of communicating empathy verbally remains to be 

verified. This again may have indications for the importance of nonverbal 

communicative elements that go beyond language barriers. Traditionally in a 

medical encounter, the interpreter is the only one who speaks a non-native 

language besides their mother tongue, with the rest of the interlocutors both 

speaking in their first languages. However, according to the survey conducted in 

this preliminary study, 96% of the existing EM interpreters are first-generation 

immigrants, who were not born or brought up in Hong Kong and have not been 

immersed in a Cantonese-speaking environment; their communities are isolated 

from mainstream Cantonese society, and consequently, most of them have acquired 

no, or very little, Cantonese proficiency. Therefore, English is often the only 

common language shared by the doctor and the interpreter. However, conducting 

medical interviews in English can result in a shorter, simpler and less-interactional 

conversation than if they would have been conducted in Cantonese. This was also 

evident in my observations of a Cantonese-speaking doctor giving advice in a 

caring and attentive manner to a Chinese patient at the end of an interview but 

appeared robotic and nonchalant in an interpreter-mediated encounter. A medical 

interview is one of the primary ways in which a doctor acquires medical 

information. A less accurate diagnosis may result from ineffective communication 
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of verbal accounts. Brad Davidson (2000) video recorded 16 medical encounters 

(13 mediated and three non-mediated) and compared the doctor-patient question-

and-answer discourse with and without the presence of an interpreter. He found 

that small talk used in two-party interviews to collect medical evidence and build 

trust is completely out of the picture in three-party interviews; a layer of “coldness” 

is introduced. This was reflected in the field observation in which the majority of 

the interview lasted less than 10 minutes; small talks and building a rapport 

between doctor and patient was rarely seen.  

Such practice by the medical professionals influences the interpreter’s practice as 

well. It was observed that the interpreter filtered the patient’s utterances and only 

conveyed what he or she considered relevant or precisely answered the doctor’s 

questions. The field notes of a few cases indicate how a great number of interpreters 

filter the patient’s answer for the doctor. Longer replies from the patient are 

shortened into a couple of words in English in the interpretation, not by 

summarising, but by ignoring details which can also be useful in reaching an 

accurate diagnosis. She shows the ‘stop’ hand gesture to the patient twice to cut 

her off without coming back to address the patient’s unfinished narration or 

concern. The doctor sees nothing wrong with it and does not intervene. This is 

indicative of a doctor-centred communication where the doctor’s needs are 

prioritised over the patient’s, and the interpreter serves as a gatekeeper for the 

doctor to “save time” because “doctors are always so busy and in a hurry” – as 

explained by one of the interviewed interpreters and agreed with by many. 

However, this is an impression, rather than an articulated or verbalised request by 
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the doctors. In other words, no doctors verbally asked to be prioritised in the 

exchanges with patients – at least, this has never been the case according to my 

field observations – but somehow, the interpreters all have the same impression. 

This impression may have been formed by the nonverbal cues of inattentiveness 

and rushed manners (e.g. little eye contact with the patient, short and simple 

questions with no follow-ups) that the interpreters perceived from the doctor (and 

very likely the nurses, too). The fact that most public hospitals are under great time 

constraints is mainly due to the limited resources and high demands for 

government-subsidised healthcare services. This forms a powerful message to 

interpreters, and it subconsciously affects their behaviour. Even though this is an 

entrenched practice due to systematic problems unlikely to be solved overnight, a 

patient-centred approach can still be promoted by raising awareness among doctors 

and interpreters regarding the importance of empathic nonverbal communication, 

and enhancing their sensitivity to picking up the patient’s nonverbal 

communication skills could compensate for any English language deficiency and 

may result in better healthcare outcomes.  

1.2.2.3 Status of medical interpreters in Hong Kong as compared to court 

interpreters 

EM Medical interpreters as a group in Hong Kong have features that are socially 

distinctive. The questionnaire survey showed that the age of practising MIs varies 

from 22 to 70, with 48 being the average. About 40% of them hold a bachelor’s 

degree or above. EM interpreters primarily serve in settings such as hospitals, 

courts, and other parts of the public sector such as immigration and refugee offices. 
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Most work in more than one of the above settings, especially those whose language 

combination is in high demand. Interpreters do not identify themselves as medical 

interpreters or public service interpreters and are more inclined to label themselves 

as judiciary interpreters if they are affiliated with a court. There is a difference in 

social recognition associated with the legal system and in remuneration for 

interpreters working in the two settings, whereby MIs are paid, on average, about 

US$14 per hour, at a one-hour minimum, and court interpreters are paid, on 

average, about US$36 per hour, at a two-hour minimum, according to the 

interviewers. Specifically, court interpreters are regarded as the top group of public 

service interpreters, whereas medical interpreters are much less recognised as 

professionals. Court interpreters can be further divided into two groups – 

government registered and non-government registered – depending on their 

experience and performance. The former can secure more job opportunities in the 

legal system and government departments at a higher rate and usually with greater 

social recognition than the latter. Such a divide determines the professional 

hierarchy among public service interpreters and the mobility of members of this 

community. After gaining one year’s interpreting experience in the hospital setting, 

medical interpreters may take the court’s test and become a court interpreter. Those 

who fail to move up the career ladder and change their paths to work in legal 

environments are less motivated to improve their performance since their efforts 

would not lead to better financial or social rewards. This has resulted in a high 

turnover rate in the community of medical interpreters for many years and has 

consequently affected the service quality in general. Therefore, there is a dire need 
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to professionalise medical interpreters by certification or accreditation. It is also 

essential that the remuneration package should be associated with experience and 

performance. 

1.3 Implication and further discussion  

The preliminary study contributed to the understanding of the complicated 

ecosystem depicted above (summarised in Figure 1-1) which had multiple 

drawbacks that could compromise the quality of healthcare services and the 

interests of all stakeholders in the long run. The study also inspired thoughts worth 

noting and are relevant to medical interpreting: patient-centred care (physician 

empathy), cultural differences and gender differences. This section gives an 

account on the evolution of medical communication and the emergence of patient-

centredness, and summarised some of the most influential frameworks and findings 

in cultural differences, highlighting communicational styles and gender differences 

related to the languages and cultures covered in the main study.   
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Figure 1-1 Findings from the preliminary study used as a background for the main 

study 

 

1.3.1 Patient-centred communication 

Doctors observed in this preliminary study all practised western medicine, which 

has been developing rapidly across the world. The driving force of technological 

and scientific advances in healthcare is so overwhelming that sometimes 

physicians, carers and the whole healthcare system focus overtly on identifying 

symptoms and fixing what is wrong in the pursuit of correctness, effectiveness and 

efficiency (Leung, Hsu, & Hui, 2012). Seeing the patient as a carrier of viruses or 

an infected subject rather than a suffering fellow human being can robotise the 

physician’s methods of communication and provision of care. As a response, the 

Picker Institute in the US coined the term “patient-centred care” in 1988 to 

advocate a shift from diseases back to patients and their families (Barry & Edgman-

Levitan, 2012). Following longitudinal research with patients and their families, 

they outlined eight characteristics of patient-centredness:  
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1) respect for the patient’s values, preferences, and expressed needs;  

2) coordinated and integrated care;  

3) clear, high-quality information and education for the patient and family;  

4) physical comfort, including pain management;  

5) emotional support and alleviation of fear and anxiety;  

6) involvement of family members and friends, as appropriate;  

7) continuity, including through care-site transitions;  

8) access to care (ibid.).  

Among them, #1, #3 and #5 relate closely to doctor-patient communication, with 

an emphasis on empathy. More than a decade later, the concept of patient-

centredness was included in the Crossing the Chasm (IoM, 2001) report published 

by the Institute of Medicine (IoM) in the US (which inspired the title of this thesis). 

The report reviewed the healthcare quality in the country and proposed a new and 

high-quality healthcare system featuring six aspects, with one of them being 

“patient-centred care”, which is defined as “respecting and responding to patients’ 

wants, needs and preferences, so that patients can make choices in their care that 

best fit their individual circumstances” (ibid., p. 3). This indicates a fundamental 

and much-needed change in principle regarding how healthcare should be 

delivered. Specific rules were also stated in the report, with the following 

concerning the way medical communication should be conducted: “Care is 

customized according to patient needs and values” (ibid., p. 3, italics added). “The 

patient is the source of control. Patients should be given the necessary information 
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and opportunity to exercise the degree of control over health care decisions that 

affect them. The system should be able to accommodate differences in patient 

preferences and encourage shared decision making” (ibid., p. 4, italics added). 

These propositions create a ripple effect in both research and practice. 

Examinations of the whats, whys and hows of patient-centred care have flourished 

ever since (Barry, Stevenson, Britten, Barber, & Bradley, 2001a; Hewett, Watson, 

Gallois, Ward, & Leggett, 2009; Kitson & Marshall, 2013; Levinson, 2011; 

Neumann et al., 2007; Pelzang, 2010; Price, Mercer, & MacPherson, 2006; 

Warmington, 2012). This has thus resulted in a significant paradigm shift in 

policymaking (e.g. Kitson & Marshall, 2013), physician education (e.g. 

Warmington, 2012), and doctor-patient communication (e.g. Back et al., 2007; 

Barry et al., 2001; Ha & Longnecker, 2010). The development of training 

programmes that teach doctors patient-centred communication skills has 

reportedly been positively related to higher physician self-confidence and patient 

satisfaction (King & Hoppe, 2013).  

Following the definitional keywords of patient-centred care mentioned in the 

previous paragraph, which are “respect” and “respond” (p. 3, IoM, 2001), patient-

centred communication is also advocated. There is an often-cited operational list 

of components: (1) eliciting and understanding patient perspectives (concerns, 

ideas, expectations, needs, feelings, and functioning), (2) understanding the patient 

within his or her unique psycho-social and cultural contexts, and (3) reaching a 

shared understanding of patient problems and the treatments that are concordant 

with patient values (Epstein & Street Jr, 2007). Developed countries and regions 
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in the West have developed codes of good medical practice for doctors, such as 

those in the UK (Good Medical Council, 2013), US (National Alliance for 

Physician Competence, 2009), Ireland (Medical Council, 2009) and Australia 

(Australia, 2009). All of them promote the concept of patient-centredness and 

elaborate on the importance of empathic communication with the patient, including 

forming a partnership and a shared decision-making process with the patient, 

considering the patient’s cultural and ethnic background, satisfying their need for 

information, and attending to their emotions. Among them, the US Guide to Good 

Medical Practice by the US National Autism Plan for Children also lists several 

features that many patients desire from a good doctor, according to their survey 

results: “(1) discuss the costs of different tests, medications, and treatment options, 

and take into account what the patient’s health care insurance will cover, (2) 

understand and be responsive to the patient’s living circumstances and support 

structure, and (3) offer involvement and support for other caregivers of the 

patient’s choosing”. It suggests that patients have the desire to get information that 

goes beyond the disease per se. This is not only a communicational guide for 

doctors but also an alarm raised for the attention of medical interpreters. In the 

preliminary study, it was observed that patients had concerns about how a disease 

might affect their life physically, emotionally and financially and that some of them 

raised their concern subtly by digressing from the doctor’s questioning and starting 

to narrate their life stories and family burdens, indicating concerns about medical 

expenses, which might seem unrelated to the disease symptoms yet form part of a 

patient-centred communication process nonetheless. Therefore, within a patient-
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centred healthcare system, interpreters are expected to help deliver those needs and 

concerns of the patients to the doctor rather than ignoring or filtering them.  

As a medical interpreter, knowing both the patient’s needs and the doctor’s needs 

is crucial for successful fulfilment of communication. Smith and Hoppe (1991) 

summarise the two foci as the following: (1) the physician’s focus on explaining 

the illness in terms of the taxonomy of disease, and (2) the patient’s focus, which 

encompasses perspectives on his or her illness, the need for information and 

understanding, and the desire for partnership in management. The aim is an 

integration of both parties’ agendas to achieve patient autonomy and empowerment. 

Six core functions or goals in a patient-centred clinical interview are also listed to 

guide doctors’ practice: (1) fostering the relationship, (2) gathering information, (3) 

providing information, (4) making decisions, (5) responding to emotions, and (6) 

enabling disease- and treatment-related behaviour (Barry & Edgman-Levitan, 

2012). This is indicative of stepping away from the traditional doctor-

centred/disease-treating interview procedure where relation fostering and emotion 

responding are excluded. In the preliminary study, however, doctors were only 

recorded to have practised a few of the listed steps, which were gathering 

information, providing information, making decisions and enabling treatment-

related behaviour. Fostering relationship and responding to emotions were almost 

non-existent in daily practice. The MIs were seen to behave in a similar manner 

because they were supposed to be “impartial” and “just translate and do nothing 

else”, as mentioned by an interpreter and agreed with by others in the interview. 
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What can be done to raise the awareness of patient-centredness and change the 

behaviours?     

1.3.2 Cultural differences in communication 

Cultural differences in communication is a significant factor to consider to avoid 

misunderstandings or snap judgements especially in the analysis of mediated 

interactions. Patient-centredness is arguably harder to achieve in an interpreter-

mediated consultation as there are more participants with different cultural 

backgrounds. To understand the concept better, this section discusses the major 

theoretical underpinnings for cross-cultural communication, such as Hall’s theory 

of high/low context cultures (1989), complemented with Lewis’s (2005) cultural 

categories of communication. Empirical studies that compare the cultural 

differences in communication among Chinese, Korean, Japanese, Indian, Thai and 

American cultures also shed light on the interpretation of the data in this study (e.g., 

Kim et al., 1998; Nishimura et al., 2008).  

Hall (1989) defines culture as a sum of the way of life of a people, i.e., their 

behavioural patterns, beliefs, and material things, etc.; context is the information 

that intricately surrounds an event. The high- and low- context categorisation is a 

way to depict and understand the differences in communication style and various 

societal factors. High-context (HC) cultures feature close human relationships, 

well-structured social hierarchy and strong behavioural norms whereas low-

context (LC) cultures usually have meanings explicitly stated in communication 

and unclear ideas are expected to be explained (Kim et al., 1998). In other words, 

in HC cultures, the listener is expected to read between the lines and interpret the 
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unsaid according to the context and his or her background knowledge (Nishimura 

et al., 2008). People adopt a comparatively linear turn-taking manner by which the 

speaker seldom gets interrupted, and communication relies greatly on the physical 

context or internalised in the person, as well as the nonverbal aspects of 

communication (Hall, 1989). A continuum or spectrum with HC and LC cultures 

on the two ends is identified based on observation and surveys (Hall & Hall, 1990): 

Japan, Arabic countries and some Latin American countries are regarded as HC 

cultures that information is embedded within physical acts and nonverbal 

behaviours such as avoiding eye contact or the shrug of a shoulder, while Germany, 

the United States and Scandinavia are thought to have LC cultures. Although the 

languages covered in this study such as Chinese, Japanese, Koreans, Indian, 

Pakistani, Thai are all considered to have HC cultures, they are on different 

positions on the spectrum and there are also differences among each individual 

language. In addition, culture context can shift towards either end of the spectrum 

due to factors like globalisation or political, societal movements (Nishimura et al., 

2008).  

Although the concept of HC and LC cultures usually analyses groups characterised 

by language use or region or nationality, it can also be used to describe cultures in 

various settings such as science, law courts, and workplace. Hall (1989) mentions 

that physicians or chemists tend to have LC cultures because their academic 

training and knowledge mandate them to include less context for each event they 

describe, whereas scientists working with living systems tend to have HC cultures 

because there are a great number of variables that impact the subjects or 
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phenomena they study. Medical professionals in Hong Kong’s public hospitals are 

trained mostly in traditional Western Medicine that also shapes their culture to be 

low-context and explicitly fact-based. However, patients can come from either LC 

or HC cultures, and on average, the EM patients in Hong Kong are from HC 

cultures. Therefore, despite the increasing emphasis on compassion in healthcare, 

it is still challenging to make the transition from disease-centred to patient-centred. 

Therefore, the medical interpreter’s roles are key to understand and bridge the 

cultural gap.   

The Lewis Model of Cross-Cultural Communication (2005) classifies cultural 

norms as 1) Linear-active, 2) Multi-active and 3) Re-active. Broadly speaking, 1) 

linear-active cultures are calm, factual and decisive planners who tend to do things 

sequentially, they are direct and prefer talking and listening in similar proportions. 

2) Multi-actives are warm, emotional and impulsive who like to multitask, they 

talk in an animated manner and are not afraid to interrupt. 3) Re-actives tend to 

listen first and prefer not to speak explicitly about their own opinions, they avoid 

confrontation and prefer solidarity and harmony. Figure 1-2 presents country 

examples of the three types of communication styles. It reveals how Hong Kong, 

China, Japan, Korea, India, Vietnam differ from each other subtly in 

communication styles even though they all belong to the category of HC cultures 

and share a lot of commonplace in the value systems. Hong Kong is the most 

straightforward and factual, and India has the most passionate, animated group of 

speakers who are used to overlaps in conversation, whereas Vietnam is the most 

silent and modest listener.  
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Figure 1-2 Cultural categories of communication (Lewis, 2005, p.89) 

 

However, cultures can also be put into a value/communication dilemma such as 

shown in Figure 1-3 (Lewis, 2005; Nishimura et al., 2008). Finnish culture is 

regarded as having the Asian’s communication style but the Western European’s 

value systems. MIs and Cantonese doctors can be put in such a conflicted dilemma, 

as well, where their cultural or professional values and communication styles may 

not align with each other. Therefore, when most of the current literature or training 

is designed for mono-cultural settings or for western cultures and values, how can 

the goal of patient-centredness be achieved in communication and what should be 

the role and style of MI’s communication in multi-cultural settings?  
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Figure 1-3 Values/communication dilemma (Lewis, 2005, p.68) 

 

There are other widely used and highly regarded frameworks such as Hofstede’s 

(2005) six dimensions of cultural differences, including power distance, 

individualism vs. collectivism, uncertainty avoidance, and masculinity vs. 

femininity, long-term orientation vs. short-term orientation, and indulgence vs. 

restraint. Even though all categorisations on cultural differences are mostly 

generalisation if not stereotypes, and cannot be used to predict individual 

behaviours or communication styles, these frameworks are consistent with one 

another and can help unpack some of the intricacies in cross-cultural 

communication and raise cultural awareness. Therefore, specific cases need to be 
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broken down and investigated with contexts and details in order to understand the 

phenomenon thoroughly. 

1.3.3 Gender differences in communication 

Interpreters, especially medical interpreters, in Hong Kong are predominately 

females, this phenomenon is also supported by the gender ratio of the training 

courses and examinations in this study (23 females to 3 males). There are deep 

socioeconomic and socio-cultural reasons for this female-dominant phenomenon. 

First, the current pay level for medical interpreters in the region (around $14 USD 

per hour) does not make it an ideal option for a full-time occupation. Therefore, 

practitioners are primarily housewives and people who are in between jobs. In 

addition, the most requested services for medical interpreters are mainly from the 

obstetrics and gynaecology or related medical departments in Hong Kong’s public 

hospitals. So female interpreters are preferred over males for those medical 

consultations. Noticeable differences in communicative style between male and 

female participants were observed in this study. These are primarily linguistic 

features associated with the different gender styles and were reflected vividly in 

the data collected by this study. 

As the two primary types: the masculine and feminine styles have notably 

distinctive features. Masculine style is characterised by “assertiveness, 

competitiveness or directivity, reflected in discourse as interruptions, verbal 

dominance or transgression of etiquette” (Singy & Guex, 2015, p. 169). Feminine 

style is more empathic, cooperative and conflict-averse where hedges, indirect 

questions or euphemisms are common and expected (ibid). The feminine 
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communicative style is, by nature, more prone to exhibiting empathic cues, such 

as backchannelling and synchronisation of emotions kinetically and vocally. The 

styles profoundly impact on how empathy is communicated to and perceived by 

interlocutors and observers. However, the dichotomy of these basic communicative 

styles is not without dispute, especially their patterns of display of nonverbal cues. 

Some view gender as a fixed biological categorisation in relation to communicative 

style and suggest that men tend to display dominance and women submission 

(Gormley, 2015). Others argue that the biological features of the two genders 

intertwine with social structure and local ecologies, causing differences between 

men and women that affect their prosocial behaviours (Eagly & Koenig, 2016). 

Socialisation processes and social expectations also play a crucial role in forming 

the communicative styles. If the expectations regarding the role of the medical 

interpreters become professionally empathic, then practitioners’ behaviours can 

also be socially affected and become more empathy-oriented. In other words, the 

socialisation takes place if and when medical interpreters or interpreters in general, 

are not depicted as a static translation hardware that is free from displaying any 

feelings or an institutional gatekeeper (Davidson 2000), but rather a responsibly 

caring party who can empower the patient through empathic communication and 

competent interpreting skills.   

Gender difference in language use and communicative styles, however, should not 

be understood in absolute terms. Therefore, it is worth noting that further studies 

are necessary to identify the gendered language distinction, not just because of the 

crucial role of MI in face-to-face encounters, but also the benefits of knowing how 
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different participants communicate in dialogue could contribute to having a 

smoother, cross-cultural and cross-gender interaction.  

 

1.4 Conclusion  

This chapter outlined the background and identified the key issues surrounding 

medical interpreting in Hong Kong. Several questions first emerged at a 

phenomenal level: How can compassion healthcare be realised in a multi-cultural 

environment? How do MIs react to and interact with various cultures in the 

consultation? What roles should medical interpreters play in such a context? To 

contextualise these questions with the cultural frameworks, the questions are then 

transformed as: how are the MI’s values and communicational styles represented 

in nonverbal behaviours or specifically, in conversation management and 

relationship building? The next chapter is going to discuss the key concepts such 

as empathy, medical interpreter’s active roles, nonverbal communication, and their 

connections, which further deliberated the research questions in details and put 

them in perspectives.   
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Chapter 2 Literature Review 

In this chapter, empathy as a complex theoretical construct is examined with 

particular focus on how it is embodied in humanity, its neuroscientific base, and 

its relationship with nonverbal communicative features. Its macro and micro 

conceptualisations are explored and applied in the contexts of interpreter-mediated 

communication. The medical interpreter’s role as an active participant and how 

nonverbal communicative elements impact the communicative process and the 

achievement of communicative goals are outlined. This study refers to the training 

and measurement of empathy in medical schools, and it explores how training and 

assessment of medical interpreters can be established, as well as outlining the 

challenges involved. Since gaps have been identified between most of the current 

practices of MI education and the advocacy of empathic, patient-centred 

communication, this study aims at proposing the incorporation of empathy in the 

practice and education of medical interpreting. More descriptions of the goals and 

their significance are summarised in the conclusion of this chapter, which also ties 

in with the outline of the remainder of the thesis. 

2.1. Medical interpreting and nonverbal communication  

An increasing number of studies prove that dialogue interpreting is an interactional 

communication activity that requires an interpreter’s active and controlled 

participation, which in turn affects the meaning-construction in the interaction. 

This is particularly true for healthcare interpreting in which dialogue interpreting 
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is the primary mode (Angelelli, 2003; Wadensjö, 2014). Education of MIs should, 

therefore, involve “managing the dynamics of interpersonal interaction, including 

issues of culture and unequal status, and the interpreter’s fraught position ‘in-

between’” (Pöchhacker, 2009, p. 137). It is implied that MIs are not merely 

translation machines or conduits who act impartially at all times. With these 

findings, common evaluation criteria for MIs such as accuracy and completeness 

are also put under scrutiny, although a consensus of what they mean and how they 

apply (if they do) in evaluating interpreting quality still demands broader and more 

in-depth discussion. The development of educational psychology and pedagogy 

leads to an expansion of components of MI training, adding to the mainstream 

curriculum modules such as note-taking, short-term memory, language proficiency 

and subject matter knowledge, among others. Interactional features in interpreting, 

for example, are an added component to note. Depending on the background and 

theoretical frameworks of the research, these features are referred to as 

interactional competence, communicative competence, etc. Elusive as this concept 

may be, the commonality is the “interactionality”, which has been examined by a 

handful of empirical research and theoretical discussions in community 

interpreting, especially in medical interpreting. An essential focus, when it comes 

to interaction or interactional competence/performance, 2  is nonverbal 

communication. While the term nonverbal communication is not clearly defined in 

most of the interpreting studies, research conducted in communication studies 

                                                 
2 The word “performance” used in this study is not related to theatrical acting. It refers to the 

expression or the behaviour as perceived by others. Therefore, the phrase “empathic performance” 

used in this study has no implication of empathy as fake or a put-up show.   
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seems to be more fruitful. Burgoon, Guerrero, and Floyd (2016) divide the term 

into two and make a distinction between communication, behaviour and 

information to focus on what can be called nonverbal communication so as to make 

nonverbal communication studies more manageable. They argue that not all 

nonverbal information is communicational (e.g. blond hair is a clue to one’s 

ancestry), and not all nonverbal behaviours are communicational (e.g. breathing 

regularly), but nonverbal communication is no doubt informative and behavioural. 

They adopt the approach of message orientation for the definition of nonverbal 

communication where communication includes behaviours that (1) are typically 

sent with intent, (2) are used with regularity among members of a given social 

community, society, or culture, (3) are typically interpreted as intentional, and (4) 

have consensually recognised meaning. (p. 24, ibid.) The above lexicon of 

nonverbal communication alone does not make communication meaningful, but 

the interactional context in which the lexicon is used between two or more parties 

does. The context serves as the “grammar” that enables the lexicon to take on 

specific meanings. Burgoon et al. (2016) sum it up: “although different 

communicators will bring various connotations and experience-shaped 

interpretations to a given behaviour, without some common ‘nonverbal vocabulary 

and grammar’, communication between people would be impossible” (p. 25). This 

is why in this study the observed empathy communicated nonverbally between the 

patient and doctor is analysed in the doctor–interpreter–patient interactional 

context, so as to understand the ‘lexicon’ in a specific grammar.  
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The other half of the term, nonverbal, also requires a more explicit definition. As 

its name suggests, it contains all the channels through which information is 

transmitted except for words (i.e., verbal). This study does not view the dichotomy 

of verbal and nonverbal communication as definitive, but as practical. It is a way 

to place focus on each aspect observed in the act of interpreting and communication 

in general. The application of this binary in this study in no way contests the idea 

that verbal and nonverbal components are intertwined in communication, or that 

they mutually affect each other. Instead, it acknowledges the roles that both verbal 

and nonverbal communication play in the communication process. This study 

simply chooses to address the less-studied area – i.e., the nonverbal behaviours – 

in interpreting studies so it can focus on and conceptualise a more in-depth 

understanding of the nonverbal components of the interpreter-mediated doctor-

patient communication process. 

Fernando Poyatos (1997a, 1997b, 2002) is among the first few scholars to attempt 

an interdisciplinary model of nonverbal communication in interpreting, with a 

rather comprehensive categorisation of nonverbal communication channels. Firstly, 

he proposes and continuously updates several frameworks that aim to 

comprehensively capture and evaluate all channels of communication (both verbal 

and nonverbal) in simultaneous and consecutive interpreting. Poyatos (2002) 

argues that the triple structure of language (verbal), paralanguage (nonverbal) and 

kinesics (nonverbal) is useful and divides all interactive (as opposed to 

noninteractive) signs into audible (verbal, paralinguistic and audible kinesics) and 

visual (i.e., kinesics, dermal reactions, chemical reactions, and proxemics) 
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elements. Based on Poyatos’s model, this study focuses on nonverbal, which 

includes paralanguage and kinesics. Poyatos defines the paralinguistic and the 

kinesic in a specific sense: “Paralinguistic is constituted by the nonverbal voice 

qualities (pitch, rhythm), voice modifiers (pharyngeal control, labial control, 

articulatory control), and independent sounds (clicks, hissing sounds, hesitation 

sounds, narial sounds) and silences with which, consciously or unconsciously, we 

support, emphasize or contradict the linguistic, kinesic and proxemic messages” 

(Poyatos, 1983, p. 138).  

Similarly, Burgoon et al. (2016, p. 25) classify nonverbal communication by “the 

human sense or senses they stimulate (e.g. the visual sense) and/or the carrier of 

the signal (e.g. the human body or artefacts)”, and they continue to argue that 

combinations of these channels of signals, which are nonverbal codes, form the 

structure of nonverbal communication. Although they can theoretically be divided 

into kinesics, vocalics, appearance, adornments, olfactics, haptics, proxemics, 

chronemics, and artefacts, these channels of signals work together or against each 

other to produce various meanings. Other perspectives (though not as exhaustive) 

examine paralinguistics and kinesics and their functions in communication. For 

example, Frank and Griffin (2014) identify three sub-channels (verbal, speech style, 

and tone) of information in the voice as important interactive tools. Among them, 

the two nonverbal sub-channels (paralinguistic channels) – tone and style – are 

regarded as having universally produced and recognised elements. They are 

defined as paralinguistic characteristics of the voice that can be directed outward 

toward others and thus affect interactions in some observable way. Examples were 
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given of (i) how paralinguistic characteristics such as dropping voice pitch and 

stretching the final word or syllable to signal the end of speech are essential in 

managing conversations, especially in managing turn-taking, (ii) how tone and 

style can mark interaction coordination (e.g. agreement and disagreement) between 

speakers, and (iii) how the main purpose of paralinguistic information is to directly 

provoke the behavioural reaction of others instead of expressing oneself (ibid.). 

Note that these features are not limited to a particular language but are applicable 

universally, which make them relevant to this study because multiple language-

pairs have been examined.  

 

 

Figure 2-1 The nonverbal communication discussed in this study 

 

This study adopts the general definition of nonverbal communication set up by 

Burgoon, Guerrero, and Floyd (2016), and the categorisation of nonverbal 
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components by Poyatos (2002), as illustrated in Figure 2-1. However, it is believed 

that communication is achieved by combining two or more of these components in 

ways agreed by a specific language community.  

Though termed differently, nonverbal components have been gaining attention in 

interpreting studies. For example, Clifford (2001, 2004) proposes a discursive 

model of interpreter competence (i.e., deixis, modality, and speech act). He also 

uses a psychometric approach (Clifford, 2005) to validate the testing of an 

interpreter’s intelligibility, informativeness and style, the three constructs 

stemming from Carroll’s (1966) framework for evaluating translation quality. In 

his framework, what relates to the interactionality is the “style” construct, in which 

delivery is an emphasis. In order to demonstrate good delivery, a person should 

have “good diction, speak at an appropriate speed, avoid hesitations and excessive 

self-corrections, and have a pleasing voice quality” (p. 109).  “Diction” refers more 

to word choice, clearly a verbal element, but the rest belongs to nonverbal 

communication. Jacobson (2009) defines two sets of MI interactional competence 

and presents a step-by-step approach for developing a test that evaluates the 

competence of interpreters working in US healthcare settings. It emphasises the 

importance of looking at contextualisation cues and discourse management 

grounded in concepts derived from interactional sociolinguistics and conversation 

analysis. Jacobson (ibid.) highlights the need for assessing competence in the 

appropriate transfer of contextualisation cues or paralinguistic features that signal 

meanings, examples of which include intonation contour, eye gaze, and body 

position. More recently, Krystallidou (2014) studied the gaze and body positioning 
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of both the interpreter and the doctor in the interpreter-mediated medical encounter 

during role-playing in a collaborative classroom that trained both interpreting 

students’ and medical students’ patient-centredness and nonverbal communication 

skills. Researchers either investigate one or a few particular nonverbal behaviours 

(e.g. Krystallidou, 2014) or look at both verbal and nonverbal components together 

– e.g. Davitti (2013) who objects to the binary of verbal and nonverbal and refers 

to them collectively as multimodal. A shared conclusion from these studies is that 

nonverbal behaviours play an instrumental part in the triadic, interpreter–mediated 

communication, and that nonverbal communication speaks to the active role of an 

interpreter in a way that is as vibrant and loud as verbal messages do. What is more, 

references to a patient-centred communication in MI training in relation to 

nonverbal communication have emerged (e.g. Krystallidou, 2014), though they are 

not prevalent. This study aims to explore further and in greater depth the crossover 

of medical interpreting and empathy as a core element of patient-centred 

communication. 

2.2. Empathy and interpersonal synchrony 

Empathy is the ability to understand or share others’ experiences and emotions. It 

is an innate ability that fulfils human beings’ social needs (Hojat, 2007). From 

psychology to education to neuroscience, research into empathy has gained 

momentum in recent decades across disciplines and has shed light on this otherwise 

vague and general term that most people use interchangeably with “sympathy” or 

“being kind to others”. Sympathy “ is a feeling of pity or concern from outside the 

patient’s position” (Silverman, Kurtz, & Draper, 2016, p. 140), while empathy is 
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putting oneself in another’s position. This section discusses the construct of 

empathy as an embodied mechanism in human beings and its connection with 

interpersonal synchrony. 

Italian neurophysiologist Rizzolatti and his team discovered mirror neurones in the 

1980s. These are found in the premotor and frontal cortex. They fire up upon seeing 

other people performing certain actions and initiate a series of neural activity that 

evokes the feeling associated with the action. For example, if one’s finger gets 

stuck in a closing door, parts of the brain that give off the feeling of pain will be 

activated. The same area may become activated as a result of the mirror neurones 

system (MNS) if one sees someone else’s finger get stuck in a slamming door; the 

ability to empathise is hence triggered, which is also called an inner imitation. 

However, the phenomenon of automatic mirroring had been observed long before 

mirror neurones were identified. Robinson (2015, p. 163) traces the history of such 

documentation and finds one of the earliest being the Carpenter Effect in the 

nineteenth century, in which it was stated that people had a tendency to mirror each 

other when they were in a conversation and the lag was never more than 300 

milliseconds. He (ibid.) also finds evidence from Sonnby-Borgström (2002, 

p. 433): gaps in automatic somatic reactions to facial stimuli between high-

empathy and low-empathy groups were related to the differences in emotional 

empathy, rather than the gaps in their conscious interpretation of the emotional 

situation. Usually, we can adopt others’ perspectives while differentiating “self” 

from “other” (Schulte-Rüther, Markowitsch, Fink, & Piefke, 2007). Humans 

usually do not get confused between self and other or mistake the empathy-initiated 
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feeling for our pain, because we simultaneously receive a feedback signal from our 

skin, the receptor which clarifies it is someone else’s finger that is getting hurt 

(Oberman & Ramachandran, 2007). It is not uncommon for some amputated 

patients to experience a relief of their phantom pain upon seeing another person’s 

limb being massaged, and a possible explanation is a confusion in the self-and-

other mapping (Wood & Stuart, 2009). Though imagining or observing alone can 

stimulate empathy, they are not as powerful as imitation in triggering brain activity 

in premotor areas (Carr, Iacoboni, Dubeau, Mazziotta, & Lenzi, 2003, p. 5947). 

Social psychology studies have found that imitation is a key facilitator of empathy; 

it is also a very standard and automatic response of empathy (Iacoboni, 2009). 

Iacoboni (2009) distinguishes two types of imitation: high-level MNS and low-

level MNS, the former of which is preceded by an understanding of the action, 

while the latter does not require a cognitive understanding of the action before 

replicating (e.g. baby’s mimicry of an adult’s mouth movement). A study that 

investigates unconscious imitation and people’s response to being imitated shows 

that imitation permeates our social life, albeit subtly and unnoticed, and we expect 

ourselves to be imitated by interlocutors because we desire to be empathised with 

(Baaren & Decety, 2009). Robinson (2015) suggests that automatic somatic 

mirroring works on a social-regulation level. Specifically, the affective stage of 

approval and disapproval are not only felt among us but imitated automatically. So, 

the approval or disapproval spreads like a contagious yawn. Gradually, it reinforces 

the behaviours that are approved and changes the ones that are disapproved. Hence, 

social norms are formed. On a much smaller scale of the medical interview, for 
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example, a patient whose concern does not receive empathy from the doctor or the 

interpreter may experience a sense of neglect and disapproval, which turns inward 

from disappointment and distrust to self-disapproval and gradually suppresses the 

action of disclosure or narration. This supports the need for empathy in the medical 

setting. A lack of empathy expression, or its suppression, is inhumane. Patients 

expect empathy from service providers (Hojat, 2007), and a lack of it disappoints 

them and discourages them from trusted medical professionals.  

A growing body of research is tapping into the process of interpersonal 

synchronisation in human interaction such as Embodied Simulation (ES) (De Bruin 

& Gallagher, 2012; Praszkier, 2016), intentional attunement (Gallese & Sinigaglia, 

2011), and brain-to-brain coupling (Praszkier, 2016). Among which, ES is 

commonly used for the subject based on a prominent theory driven by the discovery 

of MNS, the Simulation Theory (ST). ST was first accounted by Gallese & 

Goldman (1998), who suggested that MNS “serves the purpose of retrodicting the 

target mental states, moving backwards from the observed action” (ibid., p. 497). 

Therefore, it produces “a primitive version, or possibly a precursor in phylogeny, 

of a simulation heuristic that might underlie mind-reading” (ibid., p. 498). In ES, 

the “embodied” refers to body representation which plays a crucial role “as a 

distinctive class of mental representations by virtue of their format rather than their 

content” (Gallese & Sinigaglia, 2011, p. 513) and should be regarded as “the most 

promising for promoting an embodied approach to social cognition” (Goldman & 

de Vignemont, 2009, p. 155). Criticisms against ES argue that the connection 

between ES and mind-reading is not grounded empirically (Mahon & Caramazza, 
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2008; Spaulding, 2011). In response, Gallese & Sinigaglia (2011) clarifies that 

according to clinical neuropsychology, disadvantages in the representation of 

emotions physically can affect emotion experience and emotion identification and 

ES is helpful in mind-reading because bodily representation formats contribute to 

the understanding of others. Gallese & Sinigaglia (ibid) restated the distinctive 

feature of ES as “people reuse their own mental states or processes in functionally 

attributing them to others, where the extent and reliability of such reuse and 

functional attribution depend on the simulator's bodily resources and their being 

shared with the target's bodily resources” (ibid, p.518). 

2.3. Empathy as an attitude 

In psychotherapy, a client-centred therapy, or person-centred therapy, was 

developed by the influential American psychologist Carl Rogers in the 1940s and 

1950s. The non-directive talk-therapy gained popularity in the 1960s and 1970s in 

psychotherapy and counselling, but later underwent scrutiny in the late 1970s and 

1980s questioning its universal applicability (Elliott, Bohart, Watson, & Greenberg, 

2011). Nonetheless, it has broad applications in the treatment of psychological 

illnesses and brought about social change across the globe (Bozarth, 2009; Bozarth 

& Jerold, 1997; Decety & Ickes, 2011). The conceptualisation of empathy is one 

of the critical elements of the Rogerian client-centred theory. He considered 

empathy to be “(1) a central therapeutic construct rather than a precondition to 

other forms of treatment, (2) a therapist’s attitude toward and experiencing of the 

client rather than any particular therapist behaviour, (3) an interpersonal process 

ground in a nondirective attitude, and (4) a part of a whole attitude wherein the 
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experience of empathic understanding is intertwined with the therapist’s 

congruence and the experiencing of unconditional positive regard toward the client” 

(Bozarth & Jerold, 1997, p. 81). The Rogerian conceptualisation of empathy 

influenced and informed much research in years to come. 

Currently, the majority agree that empathy is the ability to put oneself in another’s 

place, which can be further dissected into emotional, moral, cognitive and 

behavioural dimensions (Neumann et al., 2012), or affective, cognitive and 

behavioural aspects (Bylund & Makoul, 2005). In the medical context, in particular, 

two primary dimensions are most commonly discussed: (a) cognitive empathy, 

which is the ability to understand the patient’s perspective and feelings, to confirm 

the understanding, and to act on the understanding to help the patient, and (b) 

affective empathy or emotional empathy, which is the ability to emotionally 

resonate with the patient (Mercer & Reynolds, 2002). Wiseman (2007) identifies 

four forms of empathy and suggests they are a way of developing empathy in 

nursing care: (1) empathy as an incident, (2) empathy as a way of knowing, (3) 

empathy as a process, and (4) empathy as a being. Means of investigating empathy 

in clinical settings are mixed in the service of different research purposes – for 

example, self-report by physicians or other medical professionals, perception 

survey by patients, observation analysis with either field observation or audio-

visual recording aids, electro-encephalography (EEG), magneto-encephalography 

(MEG) and brain imaging that probes parts of the brain that are related and respond 

to empathy. Regardless of the methods, these studies, especially longitudinal 

studies, could link empathy levels with healthcare outcomes. Some of these studies 
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suggest that medical service providers’ nonverbal behaviours can have significant 

interactional, social and psychological impacts on patients’ satisfaction and health 

outcomes. For instance, affiliative nonverbal behaviour, such as eye gaze and 

proximity of the doctor to the patient, is related to higher patient satisfaction (Mast, 

2007) and hence to a higher tendency of the patient to follow treatment instructions, 

thus generating better health outcomes. There are reciprocal influences between 

nonverbal behaviour, psychopathology, and therapeutic processes, as presented by 

Philippot et al. (2003), who argue that nonverbal behaviour not only reflects 

emotional experience but also acts as a diagnostic tool, an index of pathological 

process, and a regulator of emotion and interaction, and thus it can create and 

maintain the therapeutic relationship, which is as instrumental as medication in the 

patient’s recovery. Nonverbal cues given off by patients contain ample information 

that the doctor can use to make diagnosis and treatment decisions (Mast, 2007; 

Philippot et al., 2003). In some cases, nonverbal empathy is said to have carried 

more weight in the treatment and care of the patient than verbal information does. 

Hubbard, Cook, Tester, and Downs (2002) argue that the elderly with dementia 

conduct nonverbal behaviours in a meaningful way, which is at the same time a 

way of self-communication, and that they actively read nonverbal cues from other 

people. Thus, the role of nonverbal behaviour can be used by carers as a way to 

retain an elderly patient’s self-identity and enhance the quality of life and care 

(ibid.). Halpern (2012), a psychiatrist and researcher, summed up three aspects that 

work in synergy that lead to a more individualised and fuller understanding of the 

patient’s concern: curiosity about what in particular the patient is concerned about 
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and related cognitive empathy, nonverbal attunement, and associating to another’s 

associations to imagine the other’s experiences. 

The service provider’s empathy expressed nonverbally significantly affects the 

quality of medical service delivered. However, objections to therapeutic empathy 

often insist that having empathy in the clinical consultation can easily lead to 

burnouts and additional attachment for doctors; they meet hundreds of patients 

every day and therefore cannot afford to engage with everyone (Gibbons, 2011). 

What is more, they are concerned that empathy will prevent doctors from making 

a “correct” diagnosis. In response, the pro-empathy camp argues that such 

burntouts mean one is “not doing it right” (Agosta, 2014, p. 283) and that the 

appropriation of a “detached concern” is in denial of one’s emotion and natural 

reaction in communication (Decety, Smith, Norman, & Halpern, 2014; Halpern, 

2012). Halpern (2001) suggested that doctors should reflect more about their 

emotional responses and learn to use these responses skilfully, rather than struggle 

to detach from emotional responses and be influenced by them nonetheless.  

An interpreter-mediated medical encounter is no exception. It has, perhaps, a 

knottier situation in which the MI is bound by professional identity to strike a 

balance between being too personally involved and too detached as to appear 

unsympathetic. To be specific, an MI first identifies empathic opportunities from 

the patient (and the doctor), then analyses the emotions and intentions behind them 

before confirming and making decisions on how to express empathy in a 

responsible manner. Overt expression of empathy may blur the lines between the 

interpreter and the client, as well as bringing additional emotional attachment to 
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the interpreter, while an ignored empathy opportunity may leave the patient’s needs 

unattended. All decision-making happens in the blink of an eye, yet comes through 

in affective, cognitive and behavioural dimensions. Also, the nature of an MI’s job, 

rendering messages between doctor and patient as fully and accurately as possible, 

also directs the interpreter not only to acknowledge or respond to an empathy 

opportunity but to deliver it or transmit it in a way that the other party can 

empathise. This adds to the complexity of an MI’s communication of empathy, 

which is an understudied subject in interpreting studies in general. Apart from the 

beneficial outcomes for patients, clinical empathy may also contribute to the 

enhanced well-being of the physician. “High levels of practitioner empathy have 

been associated with decreased burnout, personal distress, depression and anxiety, 

along with increased life satisfaction and psychological well-being” (Decety, 

Smith, Norman, & Halpern, 2014, p. 233).  

2.4. Empathy measurement and training 

Training of empathy has been an elusive and operationally difficult concept 

because of the challenge of measuring its effectiveness. Truax and Carkhuff (1967) 

published an influential book that proposed and reported effective ways of 

understanding, measuring and training empathy (and warmth and genuineness) in 

psychotherapy and counselling. Developing from Rogerian theory, they identified 

three “central therapeutic ingredients” of an effective relationship between the 

psychotherapist and the patient: genuineness, warmth and empathy. In other words, 

they argue that the therapist should (1) be authentically and genuinely willing to 

communicate, (2) have unconditionally positive regard for his client (or “non-
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possessive warmth”), and (3) experience and communicate empathy accurately for 

the client. Their elaboration of the term “accurate empathy” defined it as “more 

than just the ability of the therapist to sense the client or patient’s ‘private world’ 

as if it were his own” or “more than his ability to know what the client means”. It 

involves “both the therapist’s sensitivity to current feelings and his verbal facility 

to communicate this understanding in a language attuned to the client’s current 

feelings”. This study aims to expand this definition to include the nonverbal 

elements in the general understanding of the patient’s feelings during the 

communication process. They then went on to develop nine stages of measuring 

the accuracy of empathy in psychotherapy. But what is impressive about Truax and 

Carkhuff ‘s (1967) work is the verbatim account of the teacher-student classroom 

dialogues, which shows the teachers are conversing with students with genuineness, 

warmth and empathy. They believed that the training of an empathic, genuine and 

warm therapist is a whole-person education, which again reflects the Rogerian style 

of humanistic, non-directive communication. In their studies (ibid.), results showed 

higher effectiveness of counselling with students who received the training and 

performed better in this regard. In other words, they showed a positive relationship 

between the three qualities and psychotherapy effectiveness. 

The Accreditation Council for Graduate Medical Education and the Association of 

American Medical Colleges recently identified empathy as a compulsory 

component and a learning goal in medical education (Shapiro, 2012, p. 275). But 

despite the acknowledged importance of developing empathy in medical students, 

empirical evidence shows a decline of empathy in medical school (Hojat, 
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Mangione, & Nasca, 2004; Hojat, Vergare, & Maxwell, 2009). A key contributing 

factor to this problem, as summed up in the abstract of Coulehan and Williams’s 

(2001) work, is that “medical education favours an explicit commitment to 

traditional values of doctoring-empathy, compassion, and altruism among them – 

and a tacit commitment to behaviours grounded in an ethic of detachment, self-

interest, and objectivity”. Besides, maintaining a physician’s empathy for the 

longer term and preventing its erosion over the course a doctor’s career is also a 

struggle. A recent study in China found that student nurses demonstrated a 

significantly higher level of empathy than did practising nurses (Guan, Jin, & Qian, 

2012). With that said, it may not be uncommon to come across less-than-ideal, 

unempathic medical professionals in our medical visits. It may become the norm 

for many in-house MIs who interact with medical practitioners daily. How do they 

handle the various levels of empathy perceived in medical professionals in the 

process of interpreting? Is there any training in place to prepare them for it?     

2.4.1. Empathy in MI education: status quo 

A few existing medical interpreter training programmes include the development 

of interpreter empathy or empathic communication as a goal, but they are rare. For 

instance, the two certification choices for nationally certified MIs in the US, the 

Certification Commission for Healthcare Interpreters (CCHI) and the National 

Board for Certified Medical Interpreters (NBCMI), both require the completion of 

a 40-hour training programme in addition to fieldwork experience. Among the 

many recognised MI training programmes, only one clearly states empathy in the 
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syllabus, as in “listening skills and empathy” (MITS, 2016). 3  In the UK, all 

registered public service interpreters in legal and medical settings must earn the 

Diploma of Public Service Interpreter (DPSI), for which Band A (highest level of 

performance) interpreters are supposed to meet the following requirement:  

… interprets clearly and smoothly, reflects tone, emotion and non-verbal signs 

appropriate to situation, displays a courteous and confident manner, remains 

unobtrusive and impartial, handles intercultural references correctly, displays 

good management strategies intervening appropriately and only when 

necessary to clarify or ask for repetition or to prevent breakdown of 

communication. (IoL International Trust, 2017, p. 14) 

Although the word “empathy” is not mentioned here, descriptions such as “reflects 

tone, emotion and non-verbal signs” imply the requirement for empathic 

communication, especially when expressed nonverbally.  

But how should empathy be trained and assessed in MI programmes? In addition 

to the above-mentioned obstacles experienced by medical schools, extra challenges 

would emerge from the mode and length of training, because most vocational MI 

training programmes are short-term based and are usually required to fulfil the 

immediate needs of the interpreting industry these days. At the same time, there 

has been a surge in demand for medical interpreting services for languages that 

were previously perceived as marginal in the host countries and had usually been 

dealt with on an ad hoc basis because there are no established college-level 

                                                 
3  https://medicalinterpretingtrainingschool.com/medical-interpretation/ 
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programmes for such languages of these minorities (Angelelli, 2006). In Hong 

Kong, for example, it has been reported by LMC, the interpreter agency surveyed 

in the preliminary study, that the language combinations most needed are English 

and South/South-east Asian languages because of the growing resident population 

of these ethnic communities in the city. But these languages are not taught at local 

universities. Therefore, training of MIs exists only in the form of non-degree short 

courses, with candidates being immigrants or heritage speakers. Even in developed 

markets where the profession of MI has been established for a longer period, new 

language combinations emerge every day because of globalisation and migration. 

The United States, for example, has a high demand for English-speaking linguists 

competent in Arabic, Farsi, Pashto, Urdu and other Asian or Middle Eastern 

languages to serve in the global security arena (Sawyer, 2006). But the lack of 

qualified MI trainers with the same language combination has left training courses 

no option but to use English as the medium of instruction, with few tools to assess 

the candidates. For instance, Hale and Ozolins (2014) conducted a short 

preparatory course to prepare bilinguals who speak languages of limited diffusion 

in Australia for the National Accreditation Authority for Translators and 

Interpreters (NAATI) test. But the study concludes that short courses such as the 

one conducted with English as the medium of instruction may not be as helpful as 

desired in building interpreting skills and that the pathway in which these groups 

of bilinguals become professional interpreters needs to be re-examined. On the 

other hand, most short-term MI courses are conducted with methods and materials 

that target postgraduate or undergraduate candidates who are usually motivated 
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students aged between 18 and 25 (Hale and Ozolins, 2014). Younger, educated 

students have usually gone through an aptitude test before college admission, 

which proves their suitability for the course. They are then given the necessary 

time and resources to pick up and master their skills in a period of three or four 

years. This differs from the situation faced by the MI profession in many places 

around the world, where community interpreters are still striving for 

professionalisation, often “in the absence of sustained institutional demand and the 

face of widespread ad hoc interpreting by untrained volunteers” (Pöchhacker, 2009, 

p. 137). However, while clearly identifying the inadequacies of short courses in 

enhancing skills such as interpreting, which typically takes time and practice, we 

have to acknowledge the prevalence of such programmes across the world and 

explore innovative and effective ways of training with more supportive and 

sustainable professional development for these MIs, so we do not push groups of 

ethnic minority bilinguals away from proper training and into unprofessional 

malpractice. Many LLD interpreters know the patient’s cultural background and 

have similar life experiences, such as migration from the home country to a more 

developed region. They identify with the patient’s stories quickly and know where 

their narrations come from. But this is a double-edged sword. If left untrained, 

easily triggered empathy may jeopardise both the MI’s performance and 

communication. It may produce unwanted burnouts for the empathiser, as 

suggested by previously cited objections. So, the key question here is: How can 

empathy be trained for MIs? A social constructivist approach to translation 

education proposed by Kiraly (2000) suggests that trainers or instructors of 
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translator should not be teaching or giving correct equivalents from one language 

to another, but rather be guiding students towards raising awareness in the factors 

embedded in specific communicative events by facilitating with authentic, 

scaffolded learning activities that enable contacts with professionals first-hand, and 

guiding in building individually adapted tools and cognitive skills to solve 

translation or interpreting problems in the future after they graduate so that they 

can be independent of the instructors’ model answers. (Kiraly, 2000).  

Advocacy for experiential learning with scaffolding is not uncommon among 

translator and interpreter pedagogy (e.g. Anderman & Rogers, 2003; Bansal, 

Swann, & Smithson, 2014; Marschark, 2005; Matthews & Ardemagni, 2013; 

Mikkleson & Solow, 2002; Robinson, 2005), hence the wide use of role-play in 

classrooms. One of its biggest benefits is the role-plays enable student learners to 

communicate and negotiate with fellow students and more experienced others 

which allow them to gain a sense of correctness, appropriateness and accuracy that 

is tied to our social experience and the language we use and share (Kiraly, 2000). 

But this also reveals the limitation of role-playing: the correctness, appropriateness 

and accuracy obtained depends on the role-play partner. No matter how much one 

role-plays with classmates, it often still feels different to work with a real client. 

The professions of clients differ greatly from that of the interpreter, and they have 

a knowledge schema with which interpreters, or any layman from outside the 

industry, will find challenging to empathise. The difference permeates 

communication – both verbal and nonverbal. Through practice and preparation, 

one may learn the terminology and subject knowledge, but without actual 
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interactions with the specialist, one may not be able to experience the nonverbal 

language with which the expert ‘speaks’, comprising the whole package that comes 

out naturally when speaking about their speciality. What is more, other factors, 

such as differences in the physical setting (the setup, noise, lighting, odour, 

spaciousness, etc.), also affect empathisation and, in turn, communication. 

Therefore, in the case of MI training, involving real medical professionals in role-

plays would be an effective way to enable student interpreters to acquire a feel for 

the real world of verbal and nonverbal “medicalese” while giving medical 

professionals a taste of working with interpreters. It also allows students to gain 

feedback from the service users immediately and directly, which would help 

develop communication, interpreting, and empathy skills. It is the middle-ground 

between a pure peer-role-play and a real-life practice.  

2.4.2. Empathy in MI education: what needs to be investigated 

Empathy education is in its infancy for MI training, and there are insufficient 

empirical findings or practical recommendations for an MI programme to involve 

empathy development in its syllabus. Even in clinical education, there exists the 

problem of how to train empathy and how to maintain it throughout a practitioner’s 

career. The problem is not eased with LLD interpreters, but I am arguing that 

empathy can be a powerful tool that makes up for the less-than-satisfactory 

interpreting skills and training resources among LLD MIs. It will be an edge to 

healthcare communication and a catalyser in skill development, instead of yet 

another learning burden for novice interpreters. Therefore, a constructive social 

approach is adopted in this study when training MI empathy, which advocates 
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interaction with medical professionals, group feedback exchange, open discussion 

and self-reflection so as to facilitate the development of affective empathy. In 

addition, the cognitive and behavioural dimensions of empathy expression, 

especially by nonverbal means, maybe trained through guided group observation 

and analysis among students in class with video recordings of mediated medical 

consultation. Experience, feedback and self-reflection from interactions with the 

medical profession will also contribute to cognitive and behavioural empathy 

expression. Indeed, it is important to explore further how to guide students and the 

effectiveness of this approach. However, as a three-year PhD project, this study 

will not be able to fulfil the goal of exploring the efficacy of a pedagogical method 

of empathy without a longitudinal study of a larger scale. Thus, this study starts 

small, focusing on analysing how MIs express empathy with medical professionals 

in a simulated medical consultation at the end of training that employs a 

constructive social approach. Another objective of the study is to unveil a possible 

correlation, if there is any, between this empathy expression and MIs’ individual 

characteristics and nonverbal sensitivity.  
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Figure 2-2 The interplay among MI, Empathy and NVB 

 

2.5. Research questions  

As summarised in Figure 2-2, the interplay among empathy, medical interpreting 

and nonverbal communication is complicated. More and more emphasis has been 

placed on the importance of empathy in medical communication training. However, 

the training and assessment of empathy in medical interpreting remain largely 

unknown, both theoretically and empirically. Despite the proliferation of research 

in the field of medicine, psychotherapy and counselling, the focus is still on two-

party communication (i.e., the doctor and patient). In mediated medical interviews 

there are three parties, with the interpreter as a critical link, and whose tasks are 

basically about comprehension and imitation. So, by studying video recorded 

medical interpreter role-play assessments, this study aims to explore the following 

questions: 
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1) How do medical interpreters communicate empathy, if any, for and to the 

patient? In other words, how is empathy constructed in an interpreter-mediated 

medical encounter? What are the differences in the interpreters’ performance under 

different scenarios impinging on the communication process? 

2) How do the other medical interview participants (doctor and patient) and 

observers (video observers) perceive the empathic performance of the interpreters? 

Is there any discrepancy? Why?  

3) How do the influencing factors affect empathic communication, such as 

nonverbal sensitivity, personal traits, the attitude of empathy, context of empathy 

communication, and language and interpreting skills? Also, empathetically, how 

do the interpreter’s emotional states and cognitive burden (medical terminology, 

language and interpreting skills), and the other speakers’ (the doctor and patient) 

actions and reactions towards the interpreter affect their demonstration of empathy?  

2.6. Objectives and significance 

Earlier research into empathy has established that it is an innate ability that 

distinguishes humans from other animals, and it is related to the mirror neurone 

system in our brain. Imitation, often expressed nonverbally, can significantly 

enhance one’s empathic response. Empathic communication in medical encounters 

is therefore crucial for both doctor and patient, and being empathically attuned to 

nonverbal communicative expressions is particularly critical to understanding each 

other and ensuring the quality of healthcare. In the words of the well-known 

neurologist Vilayanur S. Ramachandran (2009, p.313): 
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All that’s separating you from him, from the other person, is your skin 

[receptors]. Remove the skin; you experience that person’s touch in your 

mind. You’ve dissolved the barrier between you and other human beings. 

And this, of course, is the basis of much of Eastern philosophy. You are, in 

fact, connected not just via Facebook and the Internet, you’re actually quite 

literally connected by your neurones. And there is a whole chain of 

neurones around this room, talking to each other. And there is no real 

distinctiveness of your consciousness from somebody else’s consciousness. 

Nonverbal expression of empathy should not be neglected in the practice or the 

study of patient-centred communication. As a facilitator of healthcare 

communication, MI’s ability to conduct empathic communication becomes a need, 

not a desire. In areas where LLD interpreters are required, empathic training for 

MIs may become a cost-efficient way to enhance patient satisfaction and 

communication effectiveness even when the MI’s interpreting skills are less than 

perfect. However, training and assessing empathy in interpreters is a less-studied 

subject in interpreting studies, and little is known about the components of an MI’s 

empathy or its related personality traits. Therefore, this study attempts to fill the 

gap.  

2.6.1. Objectives 

Role-play footage of a medical interpreting examination was examined to observe 

how MIs react to different scenarios and perform in a given context. The data was 

used to achieve the following objectives: (1) describe the process of empathic 

communication in the role-play during the examination, and (2) explore the 



 

56 

 

influencing factors of empathic communication, such as personality, nonverbal 

sensitivity, attitude and context. 

2.6.2. Significance  

This study used both textual and video recordings as its multimedia data, which 

allowed both verbal and nonverbal communicative elements to be studied in a more 

holistic manner. However, it is not an aim of this study to exhaust the list of 

empathic behaviours desired from an MI, nor will this study provide a 

measurement model or ready-made instrument that assesses empathy expression in 

nonverbal terms. It is beyond the purpose of this thesis to prescribe, on an 

operational level, what is the best practice of medical interpreting. More 

importantly, this thesis explores how to incorporate empathy in the training, testing, 

and development of professional norms in medical interpreting. It is believed that 

empathy can also empower interpreters and patients from ethnic minority 

communities to express themselves using their own languages and hence bring 

positive personal changes for interpreters in terms of personality and professional 

conduct, hence improving the healthcare system in the long run. These goals are 

undoubtedly far-reaching and radical, as we still have a long way to go before 

arriving at the methodological maturity or witnessing a broad acceptance by 

stakeholders. However, as with most research, this study is a process that must be 

started in order to know where and how it will end, and hence this is how the study 

will unfold in the coming chapters. 

Chapter 1 and 2 give an overview of the current understanding of clinical empathy 

and its relevance to medical interpreters’ roles and education, which serve as a 
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departure point for this study. Chapter 3 describes and justifies the methodology 

used in this study to seek answers to the above-mentioned research questions. 

Chapters 4 and 5 outline data analysis from two perspectives: turn-taking 

management and relationship management. Chapter 6 is the conclusion of this 

study. 
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Chapter 3 Methodology 

Chapter 1 and 2 have given the backdrop of this study and the theoretical 

knowledge on which this study was based. Key information includes the 

background against which the study was set, the provision and practice of MI 

services and the training and assessment of MIs in Hong Kong, for which I was 

involved as a research assistant in a preliminary field study that investigated the 

professionalisation of medical interpreters in Hong Kong.4 The driver for the study 

has also been stated in previous chapters which are formulated as the three research 

questions. Therefore, this chapter begins by introducing the governing principles 

for the method adopted and why they are suitable in approaching the research 

questions, followed by specifics on how the study is designed and why. The 

research strategy, the corresponding data collection and analysis methods are also 

reported.   

3.1. Philosophy of the research method 

The philosophy of the method dictates the research design, which includes how 

data is collected and analysed and, ultimately, how knowledge is obtained. In terms 

of philosophical traditions that guide research inquiries, there are many paradigms 

that hold different stances on ontology and epistemology, including, but not limited 

                                                 
4 The definition of the profession varies. Here, the establishment of the interpreter agency HKTS, 

which first employed the term “medical interpreter” in Hong Kong, is regarded as the defining 

event for the convenience of discussion. Despite the long history of using interpreters to facilitate 

medical consultations in Hong Kong (e.g. judiciary-registered interpreters, ad hoc interpreters, 

friends and family, paramedics), the MI as a ‘profession’ only came into being in 2008, 

earmarked by the establishment of Hong Kong Translingual Services by the Lady MacLehose 

Centre (LMC), the sole government-authorised agency that trains a team of multilingual medical 

interpreters and refers them to public hospitals.  
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to, positivism, post-positivism, empiricism, phenomenology, constructivism and 

critical theory. Howell (2013) constructs a comprehensive typology of these 

paradigms. Positivism holds that the world has one reality and it can be understood 

entirely and studied as a stable object, and that the researcher and the researched 

are separate. An objective point of view can be achieved by isolating different 

variables without interfering with the researched. This is typical in experimental 

scientific research. Post-positivism holds that reality can only be understood partly 

and imperfectly, and it does not deny the relationship between the researcher and 

the researched, which is also broadly adopted by experimental scientific research. 

In social science, however, phenomenology (including general critical theory, 

constructivism and participatory theories) is more commonly used, with Husserl 

(transcendental phenomenology), Heidegger (hermeneutic phenomenology) and 

Merleau-Ponty (inalienable presence) as the primary schools of thought. 

Phenomenology indicates that reality is formulated by our mind, but it divides the 

subjective and physical worlds, as well as direct and indirect knowledge. 

Phenomenology comprehends an entity in an uncertain changing world with 

numerous, varied, unclear variables to ensure an in-depth understanding. To 

emphasise the validity of a situation, rather than reliability or experiment repetition, 

we need to use paradigms of inquiry based on phenomenological approaches that 

identify the links between subjectivity and objectivity in an explanation of human 

behaviour (ibid.).  

Empathy, including its neuroscientific side, is a complex, humanistic subject 

(Hojat, 2007). Knowledge of it can be acquired only indirectly, and the researcher’s 
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subjective, percipient ability will inevitably have an effect on the analysis. 

Empathy, or being empathic, can be a state of living, but when put in the context 

of a medical communication event or any other micro communication encounter, 

it is a dynamic process which forms the focus of this study. Phenomenology, 

especially hermeneutic phenomenology, concentrates on uncovering and clarifying 

what may be considered trivial elements of human communication (ibid.). Bearing 

in mind that all acts of communication are inevitably coloured by not only the 

actors’ personal and idiosyncratic interpretations, but also the viewers’ (Kiraly, 

2000, p. 5), this study adopts the constructivist phenomenological approach by 

looking at the empathic communication process as an entity that is continuously 

interactive and changing depending on many variables. Rather than treating 

empathy as a stable object to study, it is approached as a lived experience from 

various reported and perceivable traces.   

3.2. Research strategies and design 

3.2.1. Research design 

This section discusses the rationale behind the design of the research with the aim 

to answer the research questions and introduces the actual measures conducted 

with specific timelines. Three sets of research questions are outlined in Chapter 2 

and they are summarised as the followings: (1) How is empathy constructed by the 

MI? (2) How is an MI’s empathy perceived by the other participants and by 

observers? (3) What are the internal and external influencing factors? To explore 

the rich details of how empathy is constructed in different scenarios, video-

recordings of multiple simulated events are made in controlled, scripted scenarios. 
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The script is carefully written to simulate authentic encounters and to control the 

number of variables so as to generate comparable datasets for analysis. The script 

is therefore comprised of both medicine-world and lifeworld messages posed to 

the interpreters to test their empathic reactions in various scenarios, which also 

provides a way to approach part of Research Question #3, the external influencing 

factors of an MI’s empathic performance. For the internal factors, multiple 

instruments are adopted to probe into the dispositional and cognitive aspects of 

MI’s empathic aptitude. The tools are written examination, MiniPONS and 

Interpersonal Reactivity Index, which will be introduced with details later in 

section 3.2.5. To approach Research Question #2, both the doctors and patients 

give each MI a score on site on their empathic performance right after the 

interaction. Then a group of randomly chosen observers were asked to give scores 

to each MI after watching the recordings of their performance. A raters’ workshop 

is held to give definitive and introductory information about the construct of 

empathy and the whole study to ensure consistency for the rating. The above 

rationale for approaching the research questions are summarised in the following 

figure: 
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Figure 3-1 Rationale behind the research design 

  

To produce the video recordings as planned, an intervention is carried out 

beforehand that trains the targeted MIs on empathic medical interpreting, followed 

by a simulated oral examination for each MI and is video-recorded. Activities 

conducted before, during and after the training are illustrated below:  
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Figure 3-2 Research design 

3.2.2. Intervention 

Starting from October 2015, two pre-training surveys (i.e., MiniPONS and 

Interpersonal Reactivity Index) on medical interpreter trainees’ nonverbal 

sensitivity and dispositional characteristics were administered to find out how these 

factors related to empathy. This was followed by a 48-hour training course for 

medical interpreting (hereinafter referred to as “the Course”) over a period of eight 

weeks. The Course consisted of three modules: (1) 24 hours of medical knowledge 

and terminology taught by an experienced health promotion specialist who is also 

a Nepali interpreter with over three years’ experience, (2) 42 hours of dialogue 

interpreting skills (listening comprehension, note-taking, delivery, etc.) and 

switching medical terms and phrases between high and low registers, and (3) 6 

hours of intervention on empathy, nonverbal communication and patient-centred 
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communication. After the training, the student interpreters were asked to take 

written and oral examinations. Their written examination results were collected, 

and performance in the oral examination was recorded and rated immediately. In 

the subsequent months, their empathic performance in the video recordings was 

rated by different observers, and selected recordings were sent to language 

consultants for verbatim transcription. Details of each component in Table 3-1 are 

as follows: 

 

Table 3-1 Research design 

Period Before the 

training 

During the 

training 

(Intervention) 

After the training 

(Examination) 

Activity Nonverbal 

sensitivity test 

(MiniPONS) 

Intervention (a 

three-hour 

empathy 

workshop with 

role-plays) 

Written exam (with questions 

on empathy) 

Dispositional 

traits related to 

empathy 

(Interpersonal 

Intervention 

(three-hour 

role-plays with 

real medical 

professionals 

Oral exam (role-

plays, video 

recorded) 

Empathy 

ratings 

(participant 

ratings + 
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Period Before the 

training 

During the 

training 

(Intervention) 

After the training 

(Examination) 

Reactivity 

Index) 

and experienced 

medical 

interpreters, 

with feedback) 

observer 

ratings) 

Purpose Getting data on 

two factors that 

may affect 

empathy 

communication 

Communicating 

the importance 

of patient-

centred 

communication, 

empathy, and 

sensitising 

nonverbal 

communication 

(1) Cognitive 

understanding of 

empathy in 

medical 

interpreting 

(2) Multimodal data 

of empathy 

communication 

Perceptions 

of empathy 

 

Two special workshops were incorporated into the Course (the “intervention”). 

One was dedicated to empathy and empathic communication, while the other 

stressed the importance and rationale of patient-centred communication and 

sensitised the trainees to nonverbal communicative cues. These workshops were 
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added to a 48-hour medical interpreter training programme using the textbook 

Introduction to Healthcare for Interpreters and Translators by Crezee (2013). 

Unscripted role-plays with participants improvising based on a given topic and 

terminology were the main form of teaching in these two workshops. The 

intervention clearly recognised that it was not possible to produce a class of 

empathic MIs overnight. The goal was to raise awareness of the importance of such 

an approach to communication and to create opportunities for the trainees to 

experience first-hand the effects of empathy and nonverbal cues. With that said, 

role-plays with real practitioners and with various given scenarios were chosen as 

the primary method of teaching, adding to lots of open questions for group 

discussions.  

This approach is suitable for adult learners, as studies of adult learning pointed out 

the importance of having a learner-centred classroom that takes into account adults’ 

complex and rich schemata by empowering students to “be in better control of their 

own cognitive processes and classroom behaviours” (Leaver & Shekhtman, 2002, 

p. 17). It is also suggested that the teacher-student interactions change from a 

master-apprentice approach to a near-peers approach (ibid.). Students on short 

medical-interpreting courses are mostly adults in their 30s or above and are trained 

in one profession or another. Their way of thinking allows them to perceive and 

analyse problems in an abstract way. Therefore, by presenting scenarios and 

discussing the problems in a peer-like atmosphere, the teacher and the students not 

only engage with each other but also allow the learning to take place naturally and 

effectively. In the same vein, adult learners are better candidates for reflexive 
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learning than children, thanks to their rich schemata. Traditional ‘non-reflexive’ 

forms of learning tend to prioritise theory over practice, or performance criteria 

over skill, and they are mostly individualised and rely on psychological 

conceptions of learning, favouring non-reflective didactic modes of teaching and 

learning, and organising teaching around a linear approach to learning (Dyke, 

2009). In contrast, reflexive learning is a useful device in lifelong learning, where 

‘helping’ is not as effective (Cook, 2008; Dyke, 2009). The cultivation of 

reflexivity in MIs should be taken into consideration in the classroom and in the 

evaluation of their skill sets and growth. Some learners are late bloomers who may 

not perform as well as the others in the assessment exercises at the early stage, but 

they show traces of strong reflexivity and are very likely to catch up and even 

outperform those who refuse to learn on the job. ‘Reflexivity’ therefore also guides 

this study, the framework of which is continually changing based on findings from 

the previous stage in addition to reflections on the research practice.   

When designing the Course, the approach of ‘experiential learning’ was adopted, 

prioritising first-hand experience in learning with the underlying principle that 

“human learning is a combination of processes whereby whole persons construct 

experiences of situations and transform them into knowledge, skills, attitudes, 

beliefs, values, emotions and the senses, and integrate the outcomes into their own 

biographies” (Dyke, 2009, p. 290). This approach is adopted and advocated by 

educators in post-compulsory education and vocational training, with this concept 

of learning by ‘doing’ also resonating with some pedagogy of translator training. 

In his book Becoming a Translator, Robinson (2005) draws on a wide variety of 
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learning theory and Peirce’s instinct/experience/habit and 

abduction/induction/deduction triads, applying them to translation and translator 

training. He argues that “inductive experience remains the best teacher—far more 

effective than deduction, the use of rules and laws and abstract theories” (Robinson, 

2005, p. 229), and places great emphasis on hands-on exercises and practical 

experiences in learning, without which “students cannot be expected even to 

understand an entire deductive system of translation—not because they are 

students, but because they are human, and human beings learn through doing” 

(Robinson, 2005, p. 229). Dyke (2006, 2009) proposes an enabling framework of 

reflexive and experiential learning that emphasises learning in the company of 

others, the approach to knowledge, the importance of learning by doing and the 

role of reflection. It is a sociologically orientated approach in which the “others” 

refer to interactions with the surroundings and the social context as an element of 

reflexive learning. More specifically, it suggests that how people speak and interact, 

as well as shared practices, shapes our perceptions and interpretation, and thus 

learning cannot happen in a vacuum. This resonates with the activity of 

“interpreting as interaction” – the key concept of Wadensjö’s work (1998). 

Therefore, involving medical professionals or medical students in the learning 

process is instrumental to achieving authenticity. During the interaction, scripted 

dialogues have been eliminated to allow natural interactions to occur, which can 

then be counted as experiential learning. 

Apart from that, I argue that “others” can refer to a more competent participant(s) 

in the interaction that helps accelerate the learning process. This is derived from 
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the zone of proximal development (ZPD), a theory first proposed by the Soviet 

psychologist Vygotsky in the final years of his life. It suggests that “in an 

interaction between a more competent person and a less competent person on a 

task, the less competent person becomes independently proficient at what was 

initially a jointly-accomplished task” (Chaiklin, 2003, p. 2). Psychologists and 

educators continued to develop this concept, which led to numerous applications 

in developmental psychology and education. ZPD provides a solution regarding 

the monolingual MI training for LLD interpreters. Experienced MIs of LLDs can 

be introduced to the classroom and practise with medical interpreter trainees in 

role-plays or in preparation of an individual assignment (a common task) to provide 

answers to language-specific inquiries and set an experiential/first-hand exemplar 

for the student interpreters. Reflexive and experiential learning are connected and 

both auxiliary in current learning, as Dyke (2009) stated that because knowledge 

is created and constructed in a social context, experiential learning with an 

emphasis on the role of reflection and learning with others is an approach that 

acknowledges that and encourages people to critically interact with other forms of 

expertise, reflect on the received wisdom, test it out in practice and be open to the 

creation of knowledge.  

3.2.3. Strategies for data collection  

This study has adopted a mixed-methods approach to collect the data because it 

employed both observational and behavioural methods to comprehensively probe 

the possible internal and external influencing factors of the interpreter’s empathy 

performance. The details are as follows in Figure 3-1: 
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results) 

 Figure 3-3 Research approach 
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3.2.4. Sampling 

To maximise the number of participants, the study aimed to include all trainees 

involved in the training programme as a convenient sample. However, not all of 

them made it to the final assessment. Among the 39 registered participants of the 

training course, 26 attended more than 80% of all training sessions and took the 

examinations. The rest either dropped out at an early stage or failed to attend the 

examinations.   

 

Figure 3-4 Number of examination participants by language 
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Figure 3-5 Age distribution of participants 

 

Three language groups were selected for case analysis: Urdu, Korean and Japanese. 

Urdu and Korean were selected for two reasons: (1) They were the languages in 

highest demand for the medical interpretation service in public hospitals in Hong 

Kong, and (2) Urdu-speaking participants accounted for one-third of the total 

population of examination attendees, the analysis of which would generate a more 

representative picture of this ethnic group of MIs and most MIs in Hong Kong. In 

addition, Japanese was also selected in the representation of the language 

combination (Japanese and Cantonese) and the ethnicity of the MI subjects 

(Chinese-born and raised in Hong Kong). All MI trainees were non-locals who 

immigrated to Hong Kong from their home countries, with the exception of three 

trainees: two Japanese-speaking MIs and one French-speaking MI. Cantonese is 

the native tongue of almost all doctors across public hospitals in Hong Kong. 

Therefore, when a Cantonese-speaking MI is in service, the doctor will most 

certainly speak Cantonese, based on the field observation in the preliminary study. 

Therefore, before the assessment, MIs were given the choice of their preferred 

language combination – one that they believed they would most likely use in real 
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medical settings. The Japanese MIs chose Cantonese and Japanese, while the 

French MI chose English and French because she was “more comfortable and 

familiar with the medical terminology in English than in Cantonese”. Most of the 

medical professionals who took part in our oral examination and played the role of 

the doctor were all Cantonese. An in-depth analysis of the Japanese MI cases has 

shed light on a niche event in which the doctor speaks in their mother tongue as 

opposed to a foreign language, and the MI shares the ethnicity and cultural 

background of the doctor rather than the patient. These may or may not factor into 

how empathy is expressed and communicated by and among the doctor, the MI 

and the patient during the event. However, the significance of probing does not lie 

in an independent event, but also in its contrast to the majority of LLD MI events 

for a better understanding of the contributing factors of empathy in medical 

interpreting. 

After listening through all of the recordings, I included three out of ten Urdu MI 

cases in the case analyses, in which MI assessment scores in the oral exam were 

high, borderline and low, as representative of the three different levels of candidate 

performance. Among them was one male (and the only one from this language 

group) MI, to optimise the gender balance. Two female MIs from each of the 

Korean and the Japanese groups were included.  

In the role-play of the oral examination, the doctors were played by medical 

professionals with at least one year’s work experience in a public hospital in Hong 

Kong. Eight medical professionals took part in the role-plays in the oral 

examination. All of them are female native Cantonese speakers, with five of them 



 

74 

 

having experience working with LLD interpreters. The patients were played by 

existing MIs who had over two years’ interpreting experience in Hong Kong and 

were highly recommended by their peer interpreters.   

3.2.5. Instruments 

To generate data, four instruments were employed in the study: Interpersonal 

Reactivity Index (IRI), Profile of Nonverbal Sensitivity (MiniPONS), a written 

examination paper with questions on participants’ understanding of empathy and 

the interpreter’s role in medical communication, and a 10-minute role-play exam 

recorded by video cameras. Participant ratings and observer ratings of MI empathy 

were also collected. Below are introductions of the instruments adopted and the 

rationale for why they were chosen.  

3.2.5.1. Survey – Interpersonal Reactivity Index 

Davis’s (1980, 1983) Interpersonal Reactivity Index (IRI), a multi-dimensional 

measure of dispositional empathy, was administered to all subjects at the beginning 

of the training. Treating empathy as “a reaction to the observed experiences of 

another” (David, 1983, p. 114), the IRI is a four-construct (not exhaustive, but 

rather comprehensive) measure in the form of a 28-item self-report. The four 

constructs that the IRI measures are: perspective-taking (PT), empathic concern 

(EC), personal distress (PD) and fantasy (FS). The survey participants were asked 

to give a score (5-point Likert scale with 0 being “not at all” and 4 being “this 

describes me very well” on each statement and the total mean score for the 28 items 
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is 112. Below are examples of some of the questions in the survey related to each 

construct (see Appendix for the full survey): 

- Perspective Taking (PT) – the tendency to spontaneously adopt the 

psychological point of view of others 

e.g. #3. I sometimes find it difficult to see things from the "other guy's" 

point of view. 

- Fantasy (FS) – taps respondents' tendencies to transpose themselves 

imaginatively into the feelings and actions of fictitious characters in books, 

movies, and plays 

e.g. #5. I really get involved with the feelings of the characters in a 

novel. 

- Empathic Concern (EC) – assesses "other-oriented" feelings of sympathy 

and concern for unfortunate others 

e.g. #9. When I see someone being taken advantage of, I feel kind of 

protective towards them. 

- Personal Distress (PD) – measures "self-oriented" feelings of personal 

anxiety and unease in tense interpersonal settings 

e.g. #17. Being in a tense emotional situation scares me. 

IRI was chosen for two reasons: first, it taps into a wide variety of aspects of 

empathy; second, it has high validity and reliability tested extensively and 

repeatedly over multiple administrations across cultures and significant correlation 
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to prosocial features that were related to dispositional empathy  (Pfeifer, Iacoboni, 

Mazziotta, & Dapretto, 2008). This suggests that the IRI is strongly indicative of 

predispositions towards real empathic behaviour. Davis (1983) tested these 

subscales against other psychological measures (i.e., social competence / 

interpersonal functioning, self-esteem, emotionality, sensitivity to others and 

intelligence) and found the following correlations: high PT scores were associated 

with better social functioning and higher self-esteem, positively related to an 

unselfish sensitivity to others, and slightly negatively related to self-centred 

awareness of other people. PT scores were not significantly related to any of the 

measures of intellectual ability. Fantasy scores were unrelated to self-esteem or 

social functioning. Higher FS scores were modestly related to verbal intelligence 

and a tendency toward emotional reactivity and sensitivity to others. High EC 

scores were positively related to shyness and anxiety, and a non-selfish concern for 

other people, and were negatively related to an undesirable interpersonal style 

characterised by boastfulness and egotism. PD scores were strongly associated 

with lower self-esteem and poor interpersonal functioning (especially shyness and 

social anxiety) and were also strongly related to a specific emotional constellation 

of vulnerability, uncertainty and fearfulness; these correlations were used as a 

reference in the data analysis. 

3.2.5.2. Survey – MiniPONS  

The MiniPONS is the short form of the Profile of Nonverbal Sensitivity (PONS), 

which is a multichannel test first developed by Rosenthal, Hall, DiMatteo, Rogers, 

and Archer in 1979 and further developed by  Rosenthal et al. in 1992. PONS is 
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used to assess the ability to identify nonverbal communicative elements that 

express feelings, attitudes and intentions. This test has revealed many interesting 

aspects regarding nonverbal sensitivity about the participants. Among them, one 

that has been reported consistently across studies is gender differences in nonverbal 

sensitivity, with women scoring on average two percentage points higher than men, 

which is identical to the literature on judging nonverbal affective cues excluding 

the PONS (Hall 1978). Also, mothers with toddler children are found to score 

higher than matched women (see Hall 2009). Such findings may be relevant to the 

interpretation of findings of this study since the 22 out of the 26 MIs were female 

interpreters and among them over half were mothers with a toddler or older 

children. The MiniPONS is validated to generate consistent measurements as 

PONS and is more operational with much fewer items in the test; the full version 

of PONS has 220 items. So far, MiniPONS is the only test that takes less than 15 

minutes to finish and systematically incorporated different nonverbal channels or 

modalities for comparable stimuli, representing individual differences in the ability 

to decode nonverbal cues (Hall, 2001). MiniPONS has 64 items, including audio 

or black-and-white video clips featuring an actress displaying various affective 

states. The task is to identify the emotion or intention she expresses by selecting 

from two options. Figure 3-4 is a snapshot from a motion in the multi-modal 

material taken from the test. Participants are not asked to judge based on a still 

picture as presented here but a motion of a few seconds long as in real-life settings 

(the entire video is available at http://hdl.handle.net/2047/D20194668). The 

participant is asked to choose one of the options below: (a) she expresses motherly 

http://hdl.handle.net/2047/D20194668)
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love, or (b) she criticizes someone for being late. Questions are not limited to 

motion pictures of facial expression, but also bodily movements and speeches 

without images and with content blurred out to eliminate verbal distraction and 

influence. 

 

Figure 3-6 Example from the MiniPONS test 

 

Criticism points out that actors differ widely in their ability to encode emotions, 

and as this instrument used an actress to pose expressions of emotions, this may be 

problematic in terms of authenticity (Wallbott, 1998). However, this concern does 

not negate the high level of validity and reliability of the full test, which has been 

validated across different cultures and countries, correlating with a broad range of 

outcome variables (Bänziger, Scherer, Hall, & Rosenthal, 2011). For example, 

higher PONS scores predict lower non-clinical depression (Ambady & Gray, 2002); 

more favourable ratings on numerous dimensions made by acquaintances (Funder 
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& Harris, 1986); among physicians, higher satisfaction in one’s patients (DiMatteo, 

Taranta, Friedman, & Prince, 1980); better learning in a dyadic teaching situation 

(Bernieri, 1991); better knowledge of the meanings of nonverbal cues as measured 

with a paper-and-pencil test (Rosip & Hall, 2004); and, among medical students 

interacting with several actor-patients in a simulated medical interview, higher 

ratings of interpersonal skills as made by those actor-patients (Hall et al., 2013b). 

Also relevant to construct validity of the test is a meta-analysis of psychosocial 

correlates of interpersonal sensitivity which included many tests, not just the PONS 

(Hall, Andrzejewski, & Yopchick, 2009). Therefore, in a general sense, the PONS 

test is associated with other variables similarly to other interpersonal sensitivity 

tests. (Rosenthal et al., 1992, p. 18). It helps to understand the internal influencing 

factors such as the nonverbal sensitivity of the participants and on their empathic 

performance. Thus, this study has chosen to utilize miniPONS and has obtained a 

licence from the University of Geneva to apply it to the sample group in this study.   

3.2.5.3. Written examination paper 

An MI assessment typically consists of a written examination and an oral 

examination. A mock examination was conducted two weeks before the actual 

examination for the participants to familiarise themselves with the format. Items in 

the written examination consisted mainly of fill-in-the-blanks, multiple-choice 

questions, true/false questions, open-ended questions and error 

identification/correction with justifications.  
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Table 3-2 Composition of the written examination 

Components Composition 

Medical terminology and knowledge  60% 

Codes of ethics (roles of MI, professionalism, patient-

centredness) 

10% 

Language flexibility (explaining medical terms in high and low 

registers) 

10% 

Knowledge of interpreting (identifying inappropriate interpreter 

practice or interpretation inaccuracies; how to continuously 

develop one’s interpreting skills or lifelong learning methods)  

20% 

 

Three questions directly related to patient-centred empathy communication were 

included to examine the MIs’ cognitive understanding of the concept of empathic 

communication in medical interpreting; however, cognitive understanding does not 

guarantee practice. Indirect questions were also incorporated in the exam in the 

error analysis part, in which the examinees were presented with a conversation 

transcript of a mediated event. All sentences were written in English (refer to the 

Appendix for the full test paper). The MIs’ performance in the written examination 

was analysed as an indicator of their expertise levels. 
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3.2.5.4. Oral examination  

The oral examination was conducted in the format of role-playing in a room with 

a triangular seating arrangement that simulated a doctor’s consultation room, as 

seen in Figure 3-5. A camera had been set up in the room for recording, with 

consent from all participants. Each role-play event lasted about 12–15 minutes, 

starting from the MI’s entrance through to their exit and the assessors’ on-site 

grading. Six rooms were set up for simultaneous administration of the oral 

examinations with 26 candidates and 12 languages. A brief training of the grading 

rubrics was conducted with the “doctor” (played by medical professionals) and the 

“patient” (played by experienced medical interpreters/language consultants) to 

enhance grader reliability. The construct and conceptualisation of “empathy” were 

introduced to the participants from cognitive, affective and behavioural 

perspectives and in sum, “putting yourself in others’ shoes”. Two tools were 

devised to collect data: (1) a written dialogue transcript for the role-play, and (2) 

video recordings and a grading sheet for each MI’s empathy performance. 
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Figure 3-7 Seating arrangement of the participants in the oral examinations 

 

3.2.5.4.1. Dialogue Transcript 

Medical encounters, both inpatient and outpatient ones, are either a first-time 

consultation or a follow-up visit. Based on the data collected in the preliminary 

study, revisits in public hospitals account for almost all hospital visits that require 

interpretation services. Therefore, the dialogue devised for the assessment role-

play was also a revisit scenario. According to Tebble (2013), the typical structure 

of a doctor-patient consultation follows these procedures: (a) symptom description 

or presentation, (b) disease history-taking, (c) physical examination, and (d) 

diagnosis and prescription. These components and procedures are subject to 

change, especially during a follow-up visit in which the focus shifts from giving a 
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diagnosis to tracking the condition development and treatment progress or making 

necessary adjustment to the treatment plan. Medical conversations usually consist 

of two types of voices (quotes to substantiate this?): the voice of the lifeworld and 

the voice of medicine. As its name suggests, the voice of medicine refers to 

information about the medical/technical details typically present in the above-

mentioned procedures (a), (c) and (d). Lifeworld, on the other hand, refers to topics 

of everyday life, which are most commonly seen in procedure (b). The more 

attention that is given to the lifeworld, the better outcomes and more humane 

treatment the patients will receive (Barry, Stevenson, Britten, Barber, & Bradley, 

2001b). Therefore, the script is written with both voices as components and adapts 

transcriptions from audio recordings of hospital dialogues.  

Below is the dialogue structure we used in the research. It is set in the Haematology 

Department. A 47-year-old patient who has been diagnosed with Stage-I Non-

Hodgkin lymphoma (NHL) a few months ago is revisiting the doctor for a check-

up. A blood test and CT scan have been ordered and conducted prior to the 

conversation. The structure of the script is as below. 

 

Table 3-3 Structure and turn analysis of the transcript of the role-play 

Turn as 

scripted  

Role Main idea Voice 

Turns 1–2 Doctor Breaks the bad news (i.e., 

deterioration of the condition based 

Medicine 
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Turn as 

scripted  

Role Main idea Voice 

on lab results) and gives a prognosis 

of the disease 

Patient Confused and struggling to accept 

the news 

Medicine 

Turns 3–5 Doctor Gives possible reasons and dispenses 

advice (eat sensibly and rest more) 

Medicine 

Patient Expresses frustrations (with 

treatment and medication side-

effects) 

Medicine 

Turns 6–7 Doctor Enquires into patient’s workload and 

gives advice 

Lifeworld 

& 

medicine 

Patient Turns to the MI, expresses concern 

and doubt about the doctor’s ability 

to understand the patient’s dilemma 

Lifeworld 
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Turn as 

scripted  

Role Main idea Voice 

(his/her pressing need to work and 

support his/her disabled child). 

Requests that the MI does not share 

this with the doctor. 

Turn 8 Doctor Stresses the importance of rest and a 

healthy diet. Gives prescriptions. 

Medicine 

 

The dialogue transcript was distributed to the assessors – i.e., the “doctor” and 

“patient” – two weeks before the examination. Explanations were provided for the 

purpose of the transcript, as well as the construct of the examination, key 

terminology and components and possible responses of the interpreters, through 

phone calls and/or face-to-face meetings based on the participant’s availability. 

The assessors were not required to remember the transcript by heart or follow them 

verbatim. In order to facilitate a natural conversation and encourage 

communication with the assessed, the assessors were encouraged to treat the 

transcript as an outline so long as the critical terminology and key steps were 

covered.  
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3.2.5.4.2. Ratings and video recordings 

For each examinee, three sets of ratings were generated from the oral examination 

and its recordings in order to answer Research Question #2, how was empathy 

perceived by others, and served as level-determiner for high, mid and low 

performance, which partly helped to approach Research Question #1, how was 

empathy constructed by the MI. The three sets of grading were as below: 

a. On-site grading by role-play participant I (i.e., the ‘doctor’) 

b. On-site grading by role-play participant II (i.e., the ‘patient’)   

c. Grading by a non-participant of the role-play (i.e., observer) through 

watching selected clips of the video recordings 

Prior to the grading, the raters were explained how the rating should be done 

according to the principle of “putting yourself in others’ shoes”. For all of the raters, 

a five-point scale was given to measure their subjective impression of how the 

interpreter generally behaved empathically in the role-play, with 1 being “shows 

no or little empathy” and 5 being “shows lots of empathy”.  Groups (a) and (b), the 

participant raters, gave their ratings only on the ones they role-played with, 

immediately after the role-play was finished. Group (c) was asked to watch the 

recordings and independently give ratings for each candidate. Because of the length 

of each candidate’s video recording, it would not be feasible to have the observer-

raters watch the entire recording. Therefore, a part of each recording was selected 

and combined to produce a watchable duration (usually of 30 minutes or less). 

Murphy et al. (2014) made statistical comparisons of various lengths of videos and 
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found that 30-s or 1-min slices from after the first minute of interaction may 

sufficiently represent certain nonverbal behaviours, particularly for “gaze, nods, 

and smiles”, regardless of behaviour, so the first 1.5 to 2 min of an interaction is 

enough to represent behaviour from the whole interaction. Therefore, two segments 

of 30 secs have been selected as representative of each MI. The first segment is of 

the first 1.5 to 2 minutes of the conversation, during which the interpreter delivers 

the doctor’s message to the patient regarding how the medical condition has 

deteriorated. The other segment comes from approximately two-thirds into the 

conversation, when the patient describes their struggles in life and asks the 

interpreter to keep this information confidential (not telling the doctor). Included 

in the video clip is how the interpreter listens to the information and how they react 

to it afterwards. There are two reasons for choosing the two pieces: (1) it provides 

a glimpse into how the interpreter deals with the doctor’s information and the 

patient’s information, respectively, which entails how they process the verbal and 

nonverbal information (the doctor vs the patient; the medical discourse vs the life 

discourse; the first language vs the second language), and (2) both segments 

provide the interpreter with empathy windows or empathy opportunities. To be 

more specific, the first segment is a delivery of bad news which calls for some level 

of empathy, whilst the other one is an articulated, verbalised empathisation need 

by the patient requested of the interpreter, asking the MI to understand them and 

hence respect their decision not to tell the doctor. Consistent rules have been 

applied in selecting clips for each interpreter, but not every conversation proceeds 

at the same speed, and therefore, a few seconds of leeway are given for some 
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instances where the doctor/patient, instead of the interpreter, takes up most of the 

selected duration. The purpose is to focus on the interpreter and capture as much 

as possible how the interpreter acts and reacts.    

3.2.6. Data collected 

With the above-mentioned instruments, four sets of data were collected: 

1. IRI scores  

2. MiniPONS scores  

3. Empathy-related item responses in the written examination 

4. Impression ratings from participants and non-participants on MIs’ empathy 

performance 

3.3. Data analysis  

This study adopted both qualitative and quantitative methods for data analysis. 

Analysis results and discussion are described in the next chapters. The framework 

of Multimodal (Inter)action Analysis or Multimodal Discourse Analysis (Norris, 

2004) were first considered to be adopted for the analysis of nonverbal behaviours 

however, was foregone because this framework focused a lot on the interpretation 

of environments and objects, while in this study these elements, albeit nonverbal, 

were regulated and set as control conditions to reduce variables. Therefore, 

Conversation Analysis was adopted for both Chapter 4 & 5, the analysis of turn-

taking and relation management. The following section introduces the analytical 
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frameworks and tools for each perspective and explains how they have generated 

a reliable set of findings that relate to the research questions.  

3.3.1. Nonverbal behaviour and relationship management 

The data analysis does not examine one or two isolated nonverbal behaviours but 

rather clusters of nonverbal cues that occur either simultaneously or sequentially 

at the stimulation of the moment. The more cues there are and the more intense the 

cues are, usually, the more certain one can be of the relationship between 

interlocutors. This study adopts the definition and framework of relational 

communication by Burgoon, Buller, & Woodall (1996), who point out that 

relational communication is “the processes and messages whereby people 

negotiate, express and interpret their relationships with one another” (ibid., p.297) 

and relationship management  is the evolution of relational definitions over time 

(ibid., p.297). They have developed a series of relational themes, such as 

dominance, immediacy, trust and empathy, conflict, and formality, after studying 

relational messages that emerged through years of relational research on 

relationships among friends, lovers, and families and at the workplace. The 

framework suits the analysis of this study because (a) it is built on a large body of 

nonverbal research that has examined what and how nonverbal behaviours may or 

may not function to what type of relationships, and (b) the categorization in the 

framework has been adopted and reiterated by many studies in the field since its 

inception.  
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However, several constraints on relational communication must be addressed to 

avoid overgeneralization in conclusion (ibid.). These constraints limit the "when" 

and "how" a relational message is communicated if it is successfully communicated.  

1) Culture: Different cultures communicate relationships differently. For 

instance, high-context cultures with an intense social hierarchy usually rely 

more on nonverbal cues to suggest social status and power inequalities, 

while cultures that prioritize individuality may allow more pronounced 

behaviours for privacy. This is particularly relevant to this study since the 

languages and cultures covered were mostly high-context Asian ones such 

as Korean, Japanese, Hindi, Punjabi, Urdu and Nepali. Analysis of their 

nonverbal behaviours would depict a more concrete image of a relational 

exchange than verbal behaviours alone. 

2) Context: The context of the specific situation is necessary for interpreting 

the relational messages that came through. In the scripted dialogue of this 

study, the patient’s unexpected request to keep a secret from the doctor 

might trigger a shift of power or change in the relationship, depending on 

how the interpreter handles it.  

3) Code structure: This refers to the kinds of behaviour that are salient for 

communicating certain relational messages. They are static (e.g. physical 

appearance), slow (e.g. postural or proximity shifts) and dynamic (e.g. 

vocalic changes and facial expressions) signals. Static elements such as 

physical appearance are not part of the focus in this study because 

participants were dressed casually for the oral assessment, which did not 
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contribute much to relational shift. The focus is therefore placed on the 

slow and static elements that indicate negotiation of relationships.  

4) Channel primacy: In most cases, visual information is more influential than 

auditory information when it comes to relational significance. Therefore, 

nonverbal cues are significant in transmitting information.  

5) Communication skills: People vary in their skill of encoding and decoding 

relational messages, just as they do with nonverbal messages. Therefore, 

for this study, the nonverbal sensitivity test (MiniPONS) was administered 

at the beginning of the training session to obtain data about participants’ 

ability to decode nonverbal messages.    

6) Multiple functions: Nonverbal behaviours can serve multiple functions. For 

example, gazes may “convey such relational meanings as involvement, 

affiliation, and dominance" (ibid. p.302) and may suggest a request for 

turn-taking. “Not all nonverbal behaviours are intended or interpretable as 

relational signals" (ibid. p.302). Therefore, it is crucial that the analysis is 

done with context and discretion.  

Taking all of this into consideration, a careful analysis of the MI candidates' video 

recordings was conducted with a focus on their nonverbal behaviours to manage 

relationships with the patients, and the results are described and explained in 

Chapter 5.   
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3.3.2. The connection between neuro-synchrony, nonverbal cues and turn-taking 

Studies have looked into human brain activities to see how interpersonal synchrony 

is shaped in the neurological system. It is found by applying fMRI that synchronic 

joint and connection are made temporally between the brains of the speaker and 

listener during a smooth communication, exhibiting a brain-to-brain coupled, 

response patterns (Stephens, Silbert, & Hasson, 2010). Also, the more there is the 

coupling, the smoother the communication goes, and the coupling vanishes as the 

communication fails (ibid). Interestingly, predictive anticipatory responses are 

reported in certain areas during smooth communications, and the authors suggest 

that “the greater the anticipatory speaker-listener coupling, the greater the 

understanding” (ibid., p.14425). Apart from neuro-coupling found in successful 

communication, imitation of each other between interlocutors also correlates with 

interbrain synchronisation network (Praszkier, 2016). The neuro-sync especially 

applies to kinesthetic empathy interactions, as “mirror neurons sit adjacent to motor 

neurons” (Stern, 2004, p. 79). With hyper-scanning recordings, specifically, dual-

video and dual-EEG setups, Dumas, Nadel, Soussignan, Martinerie, & Garnero 

(2010) measured interactional synchrony and the turn-taking between model and 

imitator during an interaction and concluded that “interbrain neural 

synchronizations can be seen as reflecting in different bands several aspects of the 

ongoing social interaction, such as interactional synchrony, anticipation of other's 

actions and co-regulation of turn-taking”(ibid, p.9). The endogenous oscillators in 

the brains of interlocutors adapt to each other’s rhythm of syllable production 

during a conversation. Hence, they govern the turn-taking, which is an important 
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means of social interaction regulation. This model not only seizes the timing 

phenomena observed in the literature on conversation analysis, but also unites with 

findings from the literature on phoneme timing, syllable organisation, and 

interpersonal coordination. In addition to verbal cues, nonverbal cues have been 

found to contribute to interpersonal synchrony of the brains of speaker and listener, 

too. Visual input of the speaker’s facial expression has the same effect as turning 

up the volume by 15 decibels, and a listener’s brain can amplify a speaker’s verbal 

message through capturing multiple sensory cues (Praszkier, 2016). It means face-

to-face communication enhances the efficiency and effectiveness of 

communication and that it is important to be aware of the impact nonverbal cues 

might have on the conversation, based on how “loud” they can be. As Hasson, 

Ghazanfar, Galantucci, Garrod, & Keysers (2012, p.8) put it: “coupled brains can 

create new phenomena, including verbal and non-verbal communication systems 

and interpersonal social institutions that could not have emerged in species that 

lack brain-to-brain coupling. Thus, just as the Copernican revolution simplified 

rather than complicated our understanding of the physical world, embracing brain-

to-brain coupling as a reference system may simplify our understanding of 

behaviour by illuminating new forces that operate among individuals and shape 

our social world.” 

3.3.3. Examining turn-taking and nonverbal behaviours using Conversation 

Analysis 

Nonverbal behaviours are impactful across a conversation at all levels and phases, 

from greeting and initiation to conducting and maintaining a conversation, and 
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finally ending one. Nonverbal behaviours are used by speakers to show their intent 

to retain or give up on the control of the conversation. Listeners also employ 

nonverbal behaviours to provide the speakers with a simultaneous response such 

as back-channelling and/or disagreement. The way the interlocutors use nonverbal 

behaviours along with verbal message decides whether the conversation goes 

smoothly, e.g. whether participants are taking turns to speak and listen, overlapping 

or interrupting each other. This chapter is going to examine how interpreters (INTs) 

used some of the nonverbal cues observed in the recorded talk-in-interactions to 

regulate or manage a conversation, which is demonstrated primarily by turn-taking. 

The method to be used is conversation analysis, within which the foci of analysis 

are turn-yielding, turn-suppressing, turn-requesting, backchannel and turn-denying.  

Turn-taking system was first introduced for the analysis of conversation in Sacks, 

Schegloff, & Jefferson (1974) and has been widely adopted in the studies of 

Conversation Analysis ever since. A key component or concept of the system is 

Turn-Construction Units (TCUs). TCU marks the transitional point where the turn 

ends with the original speaker stops talking and a new speaker begins. It is also 

known as a Transition-Relevant Point (TRP). In a naturally-occurred conversation, 

when it reaches a TRP, it is either the original speaker appoints the next speaker 

for the next turn or continues until the next TRP, or the original listener(s) 

volunteers and claims the next turn. Turn-taking is not about fairness or efficiency. 

It is a complex negotiation of power and demonstration of dynamics among 

interlocutors utilising not only verbal but also nonverbal cues (Kendon, 1995; 

Wiemann & Knapp, 1975). Both the speaker and listener in a conversation use 
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nonverbal cues such as gestures, gazes, nods, frowning and body movements to 

express themselves. Empathic cues can be captured both ways. Therefore, this 

chapter is primarily an analysis of the turn-taking performance of INT as the 

speaker and the listener respectively to investigate the expression of empathy, and 

it also takes into consideration the responses of the DOC and PAT to make 

inferences of the perception and communication of empathy.  

Conversation analysis (CA) is used for a detailed examination of the seven MIs as 

the samples of the segment-by-segment case studies. CA has long been a tool for 

talk-in-interaction analysis that targets naturally occurring conversations. The 

challenge of conducting CA in this study first comes from language barriers. After 

careful and systematic transcription, a recorded conversation (audio or video) is 

unpacked and prepared for analysis. It allows for examination of how a 

conversation in a particular context is formed, what devices are deployed, how each 

other’s utterance is interpreted, what responses are given, how power and dynamics 

are negotiated, etc. One might argue in this study that the conversation is based on 

a prepared script and is not natural. If that were true, it would defeat the purpose 

of using CA. Therefore, it is essential to state clearly what the subject of CA is in 

this case study. First, the script provides the ‘doctor’ and ‘patient’ with an outline 

and terminology of the conversation, but the way in which the lines are understood 

and expressed is up to everyone and using their own nonverbal devices. Secondly, 

the MI, as a key player of the conversation, does not have a script, and therefore 

the MI’s response to the other participants’ conversation is natural, and vice versa. 

Third, the aim of the CA in this study is to examine if empathy is present or absent, 



 

96 

 

if it is (not) expressed and if it is exchanged in the role-play assessment. It is 

different from a real hospital interview setting in the sense that the role-play 

assessment adds a level of evaluative intention which causes confliction of 

communicative goals among interactants. On the one hand, role-play requires all 

participants to stay in character as scripted, while on the other, both the ‘doctor’ 

and ‘patient’ are assessors who are trying to evaluate the interpreter’s performance. 

This becomes less challenging when the MI does a good job at delivering the 

correct interpretation for most or all of the lines essential for the ‘doctor’ and 

‘patient’ to carry out the scripted scenario. Otherwise, in cases where the MI makes 

significant (interpretation) errors that deviate from the script, both assessors should 

improvise for the plot to be continued while refraining from showing disapproval 

of such errors or passing judgement on the spot when such criticism is not required 

by the story or the scripted character. In short, the assessors are wearing two hats, 

one as the actor and the other as the assessor. Trying to strike a balance between 

the two roles is not an easy task for non-professional actors. One might suggest an 

alternative of using professional actors for the role-play and have the medical 

professional and experienced MIs as observer-assessors only. There are two 

reasons why this approach has not been adopted for this study. First, resources are 

scarce when it comes to LLDs, both budget-wise and human-resource-wise. After 

all, it is not easy finding professional actors who speak the languages we assess. 

Note that this is not unique to Hong Kong, as it applies to many areas with LLD 

interpretation demands. Therefore, examining such scenarios where assessors must 

multitask has practical significance. Second, the study has set up this precise 
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situation for the assessor to have a direct, first-hand experience of the MI service, 

so that they can score the MI’s empathy from the service user’s perspective instead 

of an outsider’s view.  

In addition, CA has the advantage of careful examination of dialogue details but 

has been primarily applied to audio-recording materials and less so to multimodal 

ones. This study aims to probe the nuances of nonverbal communicative elements, 

and there are, thus far, no better ways to achieve that than CA.  

3.3.4. Turn-taking management as speaker and listener: definitions and 

categorisation of nonverbal cues 

Wadensjö (1998) introduced the notion of coordination that highlighted 

community interpreters’ active participatory role in the turn-taking, that they 

played the role of mediator which went beyond generating only setting-related 

message renditions, also known as the ‘conduit model’, but also manage the turns 

in various ways, including but not limited to selecting the next speaker, asking for 

clarification or interrupting for interpretation. Ever since that, researchers in 

Interpreting Studies have not stopped exploring the process of how interpreters 

make use of the turn-taking system to ensure better understanding and 

communication between interlocutors (e.g. Davidson, 2002; Mason, 2006; CB Roy, 

2006). A lot of the turn-taking management is achieved via nonverbal cues.  

Nonverbal cues used by speakers have two primary functions: to suppress and to 

yield (Knapp & Hall, 2009). Turn-yielding cues are the communicative signals that 

encourage or induce a new turn for the other interlocutor. Significant cues include 
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termination of gesturing, facing the listener, falling intonation and silences. 

“Designedly incomplete utterances” (DIU) are also a way to construct turn-

yielding cues, which means a turn is dotted with pauses and lengthened sounds 

with gazes. In the case of medical interpreting, the INT is not usually the initiator 

of the first turn in the actual consultation but rather starts their first turn by 

interpreting what the client says upon hearing it. During their turn of speech, 

though, the INT could demonstrate an encouraging and inviting attitude to the 

listener (either the DOC or PAT) for them to jump in with their turn. It can 

sometimes be achieved by a clear verbal message such as “please feel free to 

interrupt whenever” or more commonly by a combination of turn-yielding 

nonverbal cues. Another category of turn-management cues are the turn-

suppressing ones. Turn-suppressing cues are effective in discouraging listeners 

from trying to take the lead in the conversation. Early research identified five turn-

suppressing cues: (1) audible inhalation of breath by the speaker; (2) continuation 

of a gesture; (3) facing away or diverting gaze away from the listener; (4) sustained 

intonation; (5) fillers like hmmm and uh that fill pauses so that listeners will not 

use silence opportunity to gain the floor (Knapp & Hall, 2009). An INT who 

demonstrates one or more of the above cues can dissuade the listener from 

interrupting or taking on the next turn.   

On the other hand, listeners’ nonverbal cues are largely categorised into three types: 

turn-requesting cues, backchannel cues, and turn-denying cues. Turn-requesting is 

when the listener would like to interrupt while the speaker is talking. He or she 

could and does often use a combination of cues to convey the intention, e.g. direct 



 

99 

 

gazing, nods, forward leans, raised index fingers, and an inhalation of breath 

coupled with a straightened back (Wiemann & Knapp, 1975). Backchannel cues 

do not have to be a complete agreement with the speaker. It can be the nonverbal 

behaviours the listener shows to convey a host of messages of various meanings 

such as agreement, confirmation, disagreement, disconfirmation and social 

facilitation. It does not have the intention or the act of taking over the 

conversational floor. Backchannel cues can also be used by the listener to hurry the 

speaker up (e.g. nodding continuously) (Knapp & Hall, 2009). Typical cues include 

“smiling, frowning, head nodding and shaking, raised eyebrows, short 

vocalisations (uh-huh, mm-hmm), and verbal statement (yep, right, I see, oh, good)” 

(Burgoon, Buller, & Woodall, 1996, p. 349). They are not limited to the above and 

can be expressed in a way that corresponds to the content of the message conveyed 

by the speaker. Backchannel cues happen simultaneously with the speaker’s speech 

and enable the listener to express themselves without taking the floor. Backchannel 

cues are usually expected by the speaker to confirm whether their message is 

transmitted across and whether the listener is engaged. Some listeners suppress 

their backchannelling to display a sense of disconnection. If backchannel cues are 

absented from the interaction, the speaker usually gets wary. Turn-denying cues 

are rarely studied with empirical evidence, but typically a distanced proximity, 

silence, and glancing away are cues for a listener to reject a turn nonverbally 

(Knapp & Hall, 2009).  

A host of nonverbal cues affect concertedly the demonstration and perception of 

empathy. However, it is of little use to view each category of cues singularly as 
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they work in groups in communication. In the case of this study, one cannot 

pinpoint which type of cues is relevant to the perception of empathy based merely 

on a single or particular cue, since it is the combination of various cues at specific 

points of the conversation responding to the content of a particular message that 

counts. This study does not aim to identify or prescribe the type of cues that should 

be performed for a higher level of empathy perception.  Such a prescription would 

be too rigid, precarious and constrictive for any natural conversation to happen. 

Also, it is unfair and much a too simplistic way to single out one or two types of 

cues for which to advocate or recommend to be included in an empathic 

communicator’s repertoire. Alternatively, this study investigates and compares the 

turn-management cues of the high-, mid-, and low-scorers in the empathy 

scoreboard to identify patterns of empathy demonstration and perception. 

3.3.5. Coding of themes  

Participants in the role-play and anonymous observer raters were interviewed 

informally after they gave the scores to the MIs. The coding of themes in the data 

analyses and interpretation were based on their narratives on how and why certain 

scores were given.  

3.4. Ethics 

This research involves humans as the subject. It is crucial to ensure the research 

behaviour does not in any way impinge the rights of the participants. I have 

identified several ethical issues in relation to this study. First, interpreter 

participants may want to keep their identities confidential because a revelation of 
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their interpreting performance may affect their future employment or livelihood, 

especially in Hong Kong, where South Asian ethnic minorities socialise with each 

other frequently in the community, and hence news travels fast. Second, in terms 

of the nonverbal sensitivity test and personality survey, there may be candidates 

who think their scores will affect their chances of passing the actual interpreting 

examination or impede their future chances of career development in the 

organisation. If that was the case, not only would some candidates refuse to 

participate, but the reliability of the surveys would also be questioned as some of 

the answers might not be true. Therefore, before administering the surveys, I 

clearly stated that these surveys were for academic research purposes only, and the 

results from these surveys would not be disclosed to the employing organisation or 

contribute to the result of their interpreter assessment. In sum, the background and 

purpose of the study were explained to all candidates at the outset, as well as how 

they will take part in the research and training processes, what risks they may 

undertake and what measures will be taken to address their concerns and protect 

their rights. Candidates had the option of choosing not to participate in the study if 

they did not want to but all candidates participated in the study.  
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Chapter 4 Turn-taking Management 

As mentioned in previous chapters, the mirror neuron system (MNS), the 

underlying neurological system of empathy, provides the neurological base for the 

ability to simulate others externally and internally. Through MNS, a type of 

synchrony between brains, or interpersonal synchrony, takes place. It increases 

perceived affiliation, rapport (Koehne, Hatri, Cacioppo, & Dziobek, 2016; 

Valdesolo, Ouyang, & DeSteno, 2010) and empathy (Koehne et al., 2016; 

Praszkier, 2016), and is associated with better group cooperation and performance 

(Praszkier, 2016) and prosocial behaviours (Kirschner Sebastian & Tomasello, 

2010). An investigation of interpersonal synchrony in interaction can shed light on 

the subject and the ability of empathy for others. This study did not set out to 

investigate the internal synchrony between brains neurologically or brain activity. 

It collected data that revealed verbal and nonverbal traces of synchrony between 

individuals in interaction, especially nonverbal synchrony, to investigate whether 

they are manifestations of the empathy states to be projected and perceived. This 

chapter bases itself on the literature in Chapter 2 that introduces the definition and 

significance of synchrony and its relationship with empathy, which is the embodied 

simulation, or to put it in layman’s term, ‘to put oneself in other’s shoes’. The 

theoretical framework of analysis is introduced in Section 3.3 in Chapter 3.  

Together with the next chapter, a discussion will be conducted on the 

representations of synchrony in nonverbal behaviours of interlocutors, from the 

perspectives of turn-taking management and relationship management. Case 

analyses were applied to the transcripts of the MI oral examination videos to see 
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how turn-taking management reflects the level of interpersonal synchrony and 

empathy in interaction in the context of interpreting in medical encounters. 

Empathy in relationship management is then further discussed and elaborated in 

Chapter 5. 

4.1. Data analysis and overview 

4.1.1. Rater selection, rating criteria and data generation 

As mentioned in Chapter 3, Methodology, two groups of raters gave 

impressionistic scores on the INT’s performance. They were the participant raters 

(DOCs and PATs) and the observer raters. The observer raters were recruited via 

an advertisement on several international universities’ forums for their large 

quantity of international students from various backgrounds. However, limited by 

the small number of voluntary respondents – ten, all of the sign-ups were selected 

to join the study, among whom three were male and seven were female. Their 

demographics were listed as in Table 4-1. 

  

Table 4-1 Demographics of Observer Raters 

Age Sex  Ethnicity Major (all college students if not 

specified) 

28 Male Chinese Translator 

19 female Chinese Graphic Design 

20 female Chinese Graphic Design 
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Age Sex  Ethnicity Major (all college students if not 

specified) 

30  female Chinese Language instructor 

20 female Chinese Arts 

20 female Pakistani Arts 

28  Male Chinese Media 

29 female Japanese Teacher 

48 Male White 

(American) 

Teacher in Asian Studies, Second 

Language Studies and Education 

27 female White 

(European) 

PhD student in Musicology 

Prior to the rating, both the participant raters and observer raters were instructed 

on the rating criteria that covered four parts: (1) introduction to the role-play 

scenarios (i.e., what the script was about), (2) about the participants and the video-

recording, (3) definition of empathy, (4) definition of verbal and nonverbal 

elements, and (5) the disregard of verbal elements when rating.     

4.1.2. Turn-taking strategies and empathy scores: initial impression 

As introduced in previous chapters on turn-taking strategies, five types of strategies 

were coded in this study: turn-suppressing, turn-yielding, turn-requesting, turn-
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denying and backchannelling. In order to explore the relationship between specific 

turn-taking strategy and empathy ratings by the observers, a coding and parallel 

comparison were carried out before the case analysis. The videos coded were the 

compilation of clips of all 26 simulated medical interviews, which were compared 

side by side with the empathy ratings by the observers. Table 4-2 shows the 

occurrence of each strategy for each candidate in the selected clips which were 

examined and marked by the observers.  Only observer ratings were placed here 

for analysis because participant raters gave scores to the entire role-play 

performance whereas observers to clips, and each participant rater (DOC or PAT) 

judged only their language group while each observer judged all 26 participants. 

Therefore, the participant ratings were only employed in case analysis.  

 

Table 4-2 Number of occurrences of turn-taking strategies and empathy scores by 

observers 

 

 As a speaker As a listener  

Clip 

number 

turn-

suppressing 

turn 

yielding 

turn-

requesting 

turn-

denying Backchannelling 

Observer 

ratings 

1 0 1 4 0 2 2.4 

2 0 2 0 0 2 3 

3 0 2 2 0 4 3.3 

4 0 0 2 0 4 2.9 
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 As a speaker As a listener  

Clip 

number 

turn-

suppressing 

turn 

yielding 

turn-

requesting 

turn-

denying Backchannelling 

Observer 

ratings 

5 0 0 0 0 2 3.4 

6 2 1 0 1 2 3 

7 0 1 2 1 2 4.1 

8 0 1 1 0 2 3.6 

9 3 1 2 0 1 2.6 

10 0 1 1 0 5 4.5 

11 0 1 0 1 2 3.1 

12 0 0 1 0 0 3.7 

13 0 1 2 0 1 3.2 

14 0 1 1 1 2 3.9 

15 5 0 0 1 3 3.8 

16 0 0 0 0 10 3.9 

17 0 0 0 0 4 4.2 
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 As a speaker As a listener  

Clip 

number 

turn-

suppressing 

turn 

yielding 

turn-

requesting 

turn-

denying Backchannelling 

Observer 

ratings 

18 1 0 0 0 6 3.5 

19 0 0 1 0 4 3.2 

20 0 1 3 0 1 3.3 

21 0 0 0 0 2 3.6 

22 0 0 0 0 1 3.4 

23 0 1 0 0 3 3.3 

24 1 0 2 0 3 4.4 

25 1 0 0 0 1 3.3 

26 0 2 0 0 1 3.7 

The result was that no occurrences of a specific turn-taking strategy were recorded 

to be indicative of the empathy scores by the observers. However, backchannelling 

were the most observed strategy among the five for all INTs with an average 

occurrence of 2.69, whereas the other four were much fewer in number for each 

INT: turn-suppressing 0.5, turn-yielding 0.65, turn-requesting 0.92, turn-denying 

0.19. To explore the connection between turn-taking management and empathy 
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perception and how the complex verbal and nonverbal cues intertwined in the 

process, a closer examination was conducted of the INTs turn-taking management 

strategies, both as speaker and listener. 

4.1.3. Turn-taking strategies and empathy: an overview of the INT’s strategies  

Below is an account of their verbal and nonverbal cues for each type of strategy, 

through which an overall picture of how INTs manage turns emerges.  

4.1.3.1. INT as speaking participant (SP)  

The main task of an interpreter is to translate what one party has said to another. 

Speaking is, therefore, a significant part of their job. The PAT and DOC form an 

impression of how empathic a particular INT is based on the way they deliver the 

message verbally and nonverbally. A vital trace of INT’s speaking performance is 

their translation accuracy in terms of message content, completeness and language 

proficiency. However, empathy is largely and vividly reflected in what is unsaid, 

i.e., the nonverbal cues the INT performs during the talk-in-interaction, which is 

continuously picked up by the listener, either PAT or DOC, in their turns. But the 

mere presence of the INT as a third participant cannot be neglected. INT’s 

nonverbal performance is potentially being watched by the “observers” - the 

original speaker and the listener. He or she may not understand what INT is saying 

verbally in another language but can be checking and confirming whether his or 

her original message is conveyed via gleaning through INT’s nonverbal behaviours 

accompanying the speech. People can check via the nonverbal performance of the 

INT, consciously or unconsciously, for affirmation when they do not speak the 
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language and have to rely on a stranger. When the INT does well in the duplication 

and reproduction of the original, not only does it produce a smooth and successful 

communication for the listener, but also gives the original speaker reassurance that 

his or her message is well conveyed and hence building trust and rapport that goes 

beyond language barriers. The level of empathy is positively related to the extent 

of simulation and synchrony of communicational cues, which is reflected in turn-

taking. 

As an SP, an INT could either suppress or yield turns. In the video clips, turn-

suppressing cues were only observed on six INTs out of 26 and hence may lack 

statistical significance. However, as contextualized in case analysis, two 

circumstances were identified under which the six INTs performed 13 incidents of 

turn-suppression. One was when the listener showed desires to request turn of 

speech, and the other was when the speaker, i.e., the INT conveyed a message that 

his or her turn was unfinished, even though the listener did not appear to take the 

floor. For Circumstance # (1), the INT ignored the listener’s nonverbal cues of 

turn-requesting which was done through raising one’s hand and leaning forward, 

by (a) looking away and continuing one’s own speech, or (b) looking at notes and 

avoiding eye contact. Apart from that, in Clip #09, the PAT was observed to 

interrupt INT’s turn directly by speaking to the INT when the INT had already 

turned to the DOC and was about to start his interpretation to the DOC. Afterwards, 

the PAT appeared to have more to add, but the INT quickly glanced at her and said 

‘okay’ in Hindi before swiftly withdrawing his look and facing his palm to the PAT 

to gesture a stop. His torso and head maintained facing the DOC with notes held 
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up in one hand, suggesting a readiness to deliver and hence suppressing the turn 

from others. For Circumstance # (2) in which the INT insisted on holding the turn, 

two types of cues were observed. They were: (a) saying the word ‘ugh…’ (a 

common speech filler) to fill in the pauses and suggest hesitation and unfinished 

speech, and (b) looking away or down at the notes to suggest a process of 

contemplation and unwillingness to relinquish the floor. The two types of cues 

have taken place on their own, or occurred sequentially or simultaneously in the 

observed data.  

In addition, the INT was also observed to yield a turn to others nonverbally. 14 out 

of 26 INTs (53.8%) performed at least one and maximum two (i.e., Clip #02, #03, 

and #26) turn-yieldings. Turn-yielding, as any turn-taking strategy, can consist of 

multiple cues at play. A pattern was identified of the INT signifying for a turn to 

be taken. Upon finishing their own turn of speech, the INT nodded firmly 

(prolonged nodding as opposed to frequent and light, short nodding as 

backchannelling) while exchanging eye contact with the non-speaker selected by 

the INT, either the one they were talking to or the other one whose turn was coming 

up, sometimes accompanied by an extended hand with palm facing up, a typical 

gesture of an invitation to take up a turn. Verbal messages seemed unnecessary in 

these circumstances since the nonverbal message was commonly understood as ‘I 

have finished my speech and please take the turn to speak’. Statistically, the 

(non)use or frequency of turning-yielding did not correlate with the empathy 

perception scores for several reasons. Firstly, turn-taking serves to minimise gaps 

between speakers, or during Transition Relevant Places (TRPs). In addition, there 
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tends to be a flow or rhythm in which the speaker employs facial expressions, 

prosody changes, gestures, breathing patterns and so forth to produce a 

recognisable timing, or a TRP, that cues the non-speaker for the next turn of speech. 

It is often conducted in a nonverbal manner but can sometimes be heard in verbal 

forms such as questions and addresses. The listener rises to the turn if they wish at 

such TRPs. In a fluid interpreter-mediated conversation, the source speaker, even 

without knowing the other language, could still sense it when the interpreter 

finishes their interpretation. Naturally overlaps or non-taking of turns also occur at 

points of transition because turn-taking is not organised or planned for order or 

fairness. It varies from conversation to conversation and from individual to 

individual. In such circumstances, participants either yield turns again to the other 

party or hold the floor, depending on the nature of the discourse, be it cooperative 

or competitive, and the dynamic between participants. In the observed clips, the 

absence of turn-yielding cues did not mean a loss of encouragement for the non-

speakers to take up turns. Neither was it a sign of miscommunication or poor turn 

management. Alternatively, it could be a result of a smooth flow of turn-taking 

among participants that needed no turn-yielding initiated by the speaker who 

selected the next speaker. Participants self-selected themselves as the next speaker 

to facilitate the conversation and keep it going. The fact that all turn-yielding 

instances were observed during the first half of their clip also implied that some 

INTs and their interactants had not formed a turn-taking rhythm as smoothly as the 

latter part of the conversation. It could be a result of nerves at the beginning of the 

interview, or the difference in interpreting and/or language proficiency. Therefore, 
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the use of turn-yielding cues in these early-on circumstances did not contribute 

much to the empathy scores.  

4.1.3.2. INT as a listening participant (LP)  

As a listener, the INT could request a turn, deny a given turn, or backchannel. 

Followings are the analyses of how INT have performed these acts.  

Turn-requesting 

13 out of 26 of the INTs (50%) requested turns for at least once in the sampled 

clips. Among them, five requested once and six requested twice, while the 

remaining two requested three times and four times each. The frequency of turn-

requesting did not correlate significantly with their empathy perception scores, 

however, more relevant were the ways they delivered the action. Two of the 13 

INTs directly cut off the PAT without any signalling before turning to the DOC to 

deliver interpretation. One directly interrupted the PAT by saying “this should be 

told to the doctor” and turned away. The remaining ten INTs were seen requested 

turns from the DOC only. All of them used nonverbal cues such as quick nods, 

torso leaning forward, slightly and gently raising one hand to gesture a pause or 

gazing the DOC while pointing to the PAT to gesture a turn request, with a polite 

or apologetic smile. Some of them voiced out the request (e.g. “sorry, doctor… 

little bit, give me time”, or “excuse me”). INTs who requested turns did it in a more 

non-interruptive manner when it was made towards the DOC and not to the PAT. 

This choice of or difference in behaviour could indicate a sense of power 

asymmetry as the DOC being more superior than the PAT.  
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Turn-denying  

Five of the 26 INTs (19.2%) displayed verbal and nonverbal signs of turn denial. 

Among them, only one of them ignored the turn or cues of the interpretation given 

out by the DOC and kept taking notes with no eye contacts. The other four INTs 

hesitated after the PAT made the request of not sharing the information to the DOC. 

They displayed similar nonverbal cues. For instance, they stopped taking notes and 

smiled embarrassingly without saying a word, and then either looked away or 

looked back and forth at the DOC and PAT, or with one licking (his/her) lips which 

suggested a hint of nerves and loss in action.  

Backchannelling  

To further the analysis and exploration of the relation between INT's turn-taking 

and empathy perception, sub-categorisation of backchannel cues is carried out in 

the following steps: 

i) Applying the functional categorisation of backchannelling for general 

identification of backchannel response; 

ii) Identifying primary verbal and nonverbal representations of 

backchannelling response such as nodding, gazing, note-taking, verbal 

acknowledgement, and so forth. 

iii) Further determining the category of backchannel cues according to the 

frequency, concurrency, duration and intensity of the responses.  

Although it is arguably difficult to determine whether specific response functions 

as backchannelling, the research of Adolphs & O’Keeffe (2008) proposed a 
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framework for general categorisation. They developed a functional categorisation 

of backchannel response for analysis of spoken corpus: Continuers (CON), 

Convergence tokens (CNV), Engaged Response tokens (ER) and Information 

Receipt tokens (IR), the definitions of which are as follows (O Keeffe & Adolphs, 

2008, p.84):  

1) CONs help maintain the talk flow and is a minimum response effort to 

demonstrate the listener's desire for the talk to continue.  

2) CNVs are most frequently found at points of convergence in conversations, that 

is, where participants agree, or merely converge on opinions or mundane topics, 

and this leads them to negotiate topic boundary points collaboratively, where a 

topic can be shifted or changed.  

3) ERs again function very much at an affective level. Engagement tokens thus 

signal the addressee's enthusiasm, empathy, sympathy, surprise, shock and disgust, 

without taking over the turn. They are also indicative of the addressee's high level 

of engagement with the content of the speaker's message.  

4) A further type of token (Information Receipt) seemed to have a more 

organisational function. These backchannels were usually also marked by falling 

pitch. They seemed to serve a global discourse marking function within the 

orientation stage of a narrative. This response token is used as a "self-imposed" 

pragmatic marker at which the storyteller marks a boundary where the narrative 

can begin.  
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The above-mentioned form- and function-oriented categorisations are useful and 

can be integrated into the analysis of an interpreter-mediated conversation. So, 

breaking down the types, it is observed in the 26 clips the following counts of 

backchannelling cues (see Table 4-3 below).  

Table 4-3 Number of occurrences of backchannelling cues 

CLIP 

NUMBER 

CONTINUERS 

(CON) 

CONVERGENCE 

(CNV) 

ENGAGED 

RESPONSE 

(ER)   

INFORMATION 

RECEIPT (IR) 

OBSERVER 

SCORE 

1 2 0 0 0 2.4 

2 2 0 0 0 3 

3 4 0 0 0 3.3 

4 2 0 0 2 2.9 

5 0 0 1 1 3.4 

6 2 0 0 0 3 

7 2 0 0 0 4.1 

8 2 0 0 0 3.6 

9 0 0 0 1 2.6 

10 3 0 1 1 4.5 

11 2 0 0 0 3.1 
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CLIP 

NUMBER 

CONTINUERS 

(CON) 

CONVERGENCE 

(CNV) 

ENGAGED 

RESPONSE 

(ER)   

INFORMATION 

RECEIPT (IR) 

OBSERVER 

SCORE 

12  2 0 1 1 3.7 

13 1 0 0 0 3.2 

14 2 0 0 0 3.9 

15 2 0 0 1 3.8 

16 10 0 0 0 3.9 

17 2 0 1 1 4.2 

18 2 0 0 4 3.5 

19 3 0 1 1 3.2 

20 0 0 2 1 3.3 

21 2 0 0 0 3.6 

22 1 0 0 0 3.4 

23 3 0 0 0 3.3 

24 3 0 0 0 4.4 

25 1 0 0 0 3.3 
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CLIP 

NUMBER 

CONTINUERS 

(CON) 

CONVERGENCE 

(CNV) 

ENGAGED 

RESPONSE 

(ER)   

INFORMATION 

RECEIPT (IR) 

OBSERVER 

SCORE 

26 1 0 0 0 3.7 

Here is a summary of the observation and the breakdown by category: 

Continuer (CON) includes small nods, gazing or eye contact, note-taking, torso 

leaning forward, smiling, "hmm." Among the responses, note-taking suggests "I 

am paying attention, so please continue" because an interpreter can only take notes 

when he or she is paying close attention and analysing the message heard. Patients 

and doctors see it as part of an interpreter's job to jot down notes and take it as an 

encouragement for continuous speech. Some interpreters take notes while nodding, 

leaning forward or maintain regular eye contact, while others do not take notes but 

gaze at the speaker to show acknowledgement. However, when the speaker 

conveys messages of high complexity, the interpreter might have to pay undivided 

attention for better comprehension, processing, and memorisation, and therefore 

there is no note-taking at this point.  

Convergent cue (CNV): It is a type of response more often seen in casual 

conversations for rapport building and less expected by professionals in workplace 

encounters such as medical interpreting interactions. An interpreter is expected to 

refrain from showing approval or disapproval towards the client. Typical verbal 

convergent messages such as "I agree" or "that is great" that indicate stance or 

judgement were not observed from the data for the establishment or maintenance 
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of a professional image. However, disapproving emotions, such as annoyance or 

impatience, could be observed from nonverbal behaviours, albeit subtle. 

Engagement (ER): great and multiple nods, long gazes, compassionate frowning 

(as opposed to disapproval frowning), rubbing hands, placing a hand over own 

chest, softened tone of voice (INT as a speaker). This category is a reliable 

indicator of empathy, as its definition suggests. It indicates the engagement of 

emotion and understanding.  

Receipt of information (RI): nodding, stop taking notes, putting down notes, 

turning away from the original speaker and to the next one, verbal 

acknowledgement such as "okay." It is an institutional category that recognises the 

receipt of the message and suggests a readiness to deliver interpretation to the other 

party. It also creates personal distance between the speaker and listener and stresses 

the professional relationship. RI usually occurs at the end of a turn.    

A segment by segment analysis of the clips is further conducted to examine if 

multiple verbal and nonverbal response concur and function together, and to what 

extent that the duration and frequency of the same type of cues can lead to a 

different perception of empathy.  

Firstly, the direct connection between empathy rating and a specific 

backchannelling cue. The reasons were manifold. Firstly, the empathy rating was 

given for the interpreter only, not for the doctor nor the patient, because the 

interpreter was the analysis focus of this study, also, it would be less practical to 

evaluate three parties via giving impressionistic observational scores. However, the 
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interpreter’s empathic performance was affected by multiple variables, among 

which were the participants' reactions and the context of the communication. One’s 

empathic performance is likely to vary in various context and with participants of 

different communication styles and backgrounds. It is more so with medical 

interpreters whose job is to recover the original meaning as much as possible in 

another language and culture.  Furthermore, empathic performance is not 

constructed straightforward but in multiple combinations of cues. Therefore, it was 

unlikely that a direct connection would be found from calculating the occurrences 

of individual backchannelling cues and empathic scores. That is why case analysis 

is more worthwhile for the inquiries in this study. 

4.2. Turn-taking management in context: the case study  

Attention is paid especially to Segment #2 of the dialogue (see Chapter Two and 

Appendix I for the dialogue script) in which the interpreter is faced with an 

unexpected dilemma, that is, upon hearing the patient’s preference or request of 

not sharing the story with the doctor, he or she must decide whether to respect the 

patient’s decision and keep it from the doctor, or render the message to the doctor 

regardless (hereinafter referred to as The Request). This part is chosen for two 

reasons from the cognitive and affective perspectives respectively. First, it contains 

no medical terminology or typical note-taking items/memory burdens (e.g. a listing 

of numbers, names of people or places), which would free the interpreter from 

technical challenges that may compromise their performance. To be more exact, 

based on the Effort Model (Gile, 2009) for interpreters, the main efforts the 

interpreter makes is listening and comprehension before remembering and 
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rendering the utterance in English to the doctor. In the examination of this segment, 

what is excluded are performance-influencing factors such as subject-matter 

knowledge, note-taking skills, and high-level language. The focus of analysis can 

be placed on the empathy responses and communication, and on how the 

interpreter handles the unexpected, which would reflect their view on an MI’s role 

and the function of /their use of empathy in medical communication. Second, 

though not as paramount, it depicts a struggling parent who has to support a 

disabled child and cannot afford to treat the cancerous condition properly, gives 

the character flesh and blood into which most of our “patients” felt the impulse to 

play enthusiastically. The daily language used in this part of the conversation also 

helped the participants to assimilate into the situation. As a result, the patient’s 

emotion of distress and the determination of keeping the piece of information from 

the doctor could be shown nonverbally with more intensity, compared to other 

segments in which pure medical information was exchanged. Therefore, it makes 

for a more productive subject of analysis since multimodality (empathy expressed 

not just by words) triggers more empathy or resonation from the interpreter who 

might regulate their empathy response to various extent. 

As introduced before, comparison and summary of high (4.1-5.0), mid (3.0-4.0) 

and low (1.0-2.9) range performers were conducted to identify commonalities of 

turn-taking strategies, especially the use of backchannelling cues that correlates to 

their empathy performance. Before a thematic discussion, there would be an in-

depth analysis of a sample case on each level, in order to contextualise the 

discussion. This part consists mainly the examination of, firstly, the two Japanese 



 

121 

 

cases. Reasons being: they were both female interpreters in their late 30s (same 

gender and age), speak Japanese as a second language and Cantonese the first 

language; they had similar educational backgrounds; they interacted with the same 

group of DOC and PAT, and they fell on the high and mid spectrums respectively. 

In other words, variables were controlled and minimised for comparison. On the 

lower end, a female Pakistani working with a male patient was chosen to 

demonstrate and accentuate the gender and cultural difference between different 

language groups. The analysis was based on the INT’s turn-taking strategies 

employed before, during, and after the request in Segment # (2).  

4.2.1. Case analysis of a high-performer: HK02   

The INT was a 36-year-old Chinese female with the language combination of 

Cantonese and Japanese. She had a postgraduate diploma in Public Relationship 

and used to be an assistant officer in a private company. The DOC was a Chinese 

female medical professional who spoke Cantonese in the role-play. The PAT was 

a Japanese male. The INT got two out of five in participant empathy rating by the 

DOC, and four by the PAT. Her observer rating was 4.4, which was the second-

highest among all INTs.  

Before the request  

Generally speaking, the INT was soft-spoken, agreeable, and attentive to the PAT. 

She held the palm-size notepad on her left palm at all times which enabled her to 

navigate her upper torso with flexibility, while maintaining regular gazes with the 

PAT to show interest and attention. There was notably a high number of 
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backchannelling cues such as Continuers (CON), typically nods, gazes, raised 

eyebrows, and in the meantime taking notes, as seen from Figure 4-1. She also 

acknowledged Receipts of Information (RI) by nods or verbalised “hmm” at the 

end of the DOC or PAT’s turn. Her attention was devoted to the speaker or listener 

of the turn as evidenced by her torso and head facing. Her lower torso and slightly 

tilted head also encouraged the PAT to feel comfortable and speak more. The 

significant amount of backchannelling cues she delivered formed the basis of her 

high-regarded empathic performance and perception.   

 

Figure 4-1 HK02 Before the request 

During the request  

She appeared unclear of the PAT’s message or preference at the beginning, or she 

was overwhelmed by the message, she stopped taking notes to only gaze at the 

PAT as he engaged in eye contact with her and explained with gestures his family 

background. She also interrupted at a TRP of the PAT’s narration. Interruption is 

not uncommon in conversations, especially in interpreter-mediated encounters. 

Interpreters do it for clarification or segmentation of speech. Here she began the 
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interruption with an apology that was followed by a partial recap of the previous 

message (Line 117). Then she used phrases such as “no problem, okay” to reassure 

the PAT that the message was received.   

 

Figure 4-2 HK02 During the request 

 

However, even though the PAT made it clear not to disclose the information to the 

DOC (Line 115) she offered to render it (Line 117) and pointed with both hands to 

the DOC, to which the PAT immediately said no and raised his hand to form a 

“don’t” gesture (Line 118). Only at that point, she realized the dilemma she was 

put in. To which she responded with an embarrassed smile, gritting her teeth and 

quickly glanced away and back (See Figure 4-2). She pulled her head slightly 

further from the PAT, creating a subtle distance of reluctance. During this turn, 

there was an observable amount of decrease in backchannelling cues from the INT. 
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But she quickly withdrew herself to an agreeing manner to the PAT with a nod at 

the end of the turn.  
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 Speaker Translation of the 

transcription 

Original utterance 

115 P erm (..) °I mean° my job↑ 

(.) °is° at a construction site 

(.) >but this < hope you do 

not(.) tell the doctor (.) 

えっと（。。）°あの°私の仕

事は↑°あの°工事現場で働いて

いて＞でこれちょっと＜先生

には（。）言わないでほしい

んですけど（。） 
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 Speaker Translation of the 

transcription 

Original utterance 

116 P I ::: ac- actually understand 

(.) °I mean° the doctor:: 

wanted me to stay- stay 

home:: °meaning° to rest 

and heal ↓::  I understand it 

all (.) (.hhh) but::: I 

mean>this I cannot do< If 

you ask my why (.) °I 

mean° I ah have a kid° with 

a little bit 

of °disability °meaning° a 

disable child:: I cannot 

stopping supporting him (.) 

therefore (.hhh) ::: (..) 

meaning (.) >I cannot stop 

working< therefore:: then- 

あの：：ま‐まぁわかってます

けど（。）°あの°先生は私家

にいてほしいっまぁ家 ‐家で

（。）あの：：療養病気を直

してほしい まぁわかってる

んですけ ど （。 ） (.hhh) で

も：：ちょっと＞それできな

いんですよ＜なぜかというと

（。）°あの°私には°ちょっと°

ハンディキャップこう障害の

ある子供：：サポートしなき

ゃいけなく て （。 ） (.hhh)

で：：まぁ（。）＞仕事やめ

られないんですね＜で：：ま‐ 
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 Speaker Translation of the 

transcription 

Original utterance 

117 I ah- >excuse me< <your 

family is> (.) er::: has a 

disabled child (.) [yes(.) 

small child (.) small child 

(.)] have a child [at home] 

(.) no problem okay - 

then- >let me  state it to the 

doctor< [ah(.)] 

あ‐＞すみません＜＜あなたの

家族が＞（。）er(..)ハンディ

キャップという[そう（。）子

供、子供、家に ] 子供があ

（。）[ええ] あります(..です)

え（。）＞ちょっと先生に説

明しましょう[あ-]＜ 

118 P but (.) this (..)I feel that the 

doctor would not be able to 

understand (.)°so°>hope 

you do not tell< 

でもこれ（。。）先生理解で

きないと思うんで（。）°あ

の°＞言わないでほしいんです

＜ 

 

After the request 

The INT appeared hesitant in her nonverbal and verbal rendition to the DOC (Line 

119-120). She frequently referred to her notes, holding it up and close – even 

though she did not write much in the previous turn, and she would look up and 

away explaining what happened (See Figure 4-3). Her right hand was rubbing her 

left index finger forcefully, showing a certain level of stress (See Figure 4-3). When 
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the DOC replied with an “okay doesn’t matter” and expressed her respect of the 

PAT’s personal preference (Line 121), the INT seemed relieved and immediately 

rendered it to the PAT (Line 121) even before the DOC finished her turn. She did 

it swiftly in a whisper-like manner before continuing taking notes of the DOC’s 

second half of the message. This type of overlapping speech had never been 

observed when the INT was a listener. Nonetheless, it was a self-initiated assuring 

and caring move for the ease and comfort of the PAT since PAT was concerned. 

As a result, her turn-management decision to whisper and quickly come back to 

the original speaker did not interfere with the progress of communication.   

119 I Because I first (..) already (.) 

asked (.) him two questions and 

one was his occupation lah ↑ and 

the other one was his work how 

long it took <and then erm he 

chose to > (.) erm (.) erm not 

wanting to answer [oh::::] 

因為我先 (..) 已經 (.) 問咗 (.) 

佢個問題一個就係佢個職業

啦↑另外一個就係佢返工(要返

幾耐嘅) <咁樣 erm佢就選擇係

> (.) erm (.) erm 唔想答嘅 咁樣

嘅 [喔::::] 

120 I Because  (.) right (.) he is a bit  

(..) erm (..)er (1) family (..) <his 

own problem> so↑ but just now  

(.) er you- (.) er that is- er (..) 

doctor you said really wanted  

因為 (.) 係囉 (.) 佢就會有啲 (..) 

erm (..)er (1) 屋企 (..) <自己嘅

問題> 咁↑但係頭先就係話 (.) 

er 你- (.) er 即- erh (..) 醫生你話
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(…) he chose (..)erm (..) not to 

answer 

好想佢選擇係 (..)erm (..) 唔回

答嘅 

121 D °Okay° (..) doesn’t matter lah↑ 

ah : then ↑ (..) if he doesn’t want 

to tell me↑ (.) then::: >this is 

his<his choice lah (.)ah[それは

大丈夫です] then↑ (.) then (.) 

but he has to pay attention to his 

own health ah ↑ so those  (..) 

°OK° (..) 唔緊要啦↑ 下: 咁↑ (..) 

如果佢唔想話比我聽呢↑ (.) 

咁::: >呢個係<佢個選擇啦(.)

下[それは大丈夫です] 咁呢↑ 

(.)就(.)但係佢必須要注意佢自

己健康喎下↑ 咁嗰啲(..) 

  

 

Figure 4-3 HK02 After the request 
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Despite her overall empathic responses, the DOC gave her a lower score on 

empathy because she “was not convinced the INT understood what the PAT said 

in a couple of turns”, as she commented after the assessment. The low rating was 

due to her unsatisfactory language and interpreting skills, as reflected in a few 

communication glitches in the other parts of the role-play script, which would be 

examined later in the thematic discussion.   

4.2.2. Case analysis of a mid-range performer: HK01  

This INT was a Hong-Kong-born 38 years-old Chinese female who used to be a 

project manager, a translator and a research assistant. Her language combination is 

Japanese and Cantonese. The DOC was the same Chinese female, a medical 

professional who spoke Cantonese in the role-play. The PAT was the same 

Japanese male. The INT got 3.5 out of 5 in participant empathy rating by the DOC, 

and 3.5 by the PAT. Her observer rating was 3.7. They all fell into the middle range 

(3.0-4.0) of empathy rating.  

Before the request 

Before the request, the INT was able to engage in eye-gazing with the interlocutors 

(either the DOC or PAT) in their respective turns with appropriate gesturing as an 

emblem. Her turns of speech were prompt and unhesitant, so were the DOC and 

PAT’s. The transition relevant places (TRPs) were typically shorter than one 

second, and no participants talked over others or had to fight for the floor. The 

exchange was smooth and non-interruptive overall. The INT faced the DOC head 

and torso, so she could engage the DOC with direct eye contact and had a more 
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significant physical mobility for gestures as she listened or spoke with the DOC 

than that with the PAT whom she sat with side by side; she only turned her head 

to the PAT when they started their turns. Overall, as a listener, she did not show 

much backchannel cues except for gazing and keeping her lips tight to suggest the 

will to relinquish the floor. However, as a speaker, she was able to maintain her 

floor in her turn of speech by speaking at a steady tempo accompanied by gazing 

and natural gesturing. She also demonstrated turn-suppressing cues such as “urh” 

and “hmm” to fill up pauses so that the listener would not see the short silences as 

an opportunity to gain the floor (e.g. Line 130, 132). On the other hand, she gave 

clear turn-yielding cues at the end of her turns with termination of gesturing, gazing 

at the listener, falling intonation, lowering of volume and pursing her lips to form 

silence and signal relinquishing of the floor, which also factored into the smooth 

turn-up-takings throughout (e.g. Line 130, 132).  

129 P 

Hmm however:: I↑ (.) °meaning° I’m 

very easy to get tired (.) meaning:: if 

not eat much (.) er:: I won’t be able to 

continue work 

んでも：：私↑(.) °あの°

疲れやすくてですね

（。）あの ::いっぱい食

べないと（。）あの：私

は仕事続けられないんで

すね 

130 

 

I 

 

But ..hmm.(.) er:: because I (.) have to 

(.)  work, so if I don't eat a lot  > < 

但係呢 (.) 呃:: 因為我(.)要

(.)工作嘅關係呢>所以我
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actually: it’s difficult to maintain the 

physical strength for work 

唔食好多嘢<其實就::: 好

難維持到嗰種體力 

131 D 

Hmm:: What does he do:: and a day 

how long does he work:: 

嗯:: 佢做啲咩咖:: 同埋一

日要返幾耐工啊:: 

132 I 

er:: about your work then <a day::> 

how long do you work 

え:: お仕事なんですがあ

の<一日::>はあの:: 何時

間働い::きます 

 

 

Figure 4-4 HK01 Before the request 

 

During the request 

Upon hearing the PAT say, “hope you don’t tell the doctor” (Line 133), the INT 

opened her mouth and quickly closed it, which seemed to be mouthing the word 
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“oh”. It could also be a cue of turn-requesting that might interrupt PAT’s utterance. 

But the PAT was not looking at her at that point and still held the floor. As the PAT 

went on to explain his situation and concern, INT’s whole torso slightly tensed up. 

She put down her pen, put both arms and hands on her laps, stopped jotting notes 

for 20 seconds, a series of actions that suggested a cognitive focus on something 

complicated and unexpected, which required her full attention. Adding to that was 

her observable deeper and heavier breathing pattern and frequent glancing-away, 

avoidance of eye contacts, or facing the dilemma. Meanwhile, since she did not 

turn her upper torso or head to face the PAT directly, she was perceived to be 

squinting down at the PAT throughout the whole turn with her jaw slightly tilted 

up. It communicated a sense of distancing instead of backchannelling. Her head tilt 

angle lifted compared to before, as seen from the snapshots, with her lips pouting 

that could communicate a sense of doubt or hesitation if not disapproval. It all 

seemed to have given the PAT pressure. He speeded up his speech (Line 135) to 

maintain the floor in fear of losing the listener’s attention and wearing out her 

patience. It was evidenced by his turn-suppressing cues, e.g. raising of intonation 

and constant gesturing that said: “hear me out”.  

133 

 

P 

 

er to the doctor:: hope you won’t 

tell the doctor 

あの先生に:: 言わないでほ

しいんですけど 
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134 

P 

 

 

>°er hope you don't tell the 

doctor° meaning < I work at a 

construction site  (.) (.hhh) 

>°あの先生に言わないでほ

しいんですけど°あの< 工事

現場で働いてまして(.)(.hhh) 

で::: 

135 

P 

 

 

 

so::: (.) then the doctor↑ ah::: 

then wants me to stay home::: 

then keep staying home↑ let the 

disease::: that is wanting me to 

recover and that I understand:: 

(.hhh) 

まぁ(.)まぁ先生↑が:::まぁ私

家に::まぁずっといて↑病気

を:: まぁ療養してほしいと

いうのはわかってるんです

けど:: (.hhh) 

 

Figure 4-5 HK01 During the request 

 

After the request 

When PAT finished his turn of speaking, signalled by multiple quickening nods 
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and head turns, the INT turned her head to DOC without much hesitation. She 

engaged the DOC with an apologetic smile first, while hands held together down 

the table. Even though she rendered the PAT’s unwillingness to disclose further 

information to the DOC (Line 139), she spoke with a falling intonation at a slower 

speed than her usual, spotted with pauses and fillers, which formed a turn-yielding 

cue to the DOC, and she was hoping the DOC could take over the floor as soon as 

possible. In this turn, she also pursed her lips six times within seven seconds and 

shrugged her shoulders, drawing a line between her true stance and her renditions. 

The nonverbal message there was “sorry, but that is what he asked me to do, there 

is nothing I can do about it”. With her shrunken posture and crossed hands and 

apologetic smile, she seems to be begging for the DOC’s understanding. It formed 

a sharp contrast to her previous confident, fast-spoken and animated (with quite 

some gestures) manner. In the end, she made some strong turn-yielding cues, i.e., 

engaging eye contact with the DOC with quick nods and tight pursing of lips. 

139 

I 

 

er:: he actually talked about 

himself ::: his job situation but he 

is not that  (.) willing to ::: reveal↓ 

so I cannot (.) °cccannot reveal it 

to you  (..) excuse me° 

呃 :: 咁佢其實就講咗佢自

己::: 嗰個工作嘅情況但佢就

唔係咁 (.) 想::: 透露↓咁所以

我 (.) °唔可以透露到俾你聽 

(..) 唔好意思° 
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Figure 4-6 HK01 After the request 

 

4.2.3. Case analysis of a lower-range performer: PK02  

In this case, the DOC was a Chinese female medical professional who spoke 

English in the role-play, and the PAT was a male Urdu-speaking Pakistani in his 

40s. The INT was in her 40s and used to be a programme officer. Her language 

combination was Urdu and English. The INT got 4 out of 5 from the DOC and 3.75 

from PAT, which was above the average empathy score, but her observer rating 

was only 2.4, which fell on the lower end. The difference was significant because 

the major interruption of the turn-taking happened to have occurred in Segment 

#(2) which was included in the compiled video for the observers to see. Therefore, 

even though she performed above-average overall empathically, her bilingual, 

observer-rating is still far from satisfactory. Below is a detailed analysis of what 

happened.   
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Before the request 

As a listener, the INT demonstrated a significant number of backchannelling cues 

to the speakers including CONs and RIs but with few ERs. She was able to manage 

note-taking with eye contact and nods while providing swift and smooth 

interpretations after a turn. When faced with extended medical information such as 

the DOC’s explanation of lymphoma, she requested a pause by engaging the DOC 

with a gaze, tilting her head, slightly raising her right palm and nodding with a 

polite smile (See Figure 4-7).   

 

Figure 4-7 PK02 Before the request 1 

 

When providing renditions of DOC’s message to the PAT, she maintained her turn 

of speech by continuous gesturing that helped illustrate different stages of cancer 

development (See Figure 4-8).  
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Figure 4-8 PK02 Before the request 2 

 

But after her turn of speech, she immediately turned and faced the DOC without 

any room for the PAT’s reaction or response to her utterance (See Figure 4-9). She 

also invited the DOC to speak by facing and extending both of her arms to the DOC 

(See Figure 4-9). In other words, she managed to control turn-taking by turn-

suppressing and turn-yielding cues.   
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Figure 4-9 PK02 Before the request 3 

 

During the request 

The PAT’s role, in this case, was emotionally charged. His lines were delivered 

with a number of accompanying nonverbal cues such as gestures, head-tilts, raised 

voice and varied intonation (Line 63). However, the INT seemed to have a hard 

time emphasizing with the PAT. She first stopped taking notes, looked up at the 

PAT with frowned eyebrows. Before requesting a turn, she directly cut off the PAT 

(Line 63) by stating her role and gestured a “blocking” sign in front of her torso 

(See Figure 4-10). With the use of a falling tone and slowing down the speed, she 

made her point louder and unquestionable.  

63 P 

er。<I work at a construction 

site::> but you don’t have to tell 

the doctor (.) (.hhh) because I 

know (..) the doctor wants me to 

مریض; میں ایک تعمیراتی جگہ پر کام 

کرتا ہوں لیکن آپکو یہ ڈاکٹر کو بتانے کی 

ضرورت نہیں ہے کیونکہ یہ چاہتے ہیں 
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stay home (..) er:: and rest (hhh.) 

throughout the treatment::: but 

it’s impossible for me↓  

میں گھر میں رہوں .عالج کرواؤں،آرام 

 کروں

64 I 

but I::: have to tell her↓<about 

your home> (.) your job related↓ 

ترجمان;بٹ آئی. )انگریزی میں(.لہجے 

میں تھوڑی ہچکچاہٹ( لیکن مجھے اس 

کو بتانا ہے آپکے گھر.. آپ کی نوکری 

 سے ریلٹڈ )مریض روکتا ہے (

 

 

Figure 4-10 PK02 During the request 1 

 

However, the PAT persisted and kept explaining his difficulty and tried to convince 

her not to tell. The INT already turned to the DOC, after scribbled down a few 

words she was ready to speak to the DOC even though the PAT was still talking to 

her with gestures and gazes. The INT did not turn to the PAT but only eyed him 

while gesturing and whispered "excuse me" three times (Line 66). While the INT 
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tried to suppress PAT’s turn by facing away and gesturing “stop”, the PAT did not 

comprise. The tug-of-war between INT and PAT here lasted for about five seconds 

until the PAT stopped talking.  

66 I excuse me:::excuse me:::excuse me↑ 

 

Figure 4-11 During the request 2 

 

After the request 

After taking a few breaths to clear her thoughts, the INT began to explain in the 

third person pronoun to the DOC what happened (Line 67). She changed her open 

hand gestures into tightly crossed ones, and she avoided eye engagement with the 

DOC at first. She suppressed the DOC’s response by using a few “urh”s to hold 

the floor because she had more to say (Line 68). She returned to smiles and opened 

up her gestures as she justified her use of “he” but seemed negligent about the 

PAT’s request.  
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67 I 

(2) urh:::urh::urh urh:he's urh a construction worker 

(.) he urh:: he needs to feed his children↑ (.) He 

cannot just stay at home (..) without work  

68 I 

(1) urh:: urh:urh >sorry I have to use he because he 

was asking he asked me not to tell you< so: huh== 

 

 
Figure 4-12 PK02 After the request 1 
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Figure 4-13 PK02 After the request 2 

 

4.3. Turn-taking management and empathy: thematic discussion 

Informal interviews were conducted with the participant raters and observer raters 

to elicit data and explore their perceptions and reoccurring words such as 

“emotionally engaged”, “engaged”, “nodding along” and “eye contacts” were 

noted. With the case analyses above and the patterns emerged from the video data, 

the foci of discussion are on the following themes: overlapping and turn-requesting, 

backchannelling and emotional engagement, and interpreting competence and 

empathic performance.  

1. Overlapping and turn-requesting 

Overlapping of speech is inevitable in naturally occurring conversations including 

interpreter-mediated dialogues. It happens when there is more than one participant 

in a conversation speaking at a given time. There are three or four types of overlaps, 

depending on the type of categorisation (e.g. Schegloff (2000), including the 
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verbalised continuers such as ‘hmm’ and anticipatory overlaps such as finishing 

the original speakers’ thoughts, as defined by Schegloff (2000). Regarding turn-

taking management, however, what is most challenging is not the abovementioned, 

but the ones that take place at a TRP where the listener volunteered to be the 

speaker. In that situation, more often than not, the original speaker would give up 

and let go of the floor, at least at first. For medical mediated conversations, 

overlapping becomes even more hectic than when it takes place in regular 

dialogues because any two of the participants could be talking over each other. In 

the role play in this study, overlapping was observed to be initiated by a few 

candidates who struggled with handling longer or more complex information that 

seemed to have gone beyond their competencies. For instance, PK01, a male 

Pakistani INT, was seen abruptly interrupted the doctor and the patient four times 

when he needed clarification or time to jot down notes. In tri-party communication 

such as the role-play in the study, overlapping also happened by engaging in a third 

interlocutor. For instance, PK01 directly turned away and spoke to the DOC while 

the PAT was still speaking to him. As a result, the PAT had to stop when he realised 

the INT was not engaged anymore. Such cut-offs were regarded as poor turn-taking 

management as they were unannounced to the other interlocutors and prevented a 

smooth taking of turn. On the other hand, more candidates who started off as a 

listener were seen to request a turn to speak in a manner acceptable by the speaker. 

Common cues preceding such requests were gazing, a stop of note-taking, slowly 

raising a hand and more frequent nods, with or without a verbal enunciation of the 

request such as “excuse me, can I translate this part first”. These nonverbal cues 
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typical warmth cues which cushioned the interruption. Turn requests by such cues 

were observed among the top five empathy scorers which meant interruptions, even 

when they were not backchannelling, could still be deemed as acceptable and 

undisruptive when preceded by cues of acknowledgement.       

2. Backchannelling and emotional engagement 

Backchannelling was instrumental in indicating emotional engagement when it 

was in synchronisation with the speaker’s message. In the case analyses in the 

previous sections, a salient distinction between the ways HK01 and HK02 

interacted with the patient was the intensity of backchannelling. HK02, one of the 

top scorers, provided an array of proxemic and kinesic backchannelling cues such 

as forward-leaning, constant nods and eye-engagement combined with pronounced 

verbal acknowledgement, whereas HK01, at the mid-range of the scoreboard, 

maintained a stiffer and composed posture with limited number of gestures and 

facial expressions that suggested emotional engagement. But the sheer frequency 

or intensity of backchannelling did not translate directly into empathic 

communication. KO02 and KO01 were both female Korean INTs who role-played 

with the same pair of PAT and INT. KO01 (a mid-range empathy scorer) provided 

the typical backchannelling cues along the conversation with the PAT in a prompt 

manner. Even when the patient articulated her concern and the request of 

concealing some of the information, she did not hesitate to nod three times and take 

notes to acknowledge receiving the information before turning immediately to the 

DOC to convey the whole message. Her backchannelling cues was out of sync with 

the PAT’s worries at the time and was regarded as merely finishing her job. KO02, 
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on the other hand, was regarded as the most empathic among all INTs not because 

she provided more backchannelling cues but rather, the absence of which at times 

showed her emotional engagement with the PAT. More details of the analysis are 

discussed in Chapter 4 from the perspective of relationship management.    

3. Interpreting competence and empathic performance  

The scores of the INTs’ empathy performance did not align with the competence 

of interpreting of the INTs in this study, meaning that the interpreter’s ability to 

conduct empathic communication could be independent of their interpreting 

performance in a general sense. An example could be seen in HK02’s case as 

indicated in the excerpt below.  

81 P ah:: but (.) sweet drinks neh↑ 

meaning:: can soothe in my mouth:: 

some (.)iron-like (.) metal-like taste 

(.) er::appetite will increase (.) 

あーでもあの、甘い飲み物

は、あのー私の口の中で、 

ちょっと、鉄っぽい、金属

っぽい味を、 

和らげてくれて、えー食欲

が増すんです。 

82 I Yes(.) er:: but er(.) I↑ (..) er(.) If eat 

sweet food can er:: meaning (.)will 

(..)will be better(.) er(.)er(.)meaning 

係(.) er:: 但係 er(.)我↑(..) 

er(.)如果食甜嘢呢可以 er:: 

即係(.)會(..)會好 d 囉(.)  

er(.)er(.)即係柔(.) 柔軟呀咁
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sof(.) soft and so meaning [oh:: 

then::] (unintelligible) 

樣嘅即係 [喔:: 咁::] 

(unintelligible) 

83 D huh↑ say what↑ 吓↑ 咩話 ↑ 

84 I er (.) meaning – if (.) er (.) just now 

you (.) said (.) eating sweet food er 

was er >(unclear speech)< lah (.) 

but when I eat sweet food will er 

feel er (..) helpful for my mouth and 

then (.) er (.) erm (..) er (.) 

er (.) 即- 如果(.) er (.) 頭先你 

(.) 講 (.) 食甜嘢 er 係 

er >(unclear speech)< 啦 (.) 

咁但係我食甜嘢會 er 覺得

er (..) 有幫助(係對我口部啊) 

咁 (.) er (.) erm (..) er (.) 

85 I er (..) then (.) er (.) say- er (..) [ah 

say it again] please say it again [ah] 

er (..) ちょっと、em、せっ

er (..) [あもう一回] もう一

回ください [あ] 

86 P er:::> sweet drinks <ah doctor 

(.)said sweet food cannot eat (.) but 

sweet↑drinks:: >for inside my 

mouth< some iron-like (.) metal-

like taste↑(..)°meaning°> gets 

relieved< 

えっとー＞甘い飲み物＜先

生 (.) 甘いもの (ダメって言

ってたんですか) 甘い↑飲み

物は（。。） 

＞私口の中で＜°ちょっと° 

鉄とか金属っぽい味が

↑(。。)あの(。)和らげてく
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(.) °meaning°appetite↑(.)then °incre

ase°(.) increase [right right right] 

れて（。）°あの°食欲が°

増える°↑増すんです [はい

はいはい] 

87 I er (.) to the patient (.) erm (.) again 

(.) >asked one more time<↑then he 

just said>just now you mentioned 

<eating sweeting food should be 

avoided (.) but he  would er (.) erm 

(.) I (.) I would (.) I would (.) 

meaning – just now the patient said 

(.hhh) er I would feel >if eat sweet 

food< er (.) my appetite would be 

better ↑would erm (..) be 

comparatively better 

er (.) 同病人去 (.) erm (.) 再 

(.) >問多次啦<↑咁佢就講左

話>啱啱你講左話<食甜嘢係

要 

避免嘅 (.) 但係佢會 er (.) 

erm (.) 我 (.) 我會 (.) 我會 (.) 

即- 頭先病人就話啦 (.hhh) 

er 我會覺得>如果食左甜嘢

呢< er (.) 我嘅 食欲呢會好

d↑會係 erm (..) 比較好 d 嘅 

The above transcriptions (Line 85) indicated HK02’s struggle with understanding 

the PAT’s description of “a bitter taste” and hence asking for repetition. Similar 

incidents occurred twice in her case and it was clear from her request for repetition 

and her hesitant renditions to the service users (i.e. the DOC and PAT) that her 

language proficiency was lacking, but she was nonetheless rated by as empathic 

and her service satisfactory. It is not to argue for the display of empathy in 

replacement of sufficient interpreting skills, but rather, to advocate the use of 

empathic communicational cues to reduce the negative impact from inadequate 
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interpreting skills. Such acts would be especially beneficial for early-stage 

interpreter trainees who are still honing their skills to become a full-fledged 

professional. 

4.4. Conclusion 

The 26 cases in this study indicated that no turn-taking behaviours always meant 

the same thing but that the meaning and function of cues could vary systematically 

across different contexts and situations. Therefore, the study of turn-taking 

strategies is useful for the pedagogy of medical interpreting. 

This chapter reviews the theoretical underpinnings on turn-taking with a focus on 

backchannelling and their prosocial functions. It then makes general observations 

on the turn-taking phenomenon among all interpreters in the role-play before 

identifying the importance and relevance of backchannelling cues to empathic 

communication. Through a careful examination of the high, mid, and low empathy-

score cases, empirical evidence was found in the impact of backchannelling cues 

to empathy.  

Among all turn-taking management devices, interpreter’s backchannelling cues 

were most relevant to empathy perception when they were the listener. Continuers 

and Engaged Responses are the most effective amongst all four types of 

backchannelling. The main reason was that backchannelling was an internal 

imitation of the speaker, and imitation was at the core of empathy based on the 

MNS. Turn requesting itself did not relate to low empathic scores, but HOW it was 

done did matter. The request of a turn to speak should be conducted with 
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acknowledgement cues such as raising a hand, leaning forward, gazing with 

increased nodding, or verbal request. No abrupt interruptions without 

acknowledgement were seen as empathic. It was also found that language 

proficiency and interpreting skills were not the entirety of healthcare interpreting. 

Empathy, when displayed in communication, could make up for a better healthcare 

experience, as seen in HK02, the Japanese interpreter who did not possess the 

adequate language or interpreting competence for the profession but nonetheless 

received high scores on her empathy performance with her patient reporting 

satisfactory on the experience.   
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Chapter 5 Relation Management 

In Chapter 4, the data are examined in the dimensions of turn-taking management 

on the communication of empathy between the interpreter and the patient in the 

role play. Multimodal behaviours were examined at a micro-level to reveal the 

connection between synchrony and empathy manifested in turn-taking. However, 

rapport building related to empathy perception at a macro-level has yet to be 

examined, especially from the subtle nonverbal perspective, neither has the 

potential relationship between empathy perception scores and the INTs’ personality 

traits and nonverbal sensitivity has been extrapolated (i.e. Research Question #3). 

This chapter first reports the correlation analysis results for the above-mentioned 

scores and then results of the case analyses on the nonverbal cues observed in the 

video recordings of the interpreting examination and how relationships were 

constructed or managed, such as dominance and submission, immediacy, empathy 

and rapport building. The purpose was to explore the roles played by nonverbal 

cues and various relationship management strategies. In the end, patterns of 

nonverbal cues are revealed on the commonalities of what is perceived to be 

empathic or unempathic.  

5.1. Case analysis of relational messages 

Observer-raters were asked to give impressionistic scores on a scale of 0 (displayed 

no empathy) to 5 (displayed the most empathy) on how empathic each MI 

candidate was as perceived from their one-minute clips of the interpreting 

examination. 17 Out of 26 candidates scored between three and four, which meant 



 

152 

 

that they were perceived to have displayed some empathy with few differences 

among them. The raters’ agreement among them was lower than those at the top 

and bottom ends of the scorecard, i.e. those who “displayed plenty of empathy 

(scored over four)” and those who “displayed little empathy (scored no more than 

three)”. Therefore, I focus on comparing candidates from the top and bottom ends. 

Table 5-1 shows the top (four candidates) and bottom (five candidates) ones with 

their clip numbers, observer ratings and participant ratings. The participant ratings 

were given by the doctor (DOC) and patient (PAT) in each role-play on how 

satisfied they were with the interpreter’s empathic performance. 

Table 5-1 Observer ratings and participant ratings 

Participant clip number and time 

stamp 

Observer empathy 

score 

Participant score 

DOC PAT 

KO02 10 (from 10:07) 4.5 5 4.5 

HK02 24 (from 25:18) 4.4 2 4 

PK07 17 (from 17:51) 4.2 4 3 

VT01 07 (from 7:00) 4.1 4 3 

NP01 02 (from 1:10) 3 4 4 

IN02 06 (from 5:54) 3 3 3.5 

PK01 04 (from 3:32) 2.9 2.5 1 
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Participant clip number and time 

stamp 

Observer empathy 

score 

Participant score 

DOC PAT 

IN01 09 (from 9:02) 2.6 2 2 

PK02 01 (from 0:05) 2.4 4 3 

 

Table 5-2 shows the candidates’ results from the nonverbal sensitivity test 

(miniPONS) and the Interpersonal Reactivity Index (IRI). MiniPONS scores 

between 0.65 to 0.78, which is the normal range, indicate a nonverbal sensitivity 

of the majority of individuals across cultures. The higher the score, the better the 

candidate is at decoding nonverbal cues. IRI consists of four dimensions, with 28 

being the highest score of each dimension. In Table 5-2, "PD" stands for "Personal 

Distress", which measures "self-oriented" feelings of personal anxiety and unease 

in intense interpersonal settings. "EC" stands for "Empathic Concern", which 

assesses "other-oriented" feelings of sympathy and concern for unfortunate others; 

"PT" stands for "Perspective Taking", which measures the tendency to 

spontaneously adopt others' psychological point of view; and "FC" stands for 

"Fantasy", which taps respondents' tendencies to transpose themselves 

imaginatively into the feelings and actions of fictitious characters in books, movies, 

and plays. More details can be found in Chapter 3. 
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Table 5-2 MiniPONS scores and IRI scores 

Participant 
Observer 

rating miniPONS 

Interpersonal Reactivity Index 

PD EC PT FC 

KO02 4.5 0.88 11 20 15 16 

HK02 4.4 0.72 14 19 19 19 

PK07 4.2 0.70 11 17 21 10 

VT01 4.1 0.77 12 20 17 11 

NP01 3 0.72 10 18 15 6 

IN02 3 0.66 10 18 18 13 

PK01 2.9 0.66 12 23 21 19 

IN01 2.6 0.77 5 19 22 16 

PK02 2.4 0.80 14 26 18 9 

A correlation calculation was conducted to probe the possible relationship among 

empathy ratings and the miniPONS scores and each dimension of the IRI.  
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Table 5-3 Correlation between empathy scores and miniPONS and IRI (n=10) 

 miniPONS PD EC PT FC 

r 0.24 0.36 -0.45 -0.29 0.19 

      

n 10.00 10.00 10.00 10.00 10.00 

      

t 0.78 1.13 -1.39 -0.92 0.59 

      

df 8.00 8.00 8.00 8.00 8.00 

      

p-value 0.46 0.92 0.20 0.38 0.57 

 

As shown in Table 5-3, there were no significant correlations between the empathic 

rating and miniPONS or IRI for the top and bottom five INTs, the p-values were 

all greater than 0.05 (n=10). Another correlation analysis was therefore conducted 

for a whole set of samples (n=26), as shown in Table 5-4. 

 

Table 5-4 Correlation between empathy scores and miniPONS and IRI (n=26) 

 miniPONS PD EC PT FC 

r 0.27 0.09 -0.10 0.01 0.29 

      

n 26.00 26.00 26.00 26.00 26.00 

      

t 1.39 0.46 -0.51 0.04 1.51 

      

df 24.00 24.00 24.00 24.00 24.00 

      

p-value 0.18 0.65 0.61 0.97 0.14 

 

Since a statistical relationship could not be identified on the empathic scores and 

other elements, case analysis was further conducted. Three of the nine cases were 

selected for closer examination—KO02, female from the high-scoring group, 
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KO01, female from the mid-scoring group and PK01, male from the low-scoring 

group—because they conducted typical and non-typical behaviours that affected 

the relationships compared to other INT participants. After the case analysis, a 

discussion of the three relational themes followed that summarised the patterns of 

how each of the candidates interacted nonverbally with the doctor and patient as 

seen in the video recordings. The analysis focused on dimensions of proxemics, 

haptics, kinesics, vocalics and chronemics and omitted appearances and other 

nonverbal messages which were not studied in this study as they were less relevant 

to the relational analysis.  

5.1.1. Case analysis of a high performer: KO02  

The highest average score was given to KO02 (Score 4.5), a 45-year old Korean 

woman who had a postgraduate diploma and a teacher’s certificate. She had 

worked as a manager in an international company before joining the training course. 

Her MiniPONS score was 0.875, which was also the highest among all participants. 

Such a score suggested that she was highly sensitive to nonverbal cues and had a 

strong ability to decode the emotions behind nonverbal behaviours. In the role-play, 

the DOC was a Chinese female, and the PAT was a Korean female. Overall, KO02 

maintained a balanced power relationship with both the PAT and the DOC. It was 

also a warm, trusting relationship and was neither distant nor formal. Below were 

descriptions of her nonverbal behaviours by category.  

- Proxemics: The three were seated in a triangular arrangement, with the INT 

in the middle, at the same distance from the DOC and PAT. Despite the 

fixed seating arrangement, KO02 was able to adjust the proximity by 
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turning her head and torso to the interlocutors as she listened or spoke to 

them. For instance, she leaned forward when she proactively conducted a 

discussion with the PAT about whether to share the personal information 

with the DOC, which shortened the physical distance between the two. 

Close proximity was a strong indicator of socialness, trust and rapport 

building.  

- Haptics: No physical touch was observed from KO02 or any other INT 

because such touches would be inappropriate in a professional encounter if 

they were not for medical reasons. However, between strangers, empathy 

was perceived as even greater when accompanied with no touch or 

imagined touch by gazing.  

- Kinesics: KO02’s head was regularly pitching forward and backwards to 

pace her utterances. She engaged in gazes with the listener at almost all 

times except for occasional looking at the notes for reference. Her facial 

expressions, such as constant nods, blinking her eyes, and frowning, were 

expressed in a clear and vivid manner, were in sync with the verbal message 

she was conveying as a speaker and matched the PAT’s emotional flow. 

When she delivered the DOC’s diagnosis to the PAT, she not only showed 

a look of concern by engaging gazes with the PAT and slightly frowning, 

but her hands also opened as virtual punctuation to help with the pacing and 

logical explanation. She also leaned forward and tilted her head to her right 

with her hands held together as she waited for the PAT’s response to her 
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question. The cues showed warmth, affiliation and genuineness as shown 

in figures 5-1 and 5-2. 

 

Figure 5-1 KO02 Before the request 

 

Figure 5-2 KO02 Before the request 

 

- Vocalics: KO02 was soft-spoken throughout but was firm and sure of her 

utterance. She was fluent, and her delivery was smooth and uninterrupted. 

She used rising tones at the end of questions and falling tones for statements. 

Pauses, emphases and fluctuations amid the sentences charged her 

utterances with emotions. Her speech, therefore, did not seem formal or 

robotic at all but social and genuine.  



 

159 

 

- Chronemics: Multitasking was common in medical interpreters as they 

were supposed to take mental or physical notes as they listened. However, 

nodding was observed to show attentiveness to the speaker when she had 

to take notes and could not sustain the gaze. She was able to devote full 

attention to the interlocutor, which was a strong indicator of engagement in 

communication and efforts in rapport building. 

- Personal Distress (the dimension from the IRI that correlated with 

nonverbal sensitivity): A distinct indicator of KO02’s distress level was 

shown at her hands. She repeatedly opened and clenched her left hand when 

she was speaking. It was observed in the first half of the clip that the total 

time that her left hand remain opened was significantly longer than the time 

when it was clenched. However, the clenching increased significantly in the 

second half after she initiated a private discussion with the PAT about the 

request. The change of her kinesics indicated that KO02 was at first calm 

and confident at dealing with the information put forward by both PAT and 

DOC, and all seemed familiar to her and hence did not pose a challenge. 

But upon hearing the “do-not-tell-the-doctor” request, she immediately 

displayed a closed posture. The unexpected situation led to stress and body 

stiffness. The degree of stress was also noticeable from KO02’s facial 

expressions, such as sustained frowning and lips drooping upon hearing the 

request. However, she handled the stress calmly as she made a judgement 

call that was unlike the others, to have a quick discussion with the patient. 

The discussion she initiated went thus: 
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81 P 

The doctor asked you about 

your job because she had to 

know how hard you are living 

so that she can change the 

treatment method so if telling. 

왜냐하면 의사 선생님께서 

직업을 물어 보셨기 때문에 

현재 얼마나 힘든 생활을 

하고 계신 지 알아야 치료 

방법을 좀 바꾸실 수 

있으니까 말씀하시는 게… 

82 P And yet I do not want you to 

(tell) the doctor. 

그런데도 제가 선생님한테 

원하지 않아요 

83 I So can I tell the doctor that 

your child has a disability? 

그럼 자녀분께서 장애가 

있으신 거는 말씀드려도 

되나요? 

84 P Even so the secret. 그래도 비밀로…  

85 I Both of them? 둘다요? 
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86 P Yes. 네 

87 I Then I will only say you have a 

job.  

그럼 일이 있으신 것만 제가 

말씀드릴게요 

 

 

Figure 5-3 KO02 After the request 

 

 

Figure 5-4 KO02 After the request 
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Figure 5-5 KO02 After the request 

 

KO02 turned to the DOC to excuse herself, saying, “Sorry, doctor, a little bit of 

time,” before she conducted her discussion with the PAT (see Figure 5-4 above), 

which showed her considerateness and willingness to build trust with the doctor. 

In the excerpt, she first added her own understanding of the doctor’s motives for 

asking about the patient's occupation and how the information would help: “so that 

she can change the treatment”. She said it carefully and slowly in a softer, lower 

and pleasant voice while leaving the sentence unfinished on purpose and faded out 

the last word (Line 81), and she held both hands together and tilted her head to 

invite a response from the patient. She did not persist in revealing the information 

when the PAT said no. She then only clarified and confirmed with the PAT what 

could be shared and what could not with the DOC (lines 83 and 85). It was not 

coercive, but rather clear and concise. In the end, she also assured the PAT of what 

she would reveal (Line 87).  What was worth noting was not only what she said, 

but also the way she said it. No sense of judgement or disappointment was heard 

during her statements. KO02 was the only one among all 26 candidates who 
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initiated such an unexpected act. It showed that she was not submissive to either of 

the interlocutors and at the same time was proactive in caring for the well-being of 

the patient. Her demeanour was in sync with her utterance and therefore conveyed 

sincerity and a high level of empathy. Note that she was observed to be under stress 

because of the unexpected request, but she was able to take control of the situation 

without being domineering. It verified the correlation between anti-stress ability 

and nonverbal sensitivity as indicated by the statistics and also her high score in 

the interpreting examination.  

5.1.2. Case analysis of a mid-range performer: KO01 

KO01 was a 47-year-old female Korean language instructor who had two 

bachelor’s degrees, one in philosophy and politics and the other in Chinese 

medicine. She role-played with the same pair of DOC and PAT as KO02 did. Her 

empathy score was 3.6, which was in the higher end of the middle spectrum. Her 

IRI scores were 11 (PD), 24 (EC), 21 (PT), and 21 (FC). Her miniPONS score was 

0.83, which was the third-highest among the 26 INT participants. Her case could 

be used as a controlled comparison for KO02 because they were in the same 

language combination interacting with the same group of interlocutors in the same 

room, and they shared the same PD score and miniPONS score. They both moved 

to Hong Kong from Korea and had language teaching experience. Below are 

descriptions of her relational nonverbal behaviours by category. 

- Proxemics: Direct torso orientation and head tilt were observed every time 

she interacted with the DOC and PAT. She also indicated her attention by 

adapting the orientation of her notepad to the engaged interlocutor every 
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time. She also drew away from the speaker or the listener swiftly after that 

turn was done to turn to the next person.  

 

Figure 5-6 KO01  

 

- Kinesics: KO01 almost never looked at her notes even when she had written 

some down earlier (see Figure 5-6). Her gazes were intense (eye contact for 

almost the entire turn of speech) and focused on the interlocutor. Nods were 

not observed as frequently during a turn, but more so at the end of one. 

Ending nods functioned as an indicator of the receipt of information. She 

gestured with one or both hands as she spoke to help with the pacing and 

punctuating of the messages. The amplitude or scale of the gestures was 

controlled within a small space in front of her. By the second half of the 

clip, her elbows were positioned away from and below the table, with only 

her hands seen gesturing on the table.  She maintained a smile through most 

parts of the scenario. All of these depicted a calm and composed image of 

a professional interpreter.  
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Figure 5-7 KO01 

 

- Vocalics: Her voice was pleasant, loud and clear all the way throughout the 

role play.  

- Haptics: No physical touch was observed. 

- Chronemics: Her attention was fully devoted to the interlocutors as 

conveyed by her engagement of eye contact and body orientation.  

- Personal Distress: Unlike other INT participants, KO01 showed no 

indicator of stress, anxiety or struggle upon hearing the PAT’s request. Her 

demeanour remained the same as before. Without any hesitation, she 

translated PAT’s whole message to the DOC: “Doctor, actually I used to 

work at concentration, construction site but right now I’m not working at 

all. I have to work because I have disabled, a disabled child to support. So 

maybe you don’t understand my situation, but I cannot work”. She had a 

slip of tongue in her interpretation when she said, “I cannot work”; she 
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probably meant to say “I cannot rest”. It was unknown whether she missed 

the request of “do not tell the doctor” or ignored it completely. But 

nonetheless, her way of dealing with the unusual request was unexpectedly 

calm, which was out of line with the PAT’s emotional state.  

KO01 managed to demonstrate a number of positive reinforcers for building 

rapport and trust with the PAT and DOC. However, her overall tempo of 

communication was fast, meaning that she always turned to the next turn of speech 

without hesitation. Such a demeanour could have three implications: (1) the INT 

was capable and efficient at receiving and conveying messages, (2) everything was 

a task to the INT and (3) no time was allowed for the PAT to digest or react to the 

message conveyed by the INT. In other words, there was little time or room for a 

real emotional communication or understanding to be formed when the interlocutor 

withdrew too quickly from a turn of communication. This was evident in the way 

KO01 handled the PAT’s request. It did not contribute to empathy for the affective 

synchronisation to not be found in her emotionless, task-oriented way of handling. 

In other words, the INT built a formal relationship with the DOC and PAT, which 

resulted in the biggest difference between KO01 and KO02. Both of them managed 

the communication smoothly, but KO02 did so gently, leaving space for the 

interlocutor to react at each turn. This particular feature made the distinction of 

empathy perception because one would wait to see the other’s reaction in a real 

human social communicative event so that real understanding and empathy can be 

formed.     
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5.1.3. Case analysis of a low-range performer: PK01 

Participants were two Pakistani males (INT and PAT) and one Chinese female 

(DOC). The interpreter, PK01, was 48 years old and had a bachelor’s degree in 

science and a master’s in chemistry and used to work as a teacher. PK01 got 2.6 in 

the observer rating of empathy and got 2.5 from the DOC and 1 from the PAT. His 

miniPONS score was 0.66, which was on the lower end of the normal spectrum 

(0.65-0.78). Overall, PK01’s tendency to dominate the interaction and failure to 

form trust with either the PAT or the DOC caused his low score. Below are 

descriptions of his relational messages by category.  

- Proximics: Indirect body orientations prevailed in the interaction. He also 

kept himself in the central position most of the time, without leaning 

forward or backwards to approach the interlocutors; instead, it was the 

DOC and PAT who reached out with their torsos. PK02 decided the turn of 

speech by interrupting the speaking or turning his head to the person to 

whom he wanted to speak or listen to. Such positioning and control of the 

expressivity of the participants connoted dominance.  

- Kinesics: He looked at the DOC and PAT when he spoke to them, but 

usually it was not direct gazing because of his indirect body orientation. He 

kept his left arm rested throughout and only used his right arm and hand to 

take notes and gesture except for when he explained the “cultural difference” 

after the PAT told him not to share the information. He made expansive 

right-hand gestures when speaking at times as in Figure 5-8, which could 

be viewed as an invasion of the DOC's or PAT’s personal space and a type 
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of threat in dominance. He had gaze aversion when listening to the PAT’s 

request and only nodded occasionally with pouting lips, which showed 

disagreement, which could be viewed as the opposite of trust and rapport.  

 

Figure 5-8 PK01 

 

- Haptics: No physical touch was observed.  

- Vocalics: He spoke in rapid, high-pitched, and varied voices when he was 

sure of himself, which were typically relational messages of conflicts. He 

was hesitant and stuttered when he was not sure about the rendition.  

- Chronemics: PK01 focused on listening and did not take notes often.  
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- Personal Distress: PK01 became alert upon hearing the PAT’s request. He 

stopped taking notes and looked away. Readjustment of his sitting posture, 

shuffling of his legs, blank stares and only occasional engagement of eye 

contact with the PAT indicated a level of stress. After one second of silence, 

he turned to the DOC. This was the first and only time PK01 used both 

arms when he spoke. The increased volume of his voice indicated that he 

was feeling more relaxed and confident than before. He explained to the 

DOC what he understood as “cultural differences”, which would be seen as 

unethical visibility (Metzger, 1999).   

 

Figure 5-9 PK01 
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Figure 5-10 PK01 

 

As mentioned, a prominent feature of PK01’s control of turns was expressed by 

his frequent interruptions of the DOC and PAT when they spoke and his 

suppressions of the listener when he spoke. Goldberg (1990) observed two types 

of interruptions in real-life conversation interactions: power interruptions and non-

power interruptions, also known as competitive interruptions and cooperative 

interruptions. A typical cooperative interruption would be the listener finishing the 

speaker’s sentence. A competitive interruption would indicate a power negotiation. 

PK01 did not wait for the PAT to finish his turn before he started to interpret. As 
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shown in Figure 5-11, the PAT was still talking, and the DOC, with her eyes looking 

at her notes, was not expecting to be talked to by the INT.   

 

Figure 5-11 PK01 

 

Upon hearing the first half of the sentence, he immediately turned the head to the 

DOC and raised his right hand and his voice: “What is the reason behind this?” 

This sentence was finished quickly in one second, followed by a repetition of the 

first part of the question: “What, what is the reason, why?” The DOC was spoken 

to unexpectedly and had to lean forward for more information. The INT dominated 

the interaction in that turn. Although PK01 had the capability to work under stress, 

he received a lower-than-average rating as a result of his inaccurate representation 

of the meaning and emotion of the original message and mishandling of the 

relationships with the DOC and PAT. He appeared dominant to the interlocutors 

without sufficient nodding or other warmth reinforcers that build trust and rapport. 

The domination was more prominent between him and the female DOC because 
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of the gender implication in Punjabi-speaking culture. At times, he made a highly 

animated gesture or sudden arm movement that violated the interlocutor’s personal 

space and could potentially cause conflict. Indeed, the sense of conflict was later 

verified by the DOC’s comment about feeling “a bit intimidated”.  

5.2. Relational themes   

Apart from the above cases, nonverbal messages were also observed and 

documented from the rest of the video clips and three themes of relationship 

messages emerged as salient to the empathy scores: (1) dominance, (2) intimacy, 

and (3) formality. The first two types of relationships, i.e. dominance (and its 

opposite, submission) and intimacy, are the two primary dimensions of human 

relationship analysis that can be traced back to the origin of human society when 

competition and collaboration emerged as basic survival instincts. Formality, on 

the other hand, is something that a medical interpreter as a profession deals with 

inevitably, as on the one hand, interpreters interact with medical professionals who 

usually deliver their messages at a formal register while on the other, they deal with 

the more casual and informal speeches used by the majority of the patients. An 

examination of the communication of relational messages on formality and 

task/social orientation could, therefore, give insights on empathy communication 

of the interpreters in the medical settings and how the interpreters manifest their 

own professional rendering of the relational messages.  
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5.2.1. Dominance versus submission 

Dominance displays in proxemics include threat, size, initiation, elevation, 

privileged access, unexpectedness (violation), and centrality (Burgoon, Buller, & 

Woodall, 1996). Kinetically, gaze engagement is considered a positive reinforcer, 

but too much gaze can be counterproductive in constructing empathy, termed as 

Visual Dominance Behaviour (ibid), which is applicable to both men and women. 

When one gazes more as a speaker than a listener, or looks the equal amount, they 

are regarded as dominating, as submissive people do the opposite with a much 

more pronounced gaze when listening. For equal status interlocutors, gaze when 

listening is usually more than speaking.  

The visual dominance pattern can be observed from PK01 when he was speaking 

to the DOC. In addition, the degree of the difficulty of a task is also being perceived 

as related to the level of eye engagement. Usually, when the task or cognitive load 

is hefty, the speaker or listener in interaction tends to look away to minimise 

distraction. But as a listener, paying attention is a priority and a social obligation, 

so whether or not or the extent to which to fix the gaze on the speaker becomes an 

indicator of the level of submissiveness. Except for KO01, almost all interpreter 

participants stopped taking notes to focus on the message when the patient made 

the request to not share the information with the doctor since it was a challenging 

situation to handle.  

PK02 was dominating her communication with the PAT but was submissive to the 

DOC, indicated by her direct body orientation to the DOC together with head tilts, 
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nodding and gazes and her indirect body orientation to the PAT accompanied by 

gaze aversion, which increased psychological distance.  

From the observation, relational messages of dominance were observed mainly in 

her proxemics and kinesics such as an elevation of the upper body, including arms 

and hands, an enlarged size that formed some level of threat, unexpectedness in the 

initiation of an act, and maintaining the centrality of the position. Raised voice and 

rhythm were also seen as dominating the power dynamics. Male participants 

involved in this study typically demonstrated such nonverbal cues, especially when 

facing female interlocutors. A high percentage of dominance over the patient or 

the doctor resulted in low empathic scores. Submission, on the other hand, did not 

guarantee high empathic scores either even though one of the top scorers in the 

Japanese interpreters’ group displayed a high number of submissive cues to the 

patient. Overall, trainees with high scores were able to maintain a balanced, non-

hierarchical relationship with the patient, as also was shown in the cases of the 

Korean trainees, neither of whom showed dominance or submission in the last 

section of the case analyses. 

5.2.2. Involvement and immediacy 

Intimacy refers to whether to approach or avoid the interlocutor in the interaction. 

It deals with engagement or detachment in the relationship. There are seven sub-

themes to intimacy according to the outcome produced by the different 

combinations or sequences of cues: (1) involvement and immediacy, (2) depth and 

similarity, (3) affection, attraction, liking and love, (4) trust, receptivity, warmth 

and rapport, (5) conflict, (6) privacy, and (7) courtship and quasi-courtship. This 
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analysis focused on subtypes (1), involvement and immediacy, and (4), trust, 

warmth and similarity, because of their close relationship with empathy as it is 

studied in the context of medical settings.  

Involvement behaviours signal “participation, interest and occupation with the 

other person in an interaction” (ibid., p.320). Immediacy behaviours refer to the 

nonverbal cues that reflect psychologically how close the participants are, which 

can be represented largely but not exclusively in physical proximity of the 

participants. Nonetheless, proxemics carries heavyweight in this relationship 

building. Table 5-5 shows the typical nonverbal cues indicating involvement and 

immediacy concerning trust, warmth and rapport.  

 
Table 5-5 Nonverbal cues of involvement and immediacy 

Proxemics Close distance; direct body and facial orientation; forward-

leaning 

Haptics Touch  

Kinetics Increased and direct gaze, positive reinforcers (smiling, 

nodding, pleasant facial expressions); postural openness; 

frequent gesturing; more animated gestures and facial 

expressions 

Vocalics Louder, faster, more pitch variety, fewer silences or latencies 

Chronemics Monochronistic instead of polychronistic use of time 
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In the role plays, high empathy scorers behaved consistently as Table 5-4 indicates. 

Close distance, direct body and facial orientation, and forward-leaning were 

observed not only in their interactions with the doctor but also with the patient. 

They were not limited to their own seating arrangement, even though their seats 

had been prearranged in the room. High scorers were willing to make bigger 

proximal advances compared to the lower scorers so that they could have a front-

facing to the interlocutors. For instance, HK02 held the notepad in her palm at all 

times to gain the freedom of moving her torso without the constraint of having to 

take notes on the notepad on the table. PK07 also had the notepad on her palm and 

would turn completely, including her legs and not just her torso, to the interlocutors. 

Also, high scorers were observed to have treated both the DOC and the PAT the 

same way, whereas certain lower scorers were observed to approach only the DOC 

and not the PAT (e.g. PK02). Lower scorers were, in general, stiffer in their bodies 

and have limited body movements. Only head turns and gazes were observed, but 

not the upper torso or the whole body when they switched listening and speaking 

to the interlocutors. In terms of kinesics, gazes, nods and gestures were the most 

common denominators. Facial expressions that align with the message conveyed 

are also important to empathy perception. High scorers displayed facial 

expressions that synchronised with the message they were listening to or were 

speaking about, whereas among low scorers, especially male participants, such 

mirroring was not seen; and among the mid-scorers, two of them maintained smiles 

throughout the interaction regardless of what the message was about. In terms of 
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gestures, single-handed gestures were regarded as less empathic than those made 

with both hands. 

It is important to maintain a monochronistic rather than polychronistic use of time 

in building rapport, especially with a stranger. Dialogue interpreters are trained to 

multitask, and many beginners or trainees struggle to achieve the balance of 

listening and note-taking, not to mention giving nonverbal feedback or 

backchannelling to the speaker. High scorers in this study were able to firstly 

display cues of involvement, including gazes and nods, along with emotional 

resonance represented in facial expressions. High scorers such as KO02 and PK07 

only jotted down notes occasionally, paying more attention to listening and 

nonverbally backchannelling. HK02 was able to regularly engage in gazes and nod 

along while taking notes. Low scorers such as IN02 and PK01 were less skilful at 

note-taking, or when the message was longer and the terminology used was 

technical or when meanings had gone beyond their capacity to comprehend, they 

would interrupt the speaker and prompt him or her to repeat. They also often 

struggled to reiterate the original message based on the notes, causing disconnected 

and hesitant speech with few engagement cues with the listener.   

The other subtype of involvement and immediacy relationship is trust, warmth, 

genuineness and rapport. Relational messages of trust, warmth, genuineness and 

rapport were observed in many facets. For instance, in proxemics, close distance, 

direct body orientation and forward-leaning were all warmth cues. Kinetically, a 

moderate number of gazes earned the highest ratings of genuineness and empathy, 

which could be accompanied by note-taking in this study. More smiling, nods, 
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frequent and open gestures and eyebrows raised were seen to be an illustration of 

a positive attitude and willingness to build rapport through communication. 

Mirroring of facial expressions and postures are also by definition the main 

contributor to empathy. For instance, a salient cue for interpreters was the adoption 

of speech patterns or re-enactment of the verbal and nonverbal messages, which 

not only conveyed the ability to fully understand the original speaker, but also the 

embodiment of affiliativeness, support and genuineness. On the other hand, turning 

away, gazing away or giving blank stares, or engaging in behaviours such as 

bouncing knees (bouncing one leg when two legs are crossed) are were associated 

with low empathy because it shows impatience. Some participants did it 

subconsciously and more out of habit to relieve stress, but they were nonetheless 

viewed as cold. Vocalically, pleasant and soft voice qualities were shared among 

the top scorers. So were appropriate fluctuations, emphases and pauses in the 

utterances. A small number of silences and interruptions, when excused, was also 

acceptable. 

5.2.3. Formality 

Formality refers to whether the relationship is task-oriented or social-oriented. The 

more formal it is, the more task-oriented it gets. The more sociable the person is, 

the less formal it feels. Standing or sitting closer in more formal settings are also 

cues of immediacy and relaxation that convey greater casualness and social 

orientation. “Proper” posture, less expressiveness, and a greater distance 

communicate a business-like and formal demeanour. Presenting more visual 

information such as gestures and facial expressions tends to make interactions 
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more intimate and informal. Therefore, reducing kinetics or avoiding eye 

engagement would limit the communication channel and hence would appear more 

formal and less social. High scorers of this study were more expressive in general 

than the lower ones. But being overtly expressive could indicate dominance or 

aggression, as seen in the case of PK01. The absence of physical or psychological 

touch also indicates a high level of formality. The case analysis of KO01 also 

showed that pacing the interaction was also understood as an effort in constructing 

an empathic communication because its absence could put pressure on the 

interlocutors and leave no room for reactions. After all, empathy means 

understanding and mirroring the other party, including their rhythm of speech. 

KO01 also demonstrated the absence of displaying synchronisation of emotion, 

which could be viewed as too professional, or in other words, cold, even when 

there was a smile on the face.  

5.3. Conclusion 

This chapter has revealed patterns of the relational messages that contribute to and 

against an empathic communication, with a focus on the interpreter’s nonverbal 

cues. Nonverbal sensitivity and interpersonal personality traits were found to be 

insignificantly correlated to empathy performance. Case analyses were conducted 

of KO01, KO02 and PK01, who were sampled from the high, middle and low 

ranges of empathy scorers, to highlight the different impact of empathy on the 

interpreters’ performance. The top scorer, K002, demonstrated ample nonverbal 

cues that conveyed warmth and built trust with both the patient and the doctor while 

being sociable and not domineering. Mid-range scorer KO01 presented her 
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efficiency at rendering messages between the doctor and patient and acted with a 

polite demeanour, but she kept a formal and task-oriented relationship with the 

interlocutors and failed to display synchronised emotions with the patient or allow 

the patient enough time to react. PK01 exhibited dominance cues in his interaction 

with the doctor in an array of ways that resulted in a lower score in empathy. Then 

patterns were drawn regarding the nonverbal cues in the relationships of 

dominance/submission, trust, warmth and formality from all the candidates’ 

performance. 

It was observed that an empathic party usually displayed a balanced and peer-to-

peer relationship in the dominance/submission relationship; they were neither 

dominating nor submissive. Highly rated empathic parties displayed no conflict-

relationship messages such as contempt, impatience, aggressiveness or presented 

as cut-offs. They were able to make use of ample cues of mimicking, 

synchronisation and congruence to express genuineness, which helped to build 

trust.  Social-orientated cues were rated as more empathic than task-oriented ones, 

even though medical interpreting takes place in a professional setting. All these 

results further verified that interpreting skills alone were insufficient in providing 

quality and patient-centred care. As the critical link, the interpreter was expected 

to be not only competent in exchanging the messages and meaning, but also in 

communicating emotions. 

 Although a professional in a patient-centred medical setting, the interpreter is also 

assumed to have the capabilities to manage a warm, trusting, social-oriented and 

equal relationship with the patient and the doctor. This type of expectation is only 
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valid if and when the perception of the interpreter’s role is consistent among all 

stakeholders including most importantly the medical professionals and the 

interpreters. Communicational workshops with role-plays and reflective debriefing 

sessions for both the doctors and the interpreters would be considered productive. 

Role-plays could be video-recorded and played back for discussion to deepen the 

understanding and raise awareness of how empathy is embodied and expressed. 

The interpreters in the study, for instance, revealed their understanding of their 

roles through various ways of managing the relationship. For instance, when PK01 

dominated the interaction with the doctor through interruptions and interrogations, 

he regarded himself as a proactive advocate for the patient and was not afraid to 

challenge the medical professional. When KO02 initiated the discussion with the 

patient and respected the patient’s decision, she did not consider herself a passive 

instrument whose job was merely to finish a task, but rather an active participant 

who had an obligation to make sure the patient was an active member of a medical 

consultation trying to make an informed decision. On the contrary, KO01, who was 

almost equally competent as KO02 in terms of nonverbal sensitivity and 

interpersonal reactivity, chose to ignore the patient’s decision and finish the job of 

rendering the message almost completely to the doctor. The interpreters’ own 

manifestations in reality still varied, even though training had been conducted 

before the examination in which the interpreter’s roles as visible and active 

participant in the interaction, based on prominent research in the field such as 

Angelelli (2003) and Wadensjö (2014), had been explained. Now that empathy has 

been proven to be a desired quality in the medical communication and in the 
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training of relevant professionals, it has certainly impacted the roles and functions 

of the para-medical professionals like interpreters. It has, therefore, become a 

challenge for interpreter trainers and researchers to reconsider how the changes in 

the perception of the roles of the interpreters would affect the code of practices of 

the medical interpreters, so that the code of practices does not become a 

straightjacket for interpreters. The training of medical interpreters should include 

the objective of raising the interpreter-trainees’ awareness of empathy in the 

medical communication processes.  
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Chapter 6 Conclusion 

In this chapter, the results of the previous analyses are synthesized from the 

perspective of the central topic of the thesis - empathetic interpretation in medical 

settings. Communication theories covered in Chapter 1 and 2 are revisited in 

comparison with the findings for discussions of the theoretical and practical 

implications for medical interpreting. Limitations of this research are earnestly 

reviewed in search of future directions of investigation at the end.   

6.1. Summary of findings  

Despite the fact that there is an ever-increasing need for patient-centred, 

multilingual communication in the field of healthcare in a highly globalized society 

like Hong Kong, research and practices in this field remain scarce. Little is known 

about the intricacies of empathic communication in an interpreter-mediated 

medical encounter. This study probed the inquiries through a close examination of 

the communicative process of 26 interpreter-mediated medical events. Designed as 

a quasi-experiment, this study employed a mixed-method to collect the data of the 

interpreter’s empathic performance in a simulated interpreter-mediated encounter 

in an assessment setting. Chapter 3 detailed the design of the study, which included 

the preliminary study on which the training and assessment were based, the 

intervention (i.e. interpreter training) conducted prior to the assessment, the role-

play assessment, and the data collection before, during, and after the assessment. 

Chapters 4 and 5 then explored the research questions by applying conversational 

analysis in six of the selected recorded cases. The video-recorded multimodal cases 
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were examined microscopically against the empathy scores from two perspectives: 

turn-taking management and relationship management. So, the following results 

have been identified in relations to the research questions:    

RQ1: How is empathy constructed by an MI? 

The interpreter’s empathetic communication was constructed not only verbally 

but nonverbally through the provision of various backchannelling cues, 

primarily through Continuers, such as nods, gazes, and torso- and head-facing, 

and Engaged Responses, which function at an affective level to indicate 

emotional resonance. On the other hand, when the interpreter was the speaker, 

an accurate, affective, nonverbal representation and rendition of the patient’s 

message was considered more empathic than an under- (e.g.  KO02) or over- 

(e.g. PK01) representation of the original, which was perceived as either aloof 

or exaggerated, sometimes even “rude” according to the raters’ comments (see 

Chapter 4). This study identified backchannelling cues that were perceived to 

be more effective in conveying empathy compared to other turn-taking 

strategies. It was found that backchannelling cues were, in essence, 

representation and display of the embodied synchronisation of emotions 

between the speaker and the listener, the act of which could satisfy the patient’s 

need to be engaged and listened to in the interaction, hence the higher level of 

perceived empathy.    

RQ2: How is empathy perceived by the other participants and observers? What 

is considered more empathic and vice versa? 
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Empathy was also well-perceived when the interpreter was able to form an 

equal and supportive relationship with the patient during the consultation, a 

relationship that was neither dominant or submissive, nor too formal or distant. 

It was evident from the analyses in Chapter 5 that proxemics, haptics, vocalics, 

kinetics, and chronemics all affected the relation-building, and nonverbal cues 

of trust, warmth, genuineness, and rapport received higher ratings of empathy. 

To be exact, these cues included but were not limited to the following: 

proactively achieving a closer distance with the interlocutor; always 

maintaining direct torso and facial orientation; increased and direct gaze and 

nods; lowering of torso to achieve a similar effect to touching; more open and 

animated postures or facial expressions; more pitch variety; fewer silences or 

latencies; softened voice and rising tones when seeking confirmation or 

requesting pauses; adopting speech patterns; and displaying vocal pleasantness. 

It is worth noting that the documentation of the interpreter’s mimicking of the 

patient’s facial expressions, gestures, and speech patterns correlated highly 

with high empathy perception scores, and the opposite behaviour correlated 

with low scores, which again confirmed the empirical neuroscience findings 

that the MNS is responsible for human beings’ empathy response and that 

individuals usually long to be imitated by interactants.  

RQ3: What are the internal and external influencing factors that contribute to 

an interpreter’s empathic performance? 

Attributes of nonverbal sensitivity and personality traits in relation to empathy 

were not deterministic of how the interpreter communicated empathy and how 
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their performance was perceived by others. To be specific, individuals who 

were highly sensitive to nonverbal cues or who had the ability to decode 

nonverbal cues accurately could fail to encode empathy in a way that was 

perceivable to others, and individuals who regarded themselves as empathic 

could struggle to convey it nonverbally at times. The reasons were manifold: 

(a) low sensitivity and decoding ability of nonverbal cues; (b) deliberate efforts 

to restrain empathic performance or rapport building as a result of 

misunderstanding the roles and goals of the interaction; (c) failure to 

understand cultural differences; and (d) preoccupied with challenging 

cognitive tasks, such as interpreting complex medical messages. The revelation 

of the low connection between these traits and empathy presentation and 

perception is expected because communication of empathy is a process 

influenced and complicated by multiple factors in the context and by the actions 

of every participant. The fact that no significant statistical correlation is found 

underlines the need for specialised training, because communication of 

empathy from one person to another can be learned and practised. Emphasis on 

empathy in the MI training is therefore ever more important and the challenge 

is how to conduct such training. More is discussed in section 6.2.2.3 of this 

chapter. 

6.2. Implications  

This thesis is built upon research in the fields of Nonverbal Communication, 

Interpreter Education and Empathic Communication in the healthcare setting. 

Although a great number of studies have examined the participatory roles of 
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medical interpreters and patient-centred care (see Chapter 1 and 2), there has not 

been a strong focus on the crossover of the two, especially with the additional 

element of nonverbal or multimodal cues. As such, this study provided insights on 

the way empathy was constructed by medical interpreters via turn-taking 

management and relation management, as well as the ways multiple contextual 

factors interplayed and formed empathic performance (see Chapters 4 and 5).  

Methodologically speaking, this study applied a combination of observational and 

behavioural experimental methods. It was built on a preliminary study of field 

observations of interpreter-mediated hospital encounters (observational method) 

and devised a quasi-experimental setup (behavioural method) to examine the 

subjects’ reactions to a specific stimulus (the ‘non-disclosure’ request). The 

advantages were twofold, first, through the naturalistic data (both recordings and 

transcripts) elicited from the interpreting tasks, the researcher can examine the 

entire communication process from a wholistic natural environment (Pöchhacker, 

2015), and second, a causal relationship can be tested with the control of variables 

in the quasi-experiment, meaning that researcher bias can be minimised (ibid.). In 

addition, this study is one of only a few that involved medical professionals in the 

assessment of medical interpreters, which added to the authenticity of the role play 

in the oral examination. It was also a rare attempt to include empathy as a test 

construct and embed a non-medical communicative event into the medical 

interpreter assessment. Overall, the study contributed to the empirical research of 

those medical interpreter nonverbal responses that are effective in communicating 

empathy to the patient. The knowledge not only sheds light on the education of 
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medical interpreters, including training and assessment, but also the overall 

knowledge of empathy communication in professional, healthcare settings.  

Based on the above observations, the following section discusses the implications 

of this study on two dimensions: curriculum changes for medical interpreting and 

the construct of medical interpreters as an active and complex participant.  

6.2.1. Curriculum changes 

The empirical evidence from this study revealed some aspects of empathy 

communication that would shed light on the training and assessment of medical 

interpreters in the future. Given the locality of where this study was set, results and 

lessons could be implemented by similar regions without a developed or 

standardised accreditation system yet in place. Below are several implications for 

the design of medical interpreters’ training curriculum and assessment, from ‘why’ 

(empathic communication is an important and trainable skill), to ‘what’ 

(suggesting that MI training should include empathy as a component) to ‘how’ (use 

of authentic materials and activities, and emphasis on reflective learning) to include 

empathy in MI education.  

6.2.1.1. Empathy: a multimodal communicational skill for medical 

interpreting  

The complexity of empathy as a construct is reviewed in Chapter 2, drawing on the 

work of Burgoon, Buller, and Woodall (1996), who helped pioneer the systematic 

categorisation and framing of those nonverbal behaviours in interpersonal 

communication, as well as works in the field of empathy (Hojat, 2007; Schulte-
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Rüther, Markowitsch, Fink, & Piefke, 2007; Silverman, Kurtz, & Draper, 2016). 

Empathy is not only biologically rooted in the MNS and manifested in verbal and 

nonverbal interpersonal synchrony. It is also an attitude, positive regard of and 

respect for others which requires warmth and genuineness. As verified by findings 

from turn-taking management and relation management, the genuineness, or 

authenticity of interpreters’ empathy requires a basis of accurate understanding, 

which is not easily achieved through merely the verbal message, nor the nonverbal 

nuances ‘between the lines.’ Some participants (e.g. KO02) in the study 

demonstrated plenty of continuers as backchannelling cues that were not 

synchronised with the patient’s verbal and emotional messages and they were 

regarded as having a low level of empathy. Knowing that it was an assessment, 

test-takers strove to perform well, but in regard to empathy, only by arriving at a 

dual-understanding of the other’s situation through verbal and nonverbal messages 

can one genuinely empathise with another. The level of authentic empathy is 

perceivable to interlocutors and observers via the combination of nonverbal cues 

and reflects the MI’s attitude and willingness to understand the other interlocutor’s 

message somatically. In Chapter 2, I expanded the operational definition of 

empathy which is more than the ability to understand what the patient means and 

feels, but also the sensitivity and multimodal facility to communicate the 

empathetic elements to the others as well. Identified patterns which are perceived 

as empathic could shed light on how training materials or modules could be 

developed for mediated communication which can ultimately enhance healthcare 

outcomes.  
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6.2.1.2. Inclusion of empathy as a component in the MI education 

Findings also verify and support the pressing need to include empathy as a part of 

MI training and assessment. Despite the fact that during the intervention 

(specialised medical training), the concepts of patient-centred care and empathy 

were taught and emphasised, 16 out of 26 interpreters chose to report the patient’s 

personal story to the doctor against the patients’ will in the roleplay assessment in 

response to the patient’s non-disclosure request. This was a strong indication of 

how entrenched the doctor-centred culture was in the consultation room, or, to be 

exact, in the interpreters’ mind. The in-depth analyses of the data went on to show 

the complexity of the obstacles to be overcome in MI education. Adult learning or 

vocational training has its own unique features and that a change of mindset comes 

before a change in behaviour. Raising awareness is a vital priority instead of a top-

down regulation. Second, each culture has their own level of acceptance when it 

comes to new concepts in healthcare, such as ‘patient-centred care’, depending on 

their value systems and customs, as discussed in Chapter 1. Therefore, if the 

authority is deeply vested with the doctor, and patients are assumed to be totally 

ignorant of their sickness and hence participation in the negotiation of their 

treatment is impossible, it is unlikely that the power dynamics can be easily 

changed. Third, short-term courses that last a month or two can have limited effect 

on behavioural changes. Continuous practicum or mentorship should be 

incorporated as a necessary component of the training in order to change adult 

behaviours. Four, all participants in a medical encounter have a role to play in the 

interaction; nevertheless, they are all involved in the communication process 
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affecting each other’s behaviour. Therefore, the doctor can and should act more 

compassionately to both the patient and the interpreter in order to facilitate a 

patient-centred and interpreter-friendly working environment. Authority in the 

consultation room needs to be negotiated during the interaction between the doctor 

and interpreter instead of following a predetermined power structure (Hsieh, 2010; 

Hsieh & Nicodemus, 2015). Fifth, it is important to teach medical interpreters how 

to manage stress as part of their own self-care (Crezee, Atkinson, Pask, Au, & 

Wong, 2015) while still having empathy for the patient. Self-care is an overlooked 

area of the profession for interpreters, especially dialogue interpreters who work 

face-to-face in public settings and deal with stressors on the job. More is discussed 

later in the chapter.  

6.2.1.3. Authenticity in training materials and activities: bringing reality to 

the classroom  

As mentioned in Chapter 1, this study did not set out to prescribe any empathic 

behaviours, but rather, through the exploration and identification of the process of 

empathic behaviours, raise awareness of the significance of having empathy during 

medical interpreting. Even though favourable acts in turn-taking management and 

relationship management have been identified, it cannot be assumed that copying 

these acts by rote will guarantee successful empathic communication. Training 

programmes should avoid static ways of teaching specific acts of empathy without 

giving the base principle of authenticity. Because of requirement of authenticity in 

communicating empathy, which is embodied and synchronized interpersonally, the 

provision of authentic materials and (semi)authentic interactive 
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environment/opportunities is important. Authentic materials have a positive effect 

on learner motivation, provide cultural information and exposure to the real 

situation (Kilickaya, 2004). They also support a more creative approach to teaching 

and learning. This study used scripts taken from real conversations between DOC 

and PAT from the field observation and was therefore able to include an ethical 

dilemma that was non-medical but real for teaching and assessment purpose. 

Therefore, it recommends analysis and adoption from real-life conversations in the 

classroom.  

This study is also one of the few that had medical professional participants in the 

classroom and in assessment in the form of roleplays, or simulated interactions. 

Roleplays are ubiquitous in training and assessment, even though there are 

concerns about its artificiality and whether it can reflect real-life interactions. For 

instance, Stokoe (2013) compared audio recordings of simulated talk during police 

investigations in a training course with audio recordings of their naturally-

occurring counterparts and found that the simulations were more elaborated and 

exaggerated than the real-life recordings. It was suggested that a more realistic 

design of speech turns in the dialogue and organisation of sequences in the script 

should be considered (ibid.).  

However, simulations are effective to actual in-the-field experience in the 

classroom (Nestel, D., & Tierney, 2007), also as an assessment instrument for the 

following reasons: First, it allows for the design to focus on a specific 

communication problem. Second, it allows close monitoring of the participants’ 
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communicational competences even in a semi-authentic, artificial setting, because 

human beings are equipped with the ability to put themselves in an imagined 

scenario and react accordingly (asking ‘as if’ or ‘what if’). Furthermore, the 

mechanism of talk-in-interaction is so automatic and powerful that individuals 

naturally respond to each other regardless of the psychological experience of 

presently being in a simulation rather than in an actual field interacting with real 

subjects. It gives the trainer or examiner a glimpse of the communicational 

competence of the trainees. Third, as evident in this study, in order to assess the 

trainee interpreters’ empathic competence in communication, four elements have 

been taken into consideration of setting up the simulation. For instance, Crezee, 

Burn & Gailani (2015) reported satisfactory results from using authentic audio-

visual resources as a pedagogical tool in training interpreters. When applying 

roleplaying in this study, due attention has been given to  (1) designing a scenario, 

including the transcript or organisation of interaction, grounded in careful 

observation and analysis of real-life cases, which, in the case of this study, was 

achieved by a preliminary study conducted in public hospitals, (2) including 

medics in the preparation of the script and in the actual roleplay to add a level of 

authenticity and provide feedback from the professional users’ point of view, (3) 

focusing not only on the verbal exchange but also the nonverbal cues, which are 

less likely to be play-acted and (4) devising an unexpected but realistic episode as 

part of the simulation to see how it is handled. It was essential for me to have been 

able to identify from the observation conducted in-situ that, empathy could actually 
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be observed through an array of nonverbal cues and that individual differences 

were distinctive.   

6.2.1.4. Reflective learning rather than teaching the correct response 

As discussed before, empathy comes partly from life-experience and knowledge of 

cultures and skill of communication, therefore, its education should not be reduced 

to simply spoon-fed instruction, but a gradual internalisation and habitualisation 

process beginning with awareness-raising and augmented with constant self-

reflection. One of the ways inspired by this study is inviting student interpreters to 

analyze the multimodal interaction as a group for a deeper understanding, just as 

done in the data analysis chapters in this thesis from turn-taking and relation 

management perspectives. Moreover, having medical professionals or experienced 

MIs in the classroom for a discussion of issues surrounding medical interpreting 

would also be reflective and inspiring because it provides the trainees with other 

people’s perspectives and help enrich their understanding. In addition, this study 

also employed video-recording devices in classroom to record learners’ roleplays, 

samples of recording were played back right away for the trainees to analyse and 

reflect on their own performances. It was effective in giving feedback on nonverbal 

aspects of communicational styles. More freedom and autonomy are given to the 

trainees for reflexive learning and sharing that help to build the rapport among 

them, especially in EM interpreter classrooms where everyone has one’s own 

stories and cultures.  
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6.2.2. MI as an active and complex participant  

The active participating role of community or public service interpreters has long 

been discussed in interpreting studies (Angelelli, 2003; Crezee, Atkinson, Pask, 

Au, & Wong, 2015; Pöchhacker, 2015; Wadensjö, 2014), especially in the 

healthcare settings (Barry & Edgman-Levitan, 2012; Sarangi, 2008, 2013). 

However, analyses of how MIs act during an assignment to convey or not convey 

empathy have uncovered other aspects worth noting which view interpreters as 

complex individuals. This section calls for rethinking of the Codes of Ethics, 

gender and cultural differences in communicational style and how to care for the 

wellbeing of MI and avoid burnouts.  

6.2.2.1. Rethinking Codes of Ethics: roles of medical interpreter   

As stated in the Introduction, attaining an empathic role in medical interpreting 

would support the construction of a patient-centred healthcare environment that, in 

the long run, benefits all stakeholders. However, most Codes of Ethics or Codes of 

Practice in public service settings stipulate that role of the interpreter must be 

impartial or neutral, which has become a topic of debate in the field of community 

interpreting studies (Baixauli-Olmos, 2017). Some argue that neutrality or 

impartiality is impossible to achieve given that interpreting by nature relies on the 

personal understanding that is innately biased by own knowledge schema and 

personal and cultural beliefs (Davidson 2000), while some suggest that the medical 

interpreter should be an advocate (Prunc & Setton, 2015). Gile (2009) specified 

that neutrality means maintaining fidelity to both parties. In this sense, empathy in 
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the medical setting does not violate the rule of fidelity or neutrality. Instead, it 

actually warrants fidelity by mandating that the interpreter should adopt the client’s 

point of view, taking a holistic and somatic perspective to understand the message 

that is to be conveyed.  

In general, this study argued for a proactive, empathic role for the medical 

interpreter that is not robotic or merely performed. The findings in this study also 

confirmed what a constructive role empathy plays in aiding accurate understanding 

and smoother communication. The top-rated interpreter (KO01) even went so far 

as to explain to the patient the pros and cons of revealing certain information to the 

doctor, just to ensure that the patient was making an informed decision when not 

disclosing all the information. It must be noted that this was unorthodox and 

borderline-advising, but it was handled in such a concise, empathic and non-

coercive manner that both interlocutors acknowledged the achievement of the 

interpreter.  

Furthermore, the findings of this study depicted the doctor-as-the-authority power 

dynamics within the medical consultation, even though it was an assessment setting 

with the ‘patient’ as one of the examiners. It was assumed that the interpreters 

performed respectfully to both parties knowing that it was an examination and the 

interactants were examiners. However, interpreters adopted the roles quickly being 

immersed in the scenario and the expected acting did not prevail. Rather, the role 

plays reflected the existing reality of a doctor-centred environment to a great extent. 

The dynamic could be balanced out if the interpreter, as an important mediator in 
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the interaction, took on a more proactive role as an empathic facilitator of 

communication. Therefore, more consideration could be given to the role of the 

medical interpreter, perhaps even rewriting the codes of ethics and, more 

importantly, internalising empathy within the profession. 

6.2.2.2. Gender and cultural difference in communicational style 

Interpreters are also human beings, bound by their gender, cultural background, 

upbringings and other factors. Findings from this study also support the differences 

in communicational style by gender and culture, albeit not absolute. As shown in 

the study, two out of all three male MIs ended up as low-range empathy performers, 

verifying what has been introduced in Chapter 1, the distinct features of the 

masculine communicative style, which is less prosocial than the feminine one, are 

seen to be less empathetic. Becoming an MI, therefore, may seem to be a more 

natural profession for women than men. However, the implication here is not to 

discourage male interpreters but to inform and alert all medical interpreters of the 

different communicative styles so that attention can be paid to avoid undesirable 

behaviours towards the patients.  

This study also finds truth in the cultural differences introduced in Chapter 1. Hall’s 

theory of high/low context cultures (1989) and Lewis’s (2005) cultural categories 

of communication, where high-context cultures (e.g., Japanese and Korean) had 

more subtle nonverbal behaviours but they were not small in number or frequency, 

as identified in this study, they did tend to agree more and appeared warm and 

supportive and hence higher in empathy perception scores. Indian candidates, 

especially male interpreters, were found to be extraverted and animated who were 
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not afraid to interrupt in speech. An interesting question is when MIs constantly 

navigate between cultures how do they act and react to the different cultural 

practices that they are interpreting for? For example, Hong Kong is known to be 

straightforward and factual according to its cultural generalization (Lewis, 2005), 

but the Hong Kong interpreter adopted the Japanese communicational style during 

the roleplay at all times. Findings of this study have an impact on further enquiries 

about the theoretical and empirical insights on devising training and 

communication tools that are fully aware of gender and cultural differences. It is 

hoped that it would help the trainees or existing interpreters to reflect on their own 

practices so as to facilitate a more empathic, patient-centred medical environment.  

6.2.2.3. Avoid “burnouts” – use empathy more skilfully and reflectively 

In medical settings, where empathy is a key component of patient-centred care, the 

interpreter must have an awareness of how to maintain an appropriate level of 

empathy during communication with the patient while not subjecting themselves 

to the anxiety level of the patient nor projecting theirs to the other participants. 

Stress factors, apart from the context of traumatic or emotionally difficult cases, 

include the interpreter’s own situation (financial situation and both work and 

personal relationships); the interpreter’s own life experiences and current mental 

and physical condition; the interpreter’s own level of resilience; the interpreter’s 

own level of psychological skill; the nature of the interpreting assignment and 

whether this triggers adverse memories; the interpreter’s state of physical and 

mental health and wellbeing (Crezee, Atkinson, Pask, Au, & Wong, 2015, p. 76). 

As shown in this study, anti-stress capacity and nonverbal decoding skill in 
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communication were positively correlated to empathic performance. The 

connection between stress and empathic performance should not, however, be 

over-generalised, given the limited cases sampled in this study. Nevertheless, 

without the mechanisms to avoid or alleviate work-related stress, requiring 

interpreters to have empathy could have a negative impact when not done carefully.  

Having established the contributions of this study, in the following section, I would 

like to examine the drawbacks of this research with the view to explore how this 

studies in this area could be enhanced and developed further.  

6.3. Limitations and future research directions 

Limitations were identified in several aspects of this study, which could inform 

future investigations, and they are as follows: 

6.3.1. Sample size 

As mentioned in Chapter 3, the research project was partly funded by LMC, an 

NGO that worked with the researcher to train and assess their MI trainees. The 

study had no control over the benchmark of MI participants since we were obliged 

to recruit all trainees and all language combinations. As a result, a small sample 

size of the medical interpreter (MI) participants and the denial of access to a 

benchmark test or screening of candidates meant that results possibly cannot be 

generalised. Also, the training materials and research instruments used English as 

the sole language of instruction, which may have compromised the efficacy of the 

training and data collection, especially for those whose English proficiency was 

less than satisfactory. This was a limitation out of the researcher’s control, but in a 
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sense reflected the realities of many multilingual countries where the provision of 

medical interpreting services is in its infancy. In future behavioural studies of MI 

empathy, or in pedagogy efficacy research, language-specific courses as 

intervention could be introduced with customisations that fit trainees of various 

cultural, linguistic and vocational backgrounds.   

6.3.2. Number and diversity of observer-raters 

Due to the resource constraints in this study, only ten observers were recruited to 

give observational scores on the empathy perception for the videos. A more 

significant number of observers could have increased the objectivity of the 

empathy ratings, which served as a reference for categorising the high, mid and 

low levels of empathy perception. In the future, not only can the number of 

observers be increased, but so could other demographic attributes of the observers, 

such as ethnicity, age, work experience and gender, to maximise the diversity of 

perspectives from the observer group. 

6.3.3. Technical constraints on extrapolating nonverbal elements for observer 

rating 

The video-clips compiled for the observer-raters included randomized snippets of 

the recorded interactions to include as little linguistic elements as possible. The 

aim was to obtain perceptions on the nonverbal manifestations of empathy, 

avoiding interferences from the language messages or issues such as proficiency, 

accuracy or completeness. However, a purely nonverbal compilation was not 

achievable because it was meaningful to see how the interpreters act as speakers. 
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Thus, future research could take advantage of relevant technological advances to 

optimize the design and control the variables in a more stringent manner.   

6.3.4. Self-reported data collected from monolingual questionnaire and test 

The Nonverbal Sensitivity Test (miniPONS), Interpersonal Interactivity Index and 

the written examination papers were all conducted only in English. Although these 

instruments enjoyed high validity and reliability across cultures, the test results 

and/or survey data would be more credible if they were conducted in the subject’s 

first language. Additionally, self-reported questionnaires would be more reliable if 

they were supported with behavioural observations or third-party survey data, 

which could be something to consider in future investigations.  

6.3.5. Researcher’s language repertoire  

This study covered a total of nine languages, only three of which were in the 

researcher’s repertoire: English, Cantonese and Korean. Therefore, language 

consultants were hired to transcribe the recordings and proofread the transcriptions. 

However, because of the limitation in the knowledge of specific languages, the 

nuances of some of the verbal, and sometimes even nonverbal communication, will 

have been lost. Therefore, a team with various cultural and language expertise 

would be most desirable for future studies. 

6.3.6. Nonverbal attunement and other qualities related to empathy 

Limited by the resources and scale of the study, qualities other than nonverbal 

sensitivity such as memory span, attention to details, etc. that an MI possesses 

might influence their empathic performance were not investigated. Future research 
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could expand the number of internal factors to generate knowledge of MI empathic 

communication.  

6.4. Concluding remarks 

Empathising with others is part of human nature. Robinson (2013) introduced the 

concept of body-becoming-mind when he engaged in neuroscience research and 

somatics in translation and sociological studies. Not just the fact that our mind 

controls the body, but also that the body affects our mind. Empathy and its bodily 

displays also have such an ‘inside-out and outside-in’ relationship (ibid., p. 31). 

Social norms, role expectations or cultural differences might inhibit or undermine 

the tendency to display empathy, especially in a professional setting. Therefore, 

bearing in mind the intricacies of the communication process, the results of this 

study are mainly descriptive and it is not meant to be used prescriptively. The goal 

is to raise awareness among practitioners and trainers of medical interpreting. With 

an understanding of the benefits of being an empathic communicator, medical 

interpreters can be empowered, and so will their patients. 
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Appendix 1 Script of the role-play 

Scenario: 

You are at the Haematology Department. The 47-year-old patient was 

diagnosed with Stage I Non-Hodgkin lymphoma (NHL) a few months ago. 

Today he’s revisiting the doctor for a checkup. A blood test and CT scan have 

been ordered and done. 

The box description of ‘Scenario’ below will be shown to the interpreter when 

they enter the oral exam room. Each interpreter will then introduce themselves to 

the Doctor in English and Patient in their language. After the introduction, the 

doctor will initiate the conversation. 

(Patient’s lines should be uttered in each tested language by language 

consultants.) 

Turn  

1 D: The blood work and the CT scan results came back, and they didn’t 

look good. The medication didn’t seem to respond in your body. Your 

tumour size did not reduce, and we found another tumour in a different 

lymph node in your neck. 

P: What does it mean? It has spread? 
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2 D: Let me explain. There are four stages in B-cell lymphoma. When you 

first came to the hospital four months ago, you were in Stage I, the early 

stage, Now you are in Stage II, which is the localised advanced disease, 

but it’s not spread to any other organs. However, if that happens, if we 

find tumours in organs below your diaphragm, it’ll become Stage III or 

IV, the ‘advanced disease’.  

P: I don’t understand, doctor. I have been visiting the hospital every 

three weeks for the treatment ever since I got diagnosed! How did I get 

to Stage II? 

3 D: There are a lot of factors. It could be your health conditions, lifestyle 

or the treatment plan. 

P: What lifestyle? I have no appetite. I’ve lost 20 pounds for the past 

five months. And I have been taking the medicine you gave me, yet I 

get Stage II? 

4 D: We have to balance two things. One is the treatment plan. The 

Rituximab, I mean the medication, needs to be more aggressive in 

dosage. And second, given your age and high level of cholesterol, you 

must watch your diet very carefully even though you are experiencing 

weight loss. Cut down on sweets, cakes, syrupy desserts and sweet 

drinks. 
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P: But sugary drinks help relieve that metallic taste in my mouth and 

improves my appetite. 

5 D: Try yoghurt, un-salted nuts or fresh fruit. 

P: But I get tired easily and if I don’t eat much, I can’t continue my 

work. 

6 D: What work do you do and how long do you work every day? 

P: (talk to the interpreter) I work at a construction site but you don’t 

have to tell the doctor, because I know the doctor wants me to stay 

home and rest throughout the treatment, but it’s impossible for me. I 

have a handicapped child to support, you know? I can’t quit my job. But 

don’t tell the doctor because they won’t understand. 

7 (The above scenario presents the interpreter with an ethical dilemma 

which may lead to one or more of the following reactions. The 

interpreter may or may not be able to handle it well, and may start with 

Clue 1 and then 2 or 4, or reacts as Clue 4 immediately. 

For the Doctor, feel free to refer to the clues below. If the interpreter 

gets stuck for too long, you could improvise to pressure the interpreter 
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or the patient to reveal his occupation or find out what happens between 

the interpreter and the patient. 

For the Patient, the decision is yours to make when the interpreter 

discusses the issue with you or tries to convince you to reveal your work 

to the doctor. You can either remain unwilling to share or allow the 

revelation of your story. 

In any case, the doctor and patient are encouraged to create tensions 

for the interpreter to handle. The goal is to see how the interpreter deals 

with such conflicts and makes their decision. ) 

Clue 1: 

(if the interpreter hesitates or if the interpreter gets into a discussion 

with the patient) 

D: What did he say? 

Clue 2: 

(if the interpreter translates exactly what the patient has said) 

D: But you must watch your own health before you can take care of 

others. The medication will need plenty of rest to work efficiently and 

your body’s immune system needs all the energy they can get to fight 

off the cancerous cells. 
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Clue 3: 

(if the interpreter says ‘the patient won’t reveal what he does’ or ‘The 

patient asks me not to say anything’) 

D: Okay, no matter what you do, at least cut down your working hours 

because the medication will need plenty of rest to work efficiently and 

your body’s immune system needs all the energy they can get to fight 

off the cancerous cells. 

Clue 4: 

(if the interpreter says ‘I don’t know if I should interpret what he said 

because he asked me not to say anything’) 

D:  Okay, if you don’t want to tell, it’s your choice. But you must watch 

your health. The medication will need plenty of rest to work efficiently 

and your body’s immune system needs all the energy they can get to 

fight off the cancerous cells. 

P:  Okay. 

8 D: I’ll refer you to a dietitian who will teach you the food pyramid. Just 

remember, if you keep your old lifestyle, the lymphoma cells may 

spread to other organs and even the bone marrow, and affect blood 
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production, you may have anaemia, bruising and serious, frequent 

infection. 
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Appendix 2 Interpersonal Reactivity Index (Davis 1980) 

  

1. I daydream and fantasize, with some regularity, about things that might 

happen to me. (FS) FS 

2. I often have tender, concerned feelings for people less fortunate than me. 

(EC) EC 

3. I sometimes find it difficult to see things from the "other guy's" point of 

view. (PT) (-) PT- 

4. Sometimes I don't feel very sorry for other people when they are having 

problems. (EC) (-)  EC- 

5. I really get involved with the feelings of the characters in a novel. (FS)  FS 

6. In emergency situations, I feel apprehensive and ill-at-ease. (PD) PD 

7. I am usually objective when I watch a movie or play, and I don't often 

get completely caught up in it. (FS) (-)  FS- 

8. I try to look at everybody's side of a disagreement before I make a 

decision. (PT) PT 

9. When I see someone being taken advantage of, I feel kind of protective 

towards them. (EC)  EC 

10. I sometimes feel helpless when I am in the middle of a very emotional 

situation. (PD) PD 

11. I sometimes try to understand my friends better by imagining how 

things look from their perspective. (PT) PT 

12. Becoming extremely involved in a good book or movie is somewhat 

rare for me. (FS) (-)  FS- 

13. When I see someone get hurt, I tend to remain calm. (PD) (-)  PD- 

14. Other people's misfortunes do not usually disturb me a great deal. (EC) 

(-) EC- 

15. If I'm sure I'm right about something, I don't waste much time listening 

to other people's arguments. (PT) (-)  PT- 

16. After seeing a play or movie, I have felt as though I were one of the 

characters. (FS)  FS 

17. Being in a tense emotional situation scares me. (PD) PD 

18. When I see someone being treated unfairly, I sometimes don't feel very 

much pity for them. (EC) (-)  EC- 

19. I am usually pretty effective in dealing with emergencies. (PD) (-)  PD- 

20. I am often quite touched by things that I see happen. (EC)  EC 
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21. I believe that there are two sides to every question and try to look at 

them both. (PT)  PT 

22. I would describe myself as a pretty soft-hearted person. (EC) EC 

23. When I watch a good movie, I can very easily put myself in the place of 

a leading character. (FS)  FS 

24. I tend to lose control during emergencies. (PD)  PD 

25. When I'm upset at someone, I usually try to "put myself in his shoes" 

for a while. (PT) PT 

26. When I am reading an interesting story or novel, I imagine how I would 

feel if the events in the story were happening to me. (FS) FS 

27. When I see someone who badly needs help in an emergency, I go to 

pieces. (PD) PD 

28. Before criticizing somebody, I try to imagine how I would feel if I were 

in their place. (PT) PT 

 112 

Personal Distress – measures "self-oriented" feelings of personal anxiety 

and unease in tense interpersonal settings  28 

Empathic Concern – assesses "other-oriented" feelings of sympathy and 

concern for unfortunate others 28 

Perspective Taking – the tendency to spontaneously adopt the 

psychological point of view of others 28 

Fantasy – taps respondents' tendencies to transpose themselves 

imaginatively into the feelings and actions of fictitious characters in books, 

movies, and plays 28 
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