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Recently, on a visit to Ukraine, the Pope, who is
multilingual, broke into a Polish children’s song
during a rain downpour at a youth rally.  While all
his public speeches were delivered in Ukrainian,
he reached into his childhood and his native Polish
language to share a tune that promised to chase
the rain away.  Just the right words there and then—
from his own native sphere and specific to a cer-
tain period of his life.

A person’s native language can retrieve and com-
municate pleasant times, childhood wishes and
magic formulas.  Too often for the refugee inter-
preter, however, their native language connotes a
time and a place filled with terror, suffering, and
loss.  As a result, in a psychiatric encounter a refu-
gee interpreter may hear not only the words and
cultural context, but may also relive their own time
of terror and suffering.

Interpreters will often say that they are very tired
at the end of a day.  Talking in two languages means
thinking in two languages means feeling in two lan-
guages.  It’s working “double time.”  Depending on
the interpreter’s skill, training, and personal devel-
opment, it is possible to open and close those cul-
tural doors and go on; however, the cost exacted
still exists.  The memories, thoughts, or feelings en-
gendered by an encounter often get pushed away
unresolved because one has to go on; for others,
they become overwhelming, haunting their private
thoughts or dreams at night; and for some, every
refugee story—instead of being the client’s story—
becomes the translator’s.  Boundaries get blurred,
with the meaning of the client’s words assumed by
the interpreter to be identical with the meaning of
the interpreter’s words.  Soon the provider is hear-
ing the cultural context of the interpreter and not
that of the client.

Mental health professionals devote much supervi-
sion time to transference and counter-transference,
as well as secondary traumatization.  Too often in-
terpreters are simply seen as the “language people”
and these issues are only validated for them at con-
ference workshops.  However, on an everyday ba-
sis, is there the needed support and supervision to
process through such situations? Every mental
health provider knows that learning to deal with
these issues is a big step in their professional growth.

Shouldn’t the same contribution be made to inter-
preters’ professional development?

Seeing interpreters as a “means to an end” is fine in
a professional encounter where interpreters should
be as invisible as possible in facilitating client/pro-
vider communication; however, for an agency, clinic,
or hospital not to have a mechanism to enable a
review of some sessions, guarantees either burn-
out or an intertwined merging of the client and the
interpreter.  Language is a way of expressing cul-
ture, although by no means the only one.  Tapping
into a language, especially one’s native language,
means tapping into a whole world of beliefs, cus-
toms, norms, and taboos—it provides an instinctive
means of making sense of the world and defining
one’s relationship to others.  Though the client and
interpreter may share a common perspective
though their shared language, the monolingual pro-
vider is at the same time operating in an entirely
different world, whether it be their general culture
or a special “professional” culture.  This makes the
interpreter’s job that much more difficult since, in
order to facilitate the client/provider relationship,
they also have to make the provider’s world more
understandable to the client.

Again, this task may be daunting.  It may demand
“acting” in one culture towards the provider and in
another towards the client.  It may demand from
the interpreter the ability to overcome those instinc-
tive native taboos and cross into a forbidden terri-
tory of questioning—perhaps issues regarding sex.
It may demand thoughtful consideration concern-
ing how to explain to the client the provider’s domi-
nant culture or the treatment protocol.  It may some-
times demand resigning from an assignment be-
cause of a mismatch of age or sex in relationship to
the client.  It always demands communication with
both sides.

The clinical/cultural nature of interpreter involved
mental health services challenges providers to
broaden their cultural spectrum and invites creativ-
ity.  Agencies, clinics, and interpreter associations
have an ethical responsibility to recognize the emo-
tional and psychological “session cost” of cross-cul-
tural interpreting to the interpreter, and to offer
them an avenue for support and professional de-
velopment.
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Wawa Baczynskyj, LICSW, is the Coordinator of
the Massachusetts Association for Mental Health
Refugee and Immigrant Committee.  Her expe-
rience in cross-cultural counseling includes
training, curriculum development, consultation,

and advocacy.  She speaks Ukrainian, German, and
Russian and is a certified trainer for “Bridging the
Gap” interpreter training program.  Her email ad-
dress is:  WawaMSW@aol.com   ■

By Elaine Quinn of the
Texas Department of Health

In the mental health setting, access to care and
delivery of care would not be possible without
meaningful communication between patient and
provider. Mental health providers must take the
responsibility to ensure that meaningful commu-
nication is facilitated, such as through the use of
an interpreter for the deaf or hard-of-hearing or,
more commonly, an interpreter for the patient’s
native language.

The chief concern in communicating between
languages is ensuring that what one person in-
tends is what the other understands.  It is also
important to ensure that both verbal and nonver-
bal information are communicated.  Interpreta-
tion is complex and, as such, requires practice
for skill development as well as a thorough grasp
of both languages.

Problems can occur when untrained interpret-
ers are used.  Some problem areas are a lack of
familiarity with psychiatric terms or with coun-
seling knowledge and attitudes.  Other problems
are more specific and include distortion, deletion,
omission, and a lack of corresponding words be-
tween languages. By taking the following steps,
providers can proactively help themselves:

• Contract with an agency to provide interpret-
ers who are trained and have had their lan-
guage skills assessed;

• When accepting a client referral, establish
which languages the person speaks and their
skill level—limited English proficiency (LEP)
patients speak enough English to do day-to-

Skilled Interpreters are Essential for
Meaningful Communication

day activities, but lack the English skills required
to express themselves adequately in specialty
medical settings;

• Schedule an interpreter for the first appointment;
and

• Spend time building rapport between yourself and
the interpreter and the interpreter and the client.

During interpreted sessions, mental health providers
should utilize a strategy that supports the primary
relationship between them and the patient.  The strat-
egy should include:

• Talking directly to and maintaining eye contact
with the patient, while speaking in first person
(e.g. I would like you to tell me about the time
when...);

•     Speaking in a natural tone and volume, and keep-
ing speech evenly paced;

•   Pausing often (after three or four sentences) so
that the interpreter can translate what he or she
hears (known as consecutive interpreting);

•    Avoiding idioms and jargon—speak in plain lan-
guage; and

•     Planning for more time, as an interpreted session
can take almost twice as long as a regular session.

Using a trained interpreter is the most appropriate
choice for the provider’s translation needs; however,
because mental health interpretation is an emerging
field, a supply of trained mental health interpreters
may not be available.  Spending the time in advance
and offering training on specific vocabulary would
help the flow of the session considerably.  Training
translators to perform interpretation in a medical set-
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ting is becoming more common throughout the
United States; partnering with an agency to offer
mental health training would increase the mental
health community’s capacity to care for LEP clients
who require translation services.  Common mis-
takes the provider must avoid are:

•    Using a family member, friend, or minor child
to interpret;

•    Using colleagues who are not trained as inter-
preters—such as secretarial, custodial, or do-
mestic staff; and

•   Not offering an interpreter free-of-charge,
as per Title VI responsibilities.

In conclusion, the provider has a vested interest in
talking with and listening to the client and their con-
cerns.  A trained interpreter, familiar with the con-
cepts and practiced in the skills of interpreting, is an
essential member of the team when providing ser-
vices to LEP clients.  Providers must also play their
part by facilitating access to the interpreter and un-
derstanding how best to work with the interpreter.

Elaine Quinn is Manager of Cross-Cultural Pro-
grams and Refugee Health Screening for the Texas
Department of Health.  Prior to joining the De-
partment, she opened a refugee health-screening
clinic in Austin, Texas.  Her email address is:
Elaine.Quinn@tdh.state.tx.us.  ■

SAVE THE DATE: The National Alliance for Multicultural Mental Health will be holding
its next annual conference in Atlanta, Georgia, June 7-11, 2002.  The Bridging the Gap Project
will co-host the conference.  Watch for more information on the IRSA website:
www.refugeesusa.org.  If you would like to be on a mailing list for additional details as they
develop, please contact emercer@irsa-uscr.org.

This conference follows the very successful one held June 4-6, 2001 in Galveston, Texas on the
theme:  “Local Heroes:  Supporting Refugee Resilience and Adaptation.”  Some of the topics
covered were:  Bicultural Caseworkers as Mental Health Providers, Domestic Violence, Long-
Term Alternatives for Refugees with Serious Mental Illnesses, Outreach Strategies, Funding Is-
sues, Working with HIV+ Refugees and Their Families, Caring for the Caregiver, Needs of Older
Refugees, Model Services for Detained Asylum Seekers, and Innovative Methods of Working with
Survivors of Torture and Extreme Trauma.  The evaluations indicated that the conference sub-
jects and presenters were very well-received and appreciated, and scores were very high.  One
concern repeatedly mentioned was the need for more time since there is so much to learn.  To
that end, the 2002 meeting will begin with a one-day “Institute” with simultaneous in-depth
training sessions for those who want to participate for an extra fee.

ANNOUNCEMENTS

◆◆◆
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On-Site Training and Consultations tailored
to each agency’s needs.  Topics have included:

• Refugee mental health
• Cultural backgrounds of newly arrived

groups
• Integrating resettlement and mental

health services
• Innovative approaches to working

with special populations:
• Children and adolescents
• Refugee women
• Older refugees
• Survivors of torture and extreme trauma

• Addressing family conflict
• Models for using interpreters
• Working with the schools
• Community approaches to mental health
• Working with natural support systems

and indigenous healers
• Creative therapeutic approaches using

the arts and media
• Spirituality and mental health
• Stress management and self-care for

service providers

Contact Information for
The National Alliance for Multicultural Mental Health

Immigration and Refugee Services
of America, Washington, DC
Ellen Mercer
(202) 797-2105; Email: emercer@irsa-uscr.org

Heartland Alliance for Human Needs
And Human Rights, Chicago, IL
Thanh Son (Lisa) Nguyen
(773) 271-1073; Email: chomcs@enteract.com

Center for Multicultural Human Services,
Falls Church, VA
Dennis Hunt or Shaila Menon
(703) 533-3302; Email: CMHS2000@aol.com

Center for Victims of Torture,
 Minneapolis, MN
Evelyn Lennon
(612) 627-4272;Email: elennon@cvt.org

The National Alliance for Multicultural Mental Health offers expert technical assistance
through:

Safe Horizon/Solace
Jackson Heights, Queens, NY
Ernest Duff
(718) 899-1233 ext.101; Email:
eduff@safehorizon.org

International Institute of Boston,
Boston, MA
Sarah Alexander
(617) 695-9990; Email: salexand@iiboston.org

Cross-Cultural Counseling Center,
International Institute of New Jersey
Jersey City, NJ
Sara Kahn
(201) 653-3888, ext. 12; Email: skahn@iinj.org

Community  Workshops aim to increase commu-
nication and coordination among refugee-serving
agencies in communities.  IRSA and its partners will
work closely with your agency to organize a work-
shop, tailoring it to agency and community needs.

National Training Conferences—Local and na-
tional service providers and experts in the field offer
sessions crafted to participant needs.  These gath-
erings have proved an excellent opportunity for
networking, sharing experiences, and learning from
one another.

Best Practices Documents have been and are
being prepared on a number of subjects, includ-
ing “Lessons from the Field: Issues and Resources
in Refugee Mental Health” and “Mental Health and
the ESL Classroom,” currently on the IRSA
website:  www.refugeesusa.org.  Additional
documents are in preparation and will be an-
nounced in future newsletters.


