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Introducktiaon

The sign language interpreter plays an important role in making the deaf population
accessible to hegring people. That is, while the deaf individual may be sble re function
adequately with hearing persons, communication with a deaf person often seems difficult,-
intimidatiog, and cumbersome to the hearing pacson. 1Interpreters are often seen as the
solution to the hearing person's discomfort. As smuch, they are seen as a welcome
addition. Apparestly, they have uot been quite as well received in the mental health
aectting (Stansfield, 1981), particularly in the case of interpreter-assisted
psrchothersapy. We think there are teasons why they have not been am well received thero:
Use of an interpreter in psychotherapy presenta unique problems and raises unique issuas.

Our goal hera im to present onc restricted set of isasves relevant to mental health
interpreting. Ta this paper we are concerned with certain aspects of the tole of the sipn
lsnpuage interpreter in face—to-face individual paychotherapy, Specifically, we deal with
issues ariming in one sort of individual peychotherapy, neomely, poychodynamic
psychotherapy. In par:i, we focus oo how the interpretar functions within the therapeutic
session itself. But we also discuss a role that is thrust upon the interpreter wichous
his or her choosicg, namely, that of "transferecce object.”

In particular, we discuss the following: {a) some of the athical vules and
principles governing interpreter practice in any sectiog, (b) aome of the charscreristic
and maturzlly cccurring processes of peychotherapy, and (¢} ways in which standard
interpreter ethics present preblem: for both the interpreter and the psychotherapist in
appropriate management of peychotherapeutic processss, We illustrabe our discussion of
the conflict between interpreter ethics and psychotherapeutic processes with & case
exazple taken from an actual psychotherapeutie interviaw,

Cne of our goals in examining these issues ias to offer come ideas and suppestions
which we have found helpful in our work and which we belimve might be incorporated iato
standard interpreter prichbice aod interpreter training, We feel, however, that some of
cutr notions are centroversial io important ways. Thersfore, ancther of our goals is to
offer these notioms to the field, that is, to both sign intarpretars and peychotoerapists
uaing their services. That way, the issues might be examined more closely and receive
more attentiom and discussion.

Interpreter Ethicas -

The current BID Code of Ethics {(taken frem Caccamimniw.al., 1980} states that, among
other thiags, the interpreter shall:

fa} keep A)) zsgignment-related information strictly confidentiazl,

{b} render the msszage Exithfully, always couveying the content and apirit of
the speaker,

{c} wet counsel, advise, or interject personal vpigioms, and

(d) accept assignments using diecretion with Tegard to ekill, setting, aond the
consumars involved,

Generzlly, the purposes for these charges to the interpreter ssem fairly self-evident.
However, the RID Code of Ethice alsc offsrs guideiines which expand uvpon the priociples
and explain them more fully. For example, the expansion of {a) notea that a trainsr shall
not reveal the name, sex, age, or other information about the coasumer whan sharing actual
expariances with 4 traines. Wor is the crainer to zeveal the city, state, or agency



relevant Lo the experieace,

The general spirit of the charges under {a} through {d) above is two—fold, it see
to ust Tirst, the provider of interpreting services needs some sort of assurance that he
or she is behaving io an ﬂppropriitﬁ and professionzl manner. The prov;der also neads
saome surt of protection against inappropriate criticism of the services provided. By
faithfully adhering te the RID Code of Ethics and associated guidelines, the interpreter
can always be sure of prav1d1ng apprnprlate services in a professional maoner, Second,
the cvonsumer of intecpreting a:rvlces, whether deaf or hearing, needs some sort of
protection against imtrusions in the comminication. The consumer wante assurance that the
sort of communication poasible is precisely that which would be possible were the two _
speakers communicating with one snother in a common language without the involvement of a
third party. Thus, an alternative statement of the guideline under (a) might be
formulated as follows: The assignment-related information should remain as ¢onfidential
a3 it would had the interpreter not been present.

It is this noticn of the non-intrusivenmess of the Interpreter that we wish to expand
upm here. Belevaok guidelint stacements are these:

Clnterpreters® are not aditors and must tremsmit everything that is said ia

exactly the same way it waa intended. . . . Jusi as ©interpreters” may not omit

anything that is said, they may not add enything to the =ituation, even Hhen

they are asked to do so by other parties involwved. . . . The Pinterpreter's

enly function is to facilitate communicatiom. . . . 5/he shall not become

personally involved because in so deving s/he accepts some responsibilicy for the

outceme, which does not rightly belong to the Pinterpreter®, (Caccamise et al.,

1980, pp. 11-13)

e

The interpreter, then, is not te intrude him- or herself into the commuicatien in any "
way. In other words, the interpreter Is uot te iofluence the commmicatiaon process. This
is a reasonable charge and one with which we are in full agreement. Thers is an Hepec f
the process of psychotherapy, however, which forces the intarpreter into the role of
intruder. It also suggests that the interpreter influencea the process of psychotherapy
in significant ways. Indeed, it ia the very neutrality znd noo-invelvemeat of the
interpreter that fosters and continues that influence. This aspect of the psychotherapy
process is Lhe tranaference relativcoship, end it i3 te an explication and discussion of
transference that we= turn oext.

Transference in Peychotherapy

Psychodynamie Psychotherepy .

One of the therapeutic mistekes that novice ps:.rchot‘,“:‘e;ist:: Erequent ly make i3 this:
They think of peychotherapy as a setting where the psychotnerapist and the client get
together for a series of work mestings. During those meectings, che client describes a set
of problems, and the psychotherapist provides counsel, advice, and and guidance toward
problem solving strategies. This is zot a totally incorrect view of psychotherapy. There
are certain clients who need such inpet {e.g., theze with limiced intellectual functicoing
or certain mejor psychiatric discrdera). There are situations which call for such work
{e.g., crisis interveatign, suicide preventiom), 4&nd there are therapeutic models in
whach such an spproach te psychotherapy is appropriate (e.g., behavioral therapies for
well defined problems, certain of the famiiy therapies, etc.). However, for the most
part, people lincluding those who happen to be deaf) have some fsirly pood problem solviag
skills, common sense, and advice networks (e.g.,, friends, family, cburch, school o,
personnel, medical service providers, etc.). They use these resourcea in more or less
effective ways to manage #od cope with, or sclve, the problems that arise ip their dail-
fives. For the paychotherspist to imagioe that he or she is a asceasary component for e
acloticn of the clienc's prablanu i: rather lrroglnt aud shows an unfortunate lack of
reupe:t fﬂr the client. : -
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At the same time, there are individuals vho have pood problem solving ekills, common
. #ense, and support systens, but who are troubled nonstheless. They continue to have
“difficulty managing their lives or are troublsd by uncomfortable emorions that interfers
-"with their lives in vazious ways. The gquestioa in such cases is this: What is it about
these individuals that keeps them from using their "life management” skills effectively?
What is it that motivates and aupports their troublesome emotional states? More
succinetly put, the question is, "Why do they have these problems?"

Aoother mistake that movice psychotherapists wake is to assume that the client simply
needs o gain knowledge of the reasons for the problems. The mistaken idea is thar with
such knowledge in hand, clients can eimply correct their "errors." They can then go about
their lives Tenewed, refreshed, and armed with the proper skills to manage problems and
previowaly difficult emotiona.

Qur view is that psychotherapy is much more than advice giviung or revelation of
knowledge. We believe that paychotherapy iz an extraordinarily complex procesg. It im &
process in which clients establish a richly structured relationship with the
psychotherapist and then reorganize their experience of themselves gad their envircoment
vithin the context of that relationship, (It should be noted that there are othera who
would disagres with our views and beliefs.) The assumption is that people have
charecteristic ways of perceiving themselves and others, and that thesa perceptions
influence their behavior in powerful ways. A further amsymption is that these perceptions
have seep mativations and complex histerical antecedents which are not accessible to one's
awareness (i.e.,, are uacounscious) for various reasons. The therapeutic mode]l we are
speaking of is peychedynamie psychotherapy. It is important to note that this medel does
uot &ssume that omly the mentally ill or psychologzically troubled are influenced by
factors outside their awvareness. It assumes that each of us has & history which erucially

T yinfluenced our thinking structures gs they were developing, and which contioues to
~influence how we feel, behave, and generally operate in the world throughout cur lives.
Psycholagical disturbance is defined by the maladaprive nature or personally troubling

experience of those charscteristic ways of perceiving ocneself and one's world. It is oot
defined by the presepce of auch unconscious influences.

How does this rich relatioaship between client amd paychotherapist illow the
reprganization of experience and perception? It happens in this way: The psychotherapy
client brings him- or herself to that relationship. That is, the ways that the cliant
opearates in the world will be reflected in the ways that the ¢lient operates within the
paychotherapeutic relationsbip. But there is a difference between the clienc's
relationship with the world and his or her relationship with the psychotheragpizt, The
elient's relationship with the psychotherapiet is cne in which the ¢lient can display his
or her feelingsx, thoughts, and behaviore without punishmest, without reprisal, without
danger-—in ghort, within a safe environment. Because the envircoment is safe, the
¢lient’s view can turn Inward in such a way that one can@mmine cnegelf in various ways,
from various perspectives, and with warious personail_ reactions to the material examined.

It iz not just the koowledge gained from such examination that makes psychaotherapy
work. Self-examination, when it is accurate and comprehemsive, is &n infensely emotional
experience. Why? Perscnal materizl is unconscious for very good reasons! & ia
generelly emoticnally charged in ways Ehat are unpleasant; it mey be incongruent with our
comecious ways of thinking sbout ourselves; and it iz oftea in comflict, in certain
aspects, with what we mist do in the world in order to lead our lives in an acceptable and
aduptive manner. It cen, iz short, be quite dangeroua to cur sense of wsel £,

(:3 The job of the psychotherapist is fo wmake that examination of seif as free from
danger as posaible. Safety is needed so0 that the emcticns that occur as the material 1is
examined do not overwhelm or damage the client. Ib is the emotional content of the
material that in part keeps it unmconsciousj it is the client's experiencing of thoss
¢motions within the therapesutic relationship and without damage to the relationship that
4llove new emotioma to develop. Thus, the psychotherapist does oot simply assist in self-
knowledge, . He .or.she also provides the anvironment for 4 corrective emotional expevience.



‘That iz the stufi of psychotherapy.

Transfarance

We began this portion of our discussion with promise to give the tecader an
explication of transference. And yet up to this point we have not used the term at al..
Psychotherapy iz such an exceedingly complex activity that it is necessary to lay a
foundation for such explication. In fact, it i3 59 complex that our lengthy discussion
must be seen ax greatly simplified and oot at all cowprehensive. Nopetheless, the cencept
of transference is there within our discussion withoukt being named, It is contained iz
the statement that clients bring themselves—thelir histories, their wotivations, their
perceptions, their characteristic behaviors--tg the therapeutic relationship. A mere
formal definition of traneference, taken from a staudard text in psychiatry {Kaplas,
Freedman, & Sadock, 1980), is the following:

"Transference is a8 process in which the ®psychotherapy client® unconsciously and
inappropriately displaces onto parsons in his curtent life those patterns of
behavior #pd emotional reactions that originated with significant figures from
his childhood. The relative anopymity of the Cpiychotherapist® end his tole as
a4 parent surrogabte facilitates that displacement to him ®or her®. The
©client's® realistic aud appropriate reactions to Pthe peychotherapist® are nat
transferance, (p. 895}

Trencference can involve positive or negative feelings and is experienced by the client as
realistic and appropriate reactions to the therapist rather thap as distorticms in his or
her own perceptions. It vccurs in any psychothirapeutic relationship and effects the
coutse of psychotherapy in various ways., The difference between the tharapy model we ﬂﬂﬂe
presented (i.e., psychodymamic psychotherapy) and othex psychothergpies is that in tha®™
model the transgference is used as 3 major therapeutic tocl, .

In its broadest definiction, the concept includes four different types of
transference: (a) transference of habitwal ways of relatiog, (b) tranaference of current
relationships, (¢} tranaference of past experience, and {d) transference oeuroais
{(Sandler, Eennedy, & Tyson, 19B0J. We shall briefly diacuss each of these in tura.
Bowever, we will begic with a distinction between transference and what is generally
termed the therapeutic alliance,

The rherapeutic alliance., The thetapeutic allizace is that part of che
celient/p2ychotherapist relationship which is based on the client's conscicus and
vaconsclous wishes to cooperate with the therapist, to overcome resiatence to the
relaticnship and the macerial uncovered within that relatdonship, aod for understanding
and b=lp with internal difficulcies. Tt involves a besically trusting and posicive
sttitude towards the therapist. And it is this trust whigr allows the clieat to tolerate
difficult expeziences in the therapy (e.g., 4nxi¢ty,_pqiﬁ!@i,g@aqiqns, confusion, ete.) in
order to attaio therapeutic change. It also allows the client to tolerate interpretation
of resistznce and counterbalances one of the most ¢common manifestatiops of resistance,
pame ly, the wish to leave breatment. It differs frowm trapsaference in that the al liance iz
more reality ariented. Although ir may be colored by neurotic elements and past
experience, the allisnce is not based oo these. Rather, it is based on: ({a) a
jaychatherapist’'s and client's common goal of helping the client atruggle with conflicts,
and {b) g more or lees clear undarstanding that the therapist is a professicnal trained to
help people with such difficulties.

The traceference, both positive and negative, is what the client and psychotherapiid
lock at in therxpy; the therapeutic allisnce i3 what allows the client to look at the
transference. With this discinction made, we cen return te the four general types of
trausfereace,

Traceference of babitual ways of relating., This type of tracsference is based on
early relationships and reflects those relationships in the stylistic aspects of how one




Telates to other pecple, For example, one might have a consistent Lendency to plaecate

~ authority figures or, conversely to rebel against mitherity figures. These stylistic

lagpects constitute a generslized mode of functioning that is chromic and habitual. They
ars generally acceptable to the client because they are not 50 emotionally charged. And,
they &re also generally not all that disruptive of daily funcrioning, In this 5ense,
transference of habitual ways of relating is geither helpful ner deatructive to the
paychotherapeutic process, for the most part, This is because such transfearence is
neither dangercus nor connected to disturbing emotions, and alao because it is not
specific to the therapist or to the therapentic relationship. Rather, it i3 directed to
everycone in the client's environment. It nonetheless flavors the therapeutic relationship
and ugually oust be addressed a3 an izsue within the therapy,

Transference of current relationships. Transference af current relationships occurs
when there is & "spill over" of emotions and behavior in the Lharapeutic relgtionship
which are related to current eventas and relationships in the elient's life, For axample,
a4 male client might be experiencing difficulty in his relarionship with his wife. He way
be very angry with her but, for waricus reasons, be unable to manifest that énger towards
her. The acting out of that anger in the trearment sessione is 4 transference which can
oceutr for varioues reasons. It can occur in part becsuse the anger is significant in the
client’s current experience. It cxn alsoe oceur in part becruse The consulration room
provides a safe, confidential, and accepting environwent for display of behaviers and
euntlona thet would be unacceptable in his home with his wife.

Transference of past relatiomships. This type of transference is one of the most
powerful festures of psychotherapy. The concept refers to past impulses, wishes,
memories, and fantasies that become manifeated in the therapeutic relactionship because the
work deme in treatment revives and stimulates them. Paet experience and earlier patterns
of emotion and behavior thus stimulated pet resnacted in the therapeutic relationship,
These reenaciments aleo contain earlier feelings and a repetition of earlier cOnSEqLences
(e.g., depressionm, trauma, feelings of abandonment, etc.). The therapist, being the
target of such transference {or, 2s we shall term it, the transference object), ’s seen by
the client as being more spacifically ipvolved with the feelings, and more specifical ly
the source of the fealings, than in the transferemce phencwena previously described. An
exanple can be found in our case presentation below where the clieat, whe was looked dowm
upot and diecounted by hisa parents, saw the psychotherapist as looking down on him and
digcounting him, and rezponded to the therapist with fury and rage.

Transference neuronia, Finally, there is the transference neurcsis. This is a type

of transference that perhaps occurs in itz purest forw only in peychaanalysais. It is a
spectal case of transference which reflects major conflicts between unconscious elaments.
For example, as analysand {i.e., a psychcanalytic clientd”may have an unconscious wish far
dependence and nurturance, that is, to be t&ken care of as an infant would be. A
caretaker from the «nalysand's early childhood, however,guay bave punished dependent—
behavior by anger, rejection, and withdrawal of love. The analysand, then, might have an
unconecicus fear of dependency which iz in conflict with the wish and need for dependency.
In a transference neurosis, this conflict might be reflected in the following way: Each
time the snalysand reporta dependent behavior to the analyst, be or she perceives the
analyst as angry and rejecting, and attacks the analyse for not being sufficiently caring
and concerned. Thie perception occurs even though the snalyst’s behavior has remained
unchanged (i,e., the same as when the analysand perceived the analysc as pleased,
accepting, and caring). Thua, the transference neurocis i3 sn externmlization of mejar
unconscious conflicts acted out within the Cherapeutic relationship so that the eonflict

~nit experienced by the client as being berween him— or herself and the therapist. Since

{ -kthis paper is about peychotherapy and not about psychoanslyein, a more detailed account af
transference neurosis is beyond the scope of this work.

Related Concepts

We have explained what transference is, snd bave also maid a Iicttle about how it ia

used in treatment. " Thare is more to be said, bowever, and in order to Tound cut our
oL o~
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discussron, tie bpalance of this portion of Lhe paper ia devoated to three relaced COLCERLE:
(a) the stimulation of transference within the thergpeutic relationship, (b} rhe
therapeutie use of transference and the transfarsoce reaction, and (&) T
countertransference. :

Stimelation of transference in the therapeutic relationchip. Traneference is !
stimulated within the therapeutic relatiouship oot only because the glient brings his or
her history and past experiemce to that relationship, but also because the paychotherapist
takes om & particular role. In ordinary relationships, both partaers reveal themselves in
ever increaming ways and become increasingly reality oriented in their perceptions of each
other. An example familiar to just about everycoe can be found in the experience of
tomantie love of the "love at first sight" variety. When two people experience an
immediate or nearly immediate sttractiou for each other, the intense and powerful feelings
that surround such atfracticon are generally quite uorealistic, That is, although the
feelings themselves are valid amd very resl, they are nor actually based on objective
perception and koowledge of the love object, but rather on the needs, wishes, fanrasies,
and so forth, of the experiencing individual. Indeed, it is the very lack of objective
perception and knowledge that allows such feelings to arise. With increased comtact with,
and koowledge of, the love object, emotional respouses to the chject generally become
increasingly reality ariented--ao much soc thet the person may come to wonder what it was
that he or she ever faw in the other in the first place, or woader how he or she could
have ever felt such love. Such feelings are a kind of Lransference, a very pleasant kind,
indaed, and one which is possible becmuse the transfersnce ohject is so unknown and ill-
defined,

Prychotherapists are algo rather ill-defined. They reveal very little of themselves
in the way of histery, reactive behavior, thoughts, or feelings, except where such
réevelations can be used therapeutically. They do not take this general-atand to be ~
secretive or unauthentie. Rather, they seek to remain aomewhat ill-defined precisely '
because such lack of definition stimulates transference within the client. The more
defined and real the Lhecapist becomsas, the more abjective and realicy oriented bacome 2
client's perceptions of the therspiet. The tranaference is then diminished, and the
therapeutic relatlonship becomes more like a friendship. '

The therapeutic uee of transference &nd the transference veaction. Ope might ask why
this should be a problem. Why shonldn't the psychotherapist and client be friends? The
answeyr lLies in the therapeutic use of the transference. The client is mer in the
consultation room to better know and understand the therapist; clients are in
psychatherapy ia order to better koow amd understand themselves, It iz by looking at the
trangference thar the client may come to berter know and vnderstand bis or her own
percepiions, ewotions, and history. This is becsuse trapsfevence is a reflaction of the
client's self rather than of the psychotherapist. It is the major tool that both client
apd psychatherapist use to make sense of the difficul:;e+-th&; breught the client te the
coneultation room in the first placs, oy

— Booiee mila L
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The transf¢rence feelings are manifested in what is cermed transference reactions.
For exxmple, in the caee described below, the client had & poverful reactien to a Fairly
miner error made by the interpreter during the course of an intarpreter—assisted therapy
interview. The client's behavior was seen 21 a Lransference reaction, as an inappropriate
displacement of hostile feelings ioward the therapiet onto the interpreter. The client's
reaction, as shall be seen, gave & great deal of informaticn to the therapist. And it
alao provided material for client and therapist examipation that waa immediate,
apontaneoud, emotionally relevast, and profouadly important. By working through the
tranaference (i.e., by experiencing it fully with all of its emotional concomitants, by
underatanding it, and by mastering those associsted emotions), the client is better abl
to handle such emotions and the events which stimulate them,

Countertranaference. The last concept Eor discusaion here is that aof
counteriraneference. Thia term refars to the transference that the psychotherapist him
or herself injects into the.therapevtic relacionship. Although the therapist ideally isg
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objective, stable, psychologically intact, and in control of his or her emotions and
behayier, it is nonethelesa true that in any psychotherapy there are at least two humag

-~ beipngs in the room. Tranaference is not & reflection of pathology; it is @ reflection of
- Jone's umanity., And the paychotherapist has a history, an unconscious, and a pat of

.

conflicce, too,

True countertransference oceurs when the therapist responds to the ¢lient and to the
therapeutic relationship from an unconscious place, It is troublesome because it can lead
to the therspist making interventiona that are wmotivated by his or her own dynamica rather
than the therspeutic needs of the client. :

Such feeliogs must be clearly differentisted from the various feelings that arise in
the therapist as a response o z particvlar client. An example of the former, the
Gountertrznsfergnce reaction, might be raflected im, gay, the Cherapist's reacting in a
punitive way to some sexual behavier on the part of the client becmuse the behaviar
stimulates similar, but unscceptable and unconscious, sexual feelings on the part of the
the therapist. The -latter class of therapist reactions arz based on & reality based
experience of the behavior of the client. For example, Cthe therapist may find him or
herself always feeling disorganized amd overvhelmed in dezling with & particular client in
wdys that are oot & reflection of countertransference or lack of ability, bat rather a
reflection of the client's being disergamized and overvhelmed,

Ie this way, the psychotherapist uses him— or herself as 2 sort of barometer or
teating device. If the psychatherapist ceacts in a consistent way rto a clieant, and that
Teaction is oot & countertransference reaction, then it is likely that others in the

client’s environment have similar reactions. Ob-riously, such reactionsa can be very useful
and informetive,

It should be clear that, owing their unconscious sources, countertransference
reactions are very difficult for the peychotherapist tu distiaguish from those reasctions
which are reslity based, useful, and therapestic. That is why responsible snd ethical
psychotherapists establish an ongoing supervisory relationship with colleagues im which
the therapist can share kis or her work, reacticns, and theoughts for objective review., We
will bhave more to may about ongoing supervision in our discussion of the role of the
interpreter in p2ychotherapy.

Traneference in the Interpreter/Client Relationship

Introduction

Although it might not be immediately spparent fromSur discussion above, the netien
of tranaference relationship and transference object implies something about Lhe
interpreter's role i peychotherapy. It suggests that the -interpreter, by his or her vary
presence in the consulgation room, might "add to the situition” in important ways,

We have explained how mmbiguity mod lack of definition in the psychotherspiat
encourages Eransference in the client. The interpreter, because he or she reveals eso
Jittle personal material in the way of thoughta, feelings, reactive behaviar, and history,
is quite as aobigucus and ill-defined an object aa rthe psychotherapist. Moreaver, while
the ¢lient is encouraged in developiug a transference relationship with the
paychotharapist by the ioherent dependency of being a client in paychotherapy, it must be
recenbered that he or she is mlsa depending uwpen the interpreter inm crucial ways as well.
It would seem, then, that the interpreter is & very likely transferance object, perhaps as
likely as the paychotherapiat. We believe that the interpreter is a very frequenc

“/rransference object.

‘ase Presentation

-

We tan pow turn to a particular case example in which the interprater in fact did
become & transfecence object and played a4 significant role in tha process of
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psychatherapy. In presenting this cass, we are cursalves viclating some of the ethical
guidelines of the RID Code of Ethice becaus= it is Enown that we work For the Universi- -
of California Center on Deafness in San Francisco and because @ intend to reveal cert. .
aspects of an interpreting situwatien and of the consumers of interpreting services. The
amount of information we revenl, however, ts vithio the limits governing our agency ar

the practice of psychotherapy, and both psychetherapist and iaterpretetr were staff mem. <Th
of the Uenter on Deafness and, thersfore, subjest to that agency's guidelines,

The clieat in question is a deaf male in his thirties vho complained initially of
relationship problems in both his personal aod professicnal life, He was seen over &
period of several months by a heaving therapist who used the services of & CSC interpreLer
on staff. As might be imagined, the interpreter had a great deal of experience working
in mental health settings.

The client was bright, well-educated, responsible, and geoerally handled many ampects
of his life in s adaptive manner. He had, however, experienced cousistent difficulries
over a period of two decades because, in his words, "people do oot understand deaf
pecple With exploration of his complaints in some detail over a period of several
weeks, it was revealed that he would have angty, at times uncontrolled, temper outbursts
in response to what he perceived as "put-downs” or patronizing behavior coming from
others, or to viclations of his rights.

While he was appareatly often cerrect in his perceptions, his own behavier was
frequently excessive, difficult to understand, and frankly intolerable to those around
bim. As & consequence, he had lost many friendships im the deaf comminity, had lest
important affectional relationshipa, had lost izpertant training opportunities; and had
severe vocationmal problems., He felt, and was in fact, isolated, uncared for, and .
unappreciated for his abilities and accomplishmenta, !!5

The client had a troubled fawily history., He had been abandoned by his natural
mother to institutional care at birth and was placed in foster care at age 17 months.
Temained with the same foster family throughout hia childhood and adolescence, but he was
never trested as am equal wember of the fawily as the foster parents' natural children
were, He remembered that he had always felt inadequate, unacceptable, zod damaged in his
foster poreuts' eyes.

It is likely that such a tenmous position in the family was & source of great
distress and pain for the client. It is aleo likely that he protected himself from such
emotiopal assault, He achieved this sense of being protectad by pot fully ceonecting hia
aatural childhood needs for nurturance znd dependemcy unto a set of parents who seemed
vowilling or unable to meet thoase needs, P

At the spame time, the client was blocked from complgs o rejection of his foster
parents’ behavicr and emotional separstion from them .low Lawily was the only available
source of emctiomal support that he had, Thus, he waz forced to Fuppress hix negative
feelings and aggressive drives in order to maintain what little emoticnal supplies were
available from the family,

This situation created in the client a deep sense of isolation and lack of self-worth
#long with m unsolvable copflict: He had the natural needs of a child and & correlated
drive to maat thoss needs with closepess and dependenccy, However, closenesx and
dependency with his foster parents was puniehed by their relative rejection of him and
their refusal to provide him a secure place in the family., This is turn created a driv ™
to avoid woch danger by diwtance Frow, and lack of connection to, others. In short, hi
childhood wea & "dawmed if he did, damned if he didn't" situation. If he sought
comnmection with his parents, he placed his fragile aense of self in the hands of people
vho ¢ould noc be trusted to treat it with respect amd care. If he protectad him fragil.
sense of 2elf by refusing counection with his parents, he condemned himself to ever
increasing fragiliky, for it is only in the acceptance and love frow others that a child
cones to know and triust hiz own worth.
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This conflick, which was fully outside of his swareness, wss played out in many ways
~ throeghout his adult life, He would feel unloved aid needy and would approach othera for
' wauppcrt and carej as others woved closer to him, and he closer to others, the unconscious

“conflict would etimulate deep feelings of danger and threst. He would then experience an
‘impulse to drive the others away, to protect himself through isclation. In terms of the
{ramewdrk developed above, he transferred significanc emotional rxesponses connected to the
earlier relationship with his fogter parents {vhere such responses were actually sadaptive)
ontd new relationships ia his adule llfe (whete such responses most often were
maladapiive), He accomplished this “Jdriving away" by his exceasxvely hostile behavior,
which assured that others would rejecr him. He then would physeically escape from the
sityation by running away {i.e., to another job, another school, apother stats, another
relationshkip, etc.}).

The client initially entered therapy in response to a crisis, As the crisis was
resolved ard he received some support from the therapy, bis wmotivation for serious work
and inaight development diminished. 1t became clear that he saw the paycheotherapy a8 an
arena in which he ecould fortify his attribution of his problems te the notion that "people
doa't underscand deaf people.” In particular, it was imporcant for him te coavince the
psychotherapist that 21l of the other pesple with whom he had problems were in the wrong
and guilty while he himself was innocent, abused, and misunderstood,

The client Tesisted the interpretation that he himself might be adding semething to
his difficulties. In fact, when the psvchotherapist would suggest ways in which his own
behavior might have influenced how others reacced to him, he wovld claim that the
paychotherapist either did not understand the s tuation or did pof underatand deaf people,
Thue, it was impossible to use the client’s prio: experiences 23 & teol to help both
psychotherapist and client explore the client's deep, persistent, and parvasive

% relacionahip problems.

It was felt that the problem could be addressed only through the rranefareace
relationehip. The psychotherapist knew that he would make no progress by arguing about
the meaning of the client's past behavior. Both psychetherzpist and client needed some
immediate and tangible experience to examine. The client's transfarence oote the
therapsutic mliarionship of similar feelings of cloaseness and fear of that closeness could
provide that immediate and tangible experiesace. The expectation was that as the
Telatiooship between the psychotherapist and the client grew, and they became incressingly
close, the client would experience & sense of danger and congequently come bto feel that
the actions of the psychotherapist put him down, patronized him, and wiolated his rights.

Obvicusly, it was necessary for Che psychotherapist to remain neubtral and net to
behave in much 2 way that the client could chjectively vwlaw as & violatien of his rights,
a3 patremizing, or as diminishing of his sense of aelf. Only by maintaining such
neutrality could the psychotherapist assuve that such f-ggings .in the client wvere based on
transference, #nd thus be able to ¢ffer him #m itmediace and -gafe forum to explore the
meaning of those feelinpgs. ' - e

Unfortunately, the client’s goals cenflicted with those of the therapist, Because it
wis importeat to the client to present himself as coantrolled, raticnal, aod pleasant (ac
that the psychotherapiat could see that it was others who behaved incorrectly), he would
not allow himself to masifest his powerful negative feelings or to follow his impulse
towacd &ngry bebavior as he felt himself move closer to the therapist.

The situation conktinued For several months with little progress made in psychotherapy
ther than the astablishment pf a fairly trusting telationship between psychothergpiat and
client and, incidentally, between interpreter and ¢lient. And 25 expected, as the
‘elationships became closer, they became more dangercus to the ¢lient. He would seek to
. sistance himself and change Che focus or established procedures of the therapy io small
wiys that are not ipportent to recount here. Majer topice in therapy during this cige
intluded plans for a new wocation, the client's living arrangements, and da:lili cf tha
¢lient's history. : : :
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vuring ome gession 4t the end of chis period, however, the client mada a great ahift
in plans be had been developing over the previous weeks and announced his intention ta
move to another part of the country. The paychotherapist made a rather miaor !
interprecation of this shift in plans as a way of eacaping the difficulties and isolatilon
that had arisen for him in the preceding wonths. He also peinted out several other times
in the client's past when similar events had occurred and served the sage purpose in t
client's life. The therapist was also attending te another function of such a move,
nazmely, to end the every cloger {and thus evar more dangercus} relatienskip with the
therapist, He did not interpret this function to the client.

1]

The c¢lient's face flushed in anger, and he had to peuse o tegain his cenrrol. He
then stated thet the therapist was mistaken. The peychotherapist sensed that the danger
the client had been experiencing was finally surfacing. Thinking that perhaps the
oppottunity to explore the transference feelings had arrived, he suggested that rhe client
might be angry with his interpretarion. The ¢lient insisted that he was not angry; he was
only poinkting out how the intecpretation was incorrect and displayed a lack of
undersranding of desf people. The session eaded with no further progress beinp made.

At the very pext session, the client atarted off by bripging up the intarpretation
again. He was in much better control, had formulated rome convincing arguments to Suppart
his position, and was impervious to alternate ideas. He nonethelass remained agitated and
upaet. At rhis point in the iaterview, the interpreter wade & minor error in his siguing.
The client did not understand the interpreter's communication and asked him directly and
lo a very angry manner what he was saying. The interpreter tried to clarify his
comminication; hewever, the client (perhaps purposefully) had difficulty understanding the
clarification. The client then launched into & tirade at the interpreter, telling hinm
that "that's mot the way to make that sign to a deaf person.'’' He then asked the
interpreter if he had C50 certification. ; o

While there was a miscommunication, and the clisnt was certainly well within his
Tights te ask for clarification and for a stetement of Lhe interprater's qualifications
his behavior seemed excessive for the siruation and sadistic tawerd to incerpreter, It
seemed, In fact, precisely the sort of behavior that had brought the client into therany
in the first place., The therapist also neted that the behavioer had fol lowed closely upon
difficulties the client was experiencing with the him. For this reason, the
psychotherapist a1sessed them as being part of transference feelinpgs which really had
himself a5 the object rather than the interpreter, Display of such feeling toward cthe
psychotherapist wae too dangercus, so Che client displaced them vnto the interprerer.

The paychotherapist was placed in a dilemma. He wgs avare that the interpreter was
suddenly involved in the therapeutic process in a vay ogither he nor the interpreter had
planned for. He wam also acutely aware of the RID Code of Ethics aod its charge that the
interpreter not become involwed. And finally, he was aw-Te Thar a significant avent had
occurred that had been anticipated for months and that mﬂ!.t‘nqt'bcchr again for several
more months. Morsover, there was a great danger of the client terminaticg therapy: The
sudden decision to move was (at lgast in part) an actiog out of Che the resistance to the
growing closeness of the therapeutic relationship. If resistance im mor addreased in
therapy, there is great danger of premature terminatioa, particularly with a client whese
general mode of operation is to ruo mway from difficulkbies, Exploring the actack on the
interpreter with the ¢lient would secensarily involve the interpreter in "wnethical’ ways
(particularly since it waa likely that the client would want ta bring the interpreter into
the dimcussion). Bur wobt exploring the avent would be countertherapeutic and not in che
client's best interests: Kot ounly would it neceassrily delay progresa in therapy,. }

[

Here's what happened: The psychotherapist turned to the interpracer and asked him to
#ign everything he taid. He then said that he was going to do something that might be
wncomfortable to the interpreter, and that if the interpreter did oot think it
appropriate, he should stop him, Then he asked the clisnt how he imagined the interpreter
might feel afrer what had just accurred. The client staced that he had the right to ask
about the interpreter’s qualifications. The psychotherapist agreed that he had such a
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‘tight #nd suggestad that he even hzd in some genas a duty to insure that his interpreter
was agfficiently qualified. Bub he &lso pointed out that rhat was not an smswer to the
-question, vhich was about the interpreter's possible feelings. The elient could not bring
hixself to snswer, but respoanded with atatements such ae, “I don't care if it made him
angry; if he feals hurt, that's his problem, not mine; he shoulda't get vpeet if T ank
about his C3C.” The psychotherapist then said that it seemed that the client imagined
that the interpreter might feel angry, hurt, 2nd upset. The client then turned to the
interpreter and askad him how he did feel. The interpretar, in violation of his own code
of ethics, said chac he had felt angry and had wanted fe "just get through the session and
be done with it,” The psychotherapist thea, in 4 suppertive manner, said that he waa glad
that the avent had bappened because fioally there wasz something that both he and the
ciient were a part of and could look st together.

The general treatment course and the epecific event cutlined above reflecta a complex
psychotherapautic process. That process can be daseribed as follows:

1. The elient imitially formed & tenuous therapeutic alliance with the
paychotherapist which enabled him to discuss painful situations and ¢ontinue in
treatment deapite his difficulty in tolerating even genktle confrontatiom of his
beliefs and behaviors.

2. As the yelationship between psychotherapist and client graw more close, the
client began to experience sfrong unconscicus wishes to be dependent om and
nurtured by the psychotherapisre.

3. The dependence wishes in the c¢lient asctivated stroog uncenscious fears of
assault on his self integrity by being rejected and diag¢ounted {ms he was by his
- foster parents), )

4. The conflict defined by (2) and (3) gave rise te wishes to escape from the
relationship, to sacrifice bis dependency needs in the service of ego inbegrikby
(again, —as he had with hic foster pareats).

5. He defended his integricy (2) by denial of interpretations made by the
pesychothevspist snd (b} by miner attempts to shift the focus and procedure of
the pesychotherapy. In this way, he could control or escape from the painful
aspeciz of the therapy while maintaining continued {though reduced) contact with
the paychotherapigt.

6. As his defenses againar the psychotherapist/client relationship failed

{i.e., a5 he grew more dependent on the psychotherapist), he formulated plans to
leave the area end thus escape the daogers of the relationship (a form of
cransference acting out, limited in this case sinte_iiualiy he would precipitatsa
his own rejection by hostile actiom prior te desvingr vio s

7+ When the psychotherapist interpreted the plan for leaving, the patient lost
coattol of his impulaes o act ocut the traneference in & limited way and

experienced powerful hostility toward the psychotherapist,

8. Direct attack on the paychotherapist would endanger the position the client
had taken througheut the psychotherapy, namely, that the problems that he had
had in the past were due ro the failings of others. Therefore, be directed his
€E) transference acting out onto the interpreter.

The test of such an analysis is, of course, in bow the psychotherapy proceeded
from that point. The proof of the pudding is in the eating. The peéychotherapiet
said that while he could acknowledge the client's right to question the interpreter's
akilla, he felt that the client's atrong feelings had much mors to do with hia
feelings sbout the psychotherapist rhen with the interpreter. Ha asked the client
how he was fesaling zbout him. The client, in contradistinctiom to the comsistent



‘atand he had taken throughout the psychotherapy up to that point, said that he felr
the psychotherapiet looked down on him, thought himself better than him, and expected
the ¢lient to agree with everything he gaid and to comply with every pupgestion. The
paychotherapist asked him 1f that was what he had felt about his foster pareate, and
the client said thet it was. He went on to rail agaicat professionals who work with
deaf paople and how they never understood the deaf persca (remember that the
interpreter wad alac a professional working with a deaf person). The therapist asked
the eclient if he felrt he was beinp misunderstood now, and the clisnk said thak he
did. The balance of the session waz =spent in examining these feelings. Thuaz, it
turned out Ethat the event described offered the firsc significankt break in the
client's regiatance and the firset pubstantial movement in the course of
peychotherapy.

Case Implicationas

We have offered this extenamive description of the case not £o Erain the reader
in psychotherapy, but rather to give some sense of the complexity inherent in
paychotherapsutic treaatment, We have alsoc attempted 2 descriptien of how intimately
iovolved with the therapeutic process the interprecer can become. [t is fipe for the
peychotherapiet and the intecpreter to say, follewing the RID Code of Ethics, that
the interpreter will not become invelved with the client——in effect, “Thou shalt met
transfer onto the interpreter{" But who telle the c¢lient? And e£ven bringing this
isgsue up with the client ic an &ffort to liwmit its consequences wounld be ineffectual;
remember that transference is an unconscious process oot accessible to the immediate
uwareness of the client.

The interpreter, whe had a mutually trusting and respectful relationship with
the psychotherapist as well as a great deal of experlence with and kaowledge of
paychotherapeutic processes, behgved in & manner absolutely appropriate ko the
therapeutic needs of the client and to the situation. The feedback that he gave to
the client {at the client's tequest}, was authentic and was not punitive, even though
it wax likely difficulc for the client to receive, And his stand foward the clieant
{bis client es well as the psychotherapist's) remasined helpful and professional in
taone throughout the session and, incidentally, in éuwbsequent sessions. However, he
had clearly violated well estzblished ethical priociples of his professicon.

Was it zimply that he was very iosightful and sensitive, thus gble to allow the
intrusicn on his non-involvement and able to provide accurate aod authentic feedback
to the client? 1Io part, yes. But more importantly, the interpreter and
psychotheraplet discuszed the case ragularly (agaiu, an ethical violatico) and had in
fact expected the session described above to present seme difficulety. They had spent
a few winutes preparing together for the session, and .the psychothgrazpist had said
that be expected the client to act out against him in.sog way because of the
difficulries in the immediately precedinp session {scrcing out toward the interpreter
was not expected). In other words, they had established a working relatioaship in
which the interpreter waa seen by himself and the psychotherapist xs part of the
Lreatment team, not a3 an intrusive but necemsary addition to be toleraced. He toock
the position that interpreting in this psychatherapy setting was unlike interpreting
in a clgssroonm, courc, medical office, or indeed, alwost any other setting, He teok
the setting to be, rather, one in wvhich the best intereste of his client may oot be
egasily discerned and may not be adequately supported by a rigid set of principles
secking to provide protection te his custooere in the brosdest rangéd of situations
posaible. He operated ax a professional in the best sense of Lhat word.

Interpreter Role, Trainiog, and ELhics

We think that there are important points implied in our discussion of
paychotherspeutic precesses, of how the interpreter can become involved in theose
processes, and of an event wherein the interpreter's choice oot to waintain an
uniovolved stance:-helped forvard -the beet interests of the ¢lient. The points are




relevant (a) to the role of the interpreter in any long-term, psychodynamic

paychotherapy, (b) to the nature of the RID Code of'Ethics, and () to the tTaining
of intarpretera,

A
“be Interpreter &5 a Member of the Trearment Team

Wa have suggeated that ioterpreters working in the context of psychatherapy do
not really have the choice to be involved or uninvolved. That choice is left up to
the psychotherapy client, and it is a choice the client may make at an unconsciocus
level., When such involvewent accuvs, the interpreter's choices are quite limited:
(2) Be or she can wee it in the best interassts of the client or (b) can deny that the
invelvement cccurred. We rthink the Former choice is more appropriate. What is
chosen is acmething that might be termed "controlied unethical behavior." What ia
avoided is unaddressed countectransfersnce reactions om the part &f the interpreter.
Thak is, whenever the iaterpreter in Fact becomes involved with the client, tharse is
& great danger of countertransference reactions which could affect the way that the
interpreter does his -or her job. By allewing guch imveolvement ko be cpen and
available for discussion, one alsoc allows a forum where such countertransferesce
possibilities can be explored and corrected, if necessary.

Are we suggesting, then, that the incerpreter is appropriately seen as a mort of
co-theTapist who can wmake interventions aed work out the therapeutic issues with the
client during a course of treatment? Our anewer to that is an emphatic “no."
Psychotherspy, when it is really done well, is & powerful and risky business that
requires of its practitionecs years of Lraining and even more years of experience
before they can be said to be top=uotch profesaionals,

Rether, we are suggesting that the interpreter ideally is an adjunct member of
-he tTeatment feam, wnich may include & psychiatrist for medicaticn, other medical
agrvice providers, a soclal warker for sacial serviee coardination, a wocatienal

ehabilitation specialict, and eo forth. The primary coordinator of services,
however, must be the psychotherapist. In part, the superordinate status of the
psychotherapist is necessary in order to foater a unified and cohesive treatment
approach. COne person must have ultimate responsibility for the course af treatmeat.
And it is generslly true that the psychotherapist is privy to the broadest vange of
inforwation about the clisot. Mora important, however, is this: Ip any course of
paychotherapeutic treatment, there are multiple points at which choices for future
direction of treatment must be made. Often there are several "right™ choices that
can be made, In our opinion, however, it is never right or helpful to the clienc far
one member of the treatment team to choose 4 direction differvent from another member,
We dee it as necessary, then, for one person to have the/final may—to "call the
shots," as it were. If the interpreter is to use his or her involvement with the
client in s appropriate way, it must be under the 1eadf“hig'of.th= peychocherapist.
T e L T

This role implies several thipgs: Firgt, it implies that the therapist and
interpreter, as well as other members of the treatment temm, must have & relatioaship
which provides an opportunity to work out dizsgresments, to share informatiom, to
decide on the direction Eor tyeatment, to provide mutual support, and se forth, Such
a relationship fosters coopersbion and assists the peychotherapist in his or her
leadership role. Second, it implies that the interpreter is subject to the same
dangers that the psychotherapist is subject to (i.e, of injecting his or ber own
countertransfarence isdues into the treatment, of managing the transference
Ioappropriately, etc.). Just as the peychotherapiet should seek oagoing supervisico
(izﬁth respect Lo these issues, so ought the interpreter. Finally, it implies that the

cterpretey who chovssa to do mental health interpreting ought to share some cf the
ofessional values, theoratical concepts, technical vocabulary, and procedural

0wladge af the psychotherapist. In short, the interprefer and psycha;hargpiag
ought to “.peak the same lsmguapge.” (Thia uwotion haz obvious training implications,
which we discuss below.)
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There is ancther abvious answer to the dileoma we have presented. One could not
inglude the interpreter a5 A member of the t reatmenkt team, or 39 &4 consistent elemenk —
in therapy. The paychothecapivt could use differsnl intecprebera on a revolving
basis. That way, a transference relationship betwesn the slient and ilaterpreter
vould have no cpportunity to develop. Unfortunately, such moves would introduce a
very chaotic and unstable element to Che therapy. And pact of psychotherapy iz
pracisely to provide A cons#igtent, stable, and safe environment for the client to do
bis or her wark.

Ethical Implications

We think that the RID Code of Ethics needs to be looked st carsfully with
respeck to its appropriateness io dealing with the iasues arising in the
paychotherapy setbting, Each of the statements we outlined at the beginaing of this
paper is problematic: We have seen that keeping assignment-related information
strictly confidential is a knotty issue in a setting where the work dope must be
discussed with others (i.e., other treatment providerd, supervisors, etc.) We have
seen that rendering the message faithfully =nd conveying the content and apirit of
the speaker can be a herculesn kask when pome of the contant and apirit of the
speaker 1s unconscious and covert. We have suggested thet nal 1nter;¢ct1ng personal
opinions cau be countertherapeutic in the paychotherapy aetting, in certain cases,
We would algo suggest here that such atrict peutrality is destructive ro the sort of
cooperation and shariag of information between paychotherapist and intarpreter
necessary for providiog the most appropriaste services to the client, And finally, we
submit that if one doea not have appropriate training and experience, or is oot
willing to take oo the unique interprecer role demanded by the psychotherapy setting,
then obe ocught to exclude 1nt¢rpret1ng in psychotherapy settings from hia or her
practice. Only thus is one using discretion with regard to skill, tetting, and the
consumeys invelved,
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Trainineg loplicaticns

1f interpreters are Lo take such an expanded rele in the context of inbterpreter—
assisted psychotherapy, how are they to be trained for that role? We have
anest1gated severzl interpretar training Programs acress the ecuatry. Wa found
that, in the main, mental health 1ute:prnt1ng iz not specifically addressed io theLr
curr1cula, though it may appear as a topic in an ethice courae or a multl-tcp1c
sewinar. It seems as though most interpreters can complefe their training and
receive certificatiop with oo didactic presentatian of the special issues relevant to
meatal health interpreting in general, or interpreter—asmisted psychotherapy in
particular, We alsc found that training practica in mest- programs did not include
placements in mentsl bhealth settiogs. This mesns that most interpreters do not
receive practical training experience_ in mental healrch. -‘-~f_1.qap5. Obwicusly, the
issues that we have presented ip this paper reflect our boliel that the standavd
training mopat interpreters receive is insufficienk to geet the needs of mental health
interpreting.

We found ooe shining countersxample, however. That counterexample was the
henlth service interpreting program offered by Et.'Harra Juaier College in
Minneapolis, The S5t. Mary's progran tak:s practicing 1nterpret=rs and provides them
with advanced training for interpreting io health service mettings, anludxng meatal
health service eettings. The curriculum includes an 1l-week course in mental health
interpreting that covers such topices as thecries and techniques of psychotharapy, -
paychological teats and nauurcmt:, paychopathology, epidemiology of mental '.__)
disturbance, speciel iaterpretiung ttchnzquus, relationship to other service
providere, and ethics., Students alszo receive 30 hours of practidum training in a
mental heslth astting, We werz quzte impressed with the program and believe it could
provide a nuﬂel for other imstitutions seeking to provide good interprater training.

Another means for providing such tzaining is patcntxllly of ferad by the mental




herlih agencies themsalves. Qur zgency offers in-service training for staff and both
4 forwal and an informal peer suparvision network, 'Members of the ipterpreting scatE
-regularly participate in traioing and research activities and discuss cases with the
~elinical staff. Suvch aceivities in any agency could provide the foundation for
wore formal iu-service training program wherein experienced iaterpretsrs are given
didectic and practical training in wental health interpreting and ongoing supervision
of their work subsequent ts the completion of training.

Concluding Remartks

We have attempted here to present what we feel are ioportant issues aund problems .
regarding the sppropriate functicos of the interpreter in the pEychotherapy
sityation. We have 2lso suggested some possible solutions to those problems, all of
which peint to an expaoded role for the interpreter. We do not claim o have gffared
fully satiafactory soluticne, howsver. Rather, our purpose hag been te gtimulate
discuspion of the issues within the separate fialds of psychotherapy and
interpreting. A comprehensive discussion of the role of the psychotherapiar inp
mental health setiiags would naceagarily address zultiple izgues, mome of which have
been addrassad by Stanafield (1981):

"Wnen therapista nead to koow information about deafness, languags, and
wommunication, should the interpreter comment ., . .?

"Should the interpreter be in charge of arranging the seating?
"Who should clarify unclear communication from the client?
- “How should the interpreter handle comments made to him directly by the client?

"Hew can the interpreter deal with his feelings about how the tharapist is
handling the session?

"How sbould the interpreter assess the client's communication before the
session?

It 15 beyond the scope of this paper to address 21l of the issues in meatal healcth
interpreting, but it is oot beyoad Lhe scope of the field. We axpect that both
interpreters and puychotherapists will debate these issues in the future, a3 they have
been for some time mow. What we are muggesting is that mental health interpreting must be
kcec as a specialty area of peneral iacerpreting. And as sueh, it requires special
experience, traininp, and standards of professional ceondust.
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