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Risk explanations are a crucial part of clinical encounters that concern clients’ genetic
risk status. The ways in which risk explanations are delivered may impact on clients’
decision-making and outcomes of these clinical encounters. In this article, we examine
risk explanations in telephone consultations in Hong Kong between genetic nurses and
parents whose infants have been diagnosed with a mild hereditary disorder, G6PD
deficiency, commonly known as favism. Using discourse analytic methods, we focus
on 50 audio-recorded telephone consultations. First, we show the distribution of
different types of risk explanation in terms of their volume and sequential positioning
in the study corpus. The two predominant explanation types – physiological explana-
tions and hereditary explanations – are then discussed in relation to their respective
functions in these telephone consultations, namely serving as warrants for advice-
giving and providing reassurance. We then examine how the genetic nurses interac-
tionally orient themselves to the parents’ existing knowledge regarding G6PD defi-
ciency while delivering these risk explanations. The differences in explanation
trajectories are linked to the presence or absence of prior knowledge of the condition
on the part of the parents; and these differences are displayed at the interactional rather
than at the substantive level, that is parents with prior knowledge of the condition
occupy a different participant status in eliciting and responding to the risk
explanations.
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Introduction

With the development of genomic medicine, many clinical encounters nowadays involve
the discussion of clients’ genetic risk status. As indicated by recent research, the ways in
which this risk information is explained to clients are pivotal to clients’ decision-making
(Marteau, Dormandy, and Michie 2001, Thomson et al. 2005, Etchegary and Perrier 2007,
Henneman, Marteau, and Timmermans 2008). While information-giving and advice-
giving have been widely researched, particularly in genetic counselling settings (e.g.
Sarangi 2002, Sarangi et al. 2002b, Sarangi et al. 2004), the delivery and reception of
explanation as a distinct interactional activity (at times leading to advice/reassurance
giving) in telephone consultations has not received much attention. In addition, it has
not always been clear what exactly constitutes an explanation, both definitionally and
empirically. Very often, the notions of information and explanation have been used
interchangeably (but see Thomassen and Sarangi (2012) for a detailed discussion).
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Considering this gap in the existing literature, in this article we wish to focus on one
particular context of telephone consultation for a mild hereditary disorder, G6PD defi-
ciency, involving genetic nurses of a specialist clinic in Hong Kong and new mothers of
affected infants. More specifically, we examine how the genetic nurses give explanations
about G6PD deficiency and associated risks to the mothers by highlighting risk reduction/
avoidance behaviour. This particular genetic condition, popularly known as favism, has
not received much research attention as have, for instance, Huntington’s disease (Sarangi
et al. 2003a, 2004, 2005), familial breast cancer (Sarangi et al. 2003a, Sarangi 2007) or
polycystic kidney disease (Sarangi 2002, Clarke, Sarangi, and Verrier-Jones 2011) in
communication-oriented research in genetic counselling.

G6PD deficiency is particularly common in South East Asia and Hong Kong where
this study has been conducted, occurring in 4.4% of newborn boys and 0.41% of newborn
girls (Lam and Cheng 2003)1. Due to the wide occurrence of the condition, a Hong Kong
territory-wide screening programme was introduced in 1984 (Li, Lai, and Lam 1999).
Since the 1997 handover of the city, the programme has also catered to an increasing
number of clients from Mainland China. Despite the increase in clientele, there is only one
neonatal screening unit in a specialist genetic clinic in Hong Kong that handles all the
testing. As a result of limited human resources (at the time of writing, there was only one
full-time and three part-time genetic nurses in the neonatal screening unit), the test results
are communicated by telephone to the mothers while they are still in a maternal hospital.
There has been an ongoing discussion among senior staff of the genetic clinic whether the
consultations with the mothers of affected infants should be delegated to the staff of
maternal hospitals (e.g. paediatricians and paediatric nurses) or whether these consulta-
tions require the expertise of the genetic staff who have received training in genetic
counselling. And while some maternal hospitals have started offering consultations with
the mothers of affected infants on-site, the majority of the consultations are still conducted
by the genetic staff of the neonatal screening unit by telephone.

In this article, we address the following two research questions:

● What types of risk explanation are offered by the genetic nurses, and what general
patterns can be identified in the study corpus? We focus our analysis on two
predominant explanation types: physiological explanation and hereditary
explanation.

● How do the genetic nurses interactionally orient themselves to what the new
mothers know (and do not know) about G6PD deficiency when delivering different
types of risk explanation?

In what follows, we first discuss relevant studies of risk explanations in genetic
counselling that inform the subsequent data analysis. Next, we introduce our methodology
and discourse analytical framework before examining closely the explanatory trajectories
that the nurses employ in interactions with knowledgeable and less knowledgeable
mothers.

Risk explanations in genetic counselling

The studies that we review in this section deal with how healthcare professionals orient
themselves to the common understandings of risk and offer various taxonomies of risk
explanation.
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Previous studies of risk communication point to a stark disjuncture in the professional
assessment of risk and clients’ common understanding of risk (see the overview in Sivell
et al. (2008); for discourse-based studies see Adelswärd and Sachs 1996, 1998; Sarangi
et al. 2002b, Sarangi 2006). It is noted that clients face difficulties in understanding
abstract or absolute formulations of risk, especially when they are primarily concerned
with what might happen to them in the future, which underlies their preference for
definitive, individualised risk assessments. In contrast, professionals are shown to favour
probabilistic explanations, due to limitations of available scientific knowledge, and in the
genetic counselling context also due to their commitment to non-directive counselling
(Wolff and Jung 1995) and clients’ autonomy in decision-making (Sarangi et al. 2002b;
see also Sarangi 2002).

An example of this gap in risk explanations or understandings between professionals
and clients is presented in the study by Adelswärd and Sachs (1998). The study examines
generic versus individualised risk explanations given to two groups of patients: the first
group at risk of an ischaemic heart disease due to a high blood pressure and the second
group at risk of familial cancers. While the first group of patients had no difficulties in
comprehending generalised statistical risk, for the second group of patients explanations
had to be ‘recontextualised’ at the individual and the familial levels, in terms of ‘a much
more physically defined community than the abstract world of a statistical population’, in
order to facilitate the patients’ comprehension (Adelswärd and Sachs 1998, p. 206; see
also Heyman 2010).

Sarangi (2002) examines how probability explanations are contextualised in counsel-
ling for polycystic kidney disease (for example she has not got high enough (.) levels in
her blood for us to say that she has [PKD]). This study finds that counsellors routinely
draw on the notions of range and normalcy rather than relative frequencies and population
statistics. Sarangi suggests that the ‘little’ or ‘no-risk’ status of the clients may account for
how explanations are given – if the client’s risks are higher, the counsellor relies more on
population risk explanations as ‘both parties [try] to access the likelihood of something
happening’ (Sarangi 2002, p. 28). The findings point to the interactional negotiation of
explanations, which will be relevant for our present study, in particular, our second
research question of how the nurses orient themselves to the mothers’ existing knowledge
about the genetic condition.

In addition to different formulations of risk, genetic counsellors also draw upon a
range of explanation types to facilitate risk communication. Sarangi (2002) provides a
simple typology of explanations that includes ontological statements (for example this
condition is called…); classificatory and taxonomic details (for example there are actually
two types…); causal relations (for example the swelling is due to the growth in the sheath
covers surrounding the nerve…) and lifeworld metaphors (for example you can see genes
as being recipes…). While the preceding typology does not analytically focus on the types
of explanation per se (the issue that we address in our first research question), it notes
their potential impact on clients’ decision-making trajectories.

At a more micro-analytical level, Sarangi et al. (2003a) examine risk explanations in the
context of counselling for predictive testing for Huntington’s disease and familial cancers.
The analysis proposes an elaborate taxonomy, not so much of the types of explanation as we
will explore in the present article, but in terms of different discourse strategies in explana-
tions of risk. The taxonomy of discourse strategies consists of three opposing pairs:
abstraction/reformulation, externalisation/localisation and temporalisation/agentivisation.
Crudely speaking, abstraction, externalisation and temporalisation are strategies that amount
to shifting the focus away from an individual client’s circumstances to a more general level,
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while reformulation, localisation and agentivisation are strategies that contextualise, or what
Sarangi and his colleagues term ‘relativise’, risk at an individual level.

Other studies focus on specific discourse strategies of risk explanation. In a case study
concerning childhood predictive testing, Sarangi and Clarke (2002a) identify contrast as a
dominant discourse strategy of risk explanation with a rhetorical potential. For them, the
contrastive device maps on to the construction of ‘normality’ and ‘abnormality’ in genetic
counselling, while helping to maintain ‘an interactional space’ to explore alternative
decisions and counselling outcomes (Sarangi et al. 2002a, p. 306).

In another study on predictive testing for Huntington’s disease, Sarangi et al. (2005)
discuss how counsellors manage risk explanations about coping with the genetic test
results (what Sarangi et al. (2003a) referred to as the ‘risk of knowing’). The challenge
that the counsellors face relates to the clients wanting to talk about what might happen to
them in the future, that is coping with the onset of the disease (referred to as the ‘risk of
the disease’) rather than engaging with the risks of knowing. In healthcare settings that
manage preventable medical conditions, the benefits of knowing about those conditions
are foregrounded as we will see with regard to G6PD. In the context of predictive testing
for a genetic condition, however, this is not the case, and counsellors need to ensure that
the clients are fully engaged in the decision-making process, and that they have reached
their decision to undergo testing with a full consideration of all associated risks. Sarangi et
al. show that one of the strategies the counsellors employ to engage their clients in the
‘risk of knowing’ talk is embedded questioning (that is statements followed by a succes-
sion of questions) that often include reported speech (for example and if it became a
certainty [..] I can live with the thought but I may not get this (..) because one of the
things that testing does is that it takes away (.) that sort of (..) escape avenue…) and
concrete hypothetical scenarios (for example next week you’ll be sitting here opposite me
and I will tell you your result). These discourse strategies allow counsellors to allude to
clients’ actual or hypothetical thoughts, and to give these embedded questions a more
‘experiential quality’ while also framing the talk in terms of the counsellor’s agenda. This
orientation by counsellors towards their clients’ thoughts and experiences through the use
of specific discourse strategies is relevant to our second research question in this study.

As can be seen from this literature, discourse strategies concerning risk explanation
have attracted much attention. In the present study, we focus on the types of risk
explanation, while also drawing upon existing research on discourse strategies. In the
section that follows, we introduce our methodology and discourse analytical framework,
before moving to the discussion of the specific explanation types (research question 1)
and discourse strategies that the genetic nurses employ in the context of G6PD consulta-
tions via telephone (research question 2).

Methods

As part of a larger collaborative study of telegenetic consultations in Hong Kong, we
recorded 50 telephone consultations between mothers of infants with G6PD deficiency
and genetic nurses of a neonatal screening unit at a specialist clinic and this forms the data
that underpin this article. After obtaining genetic test results of the infants, the nurses
contacted the mothers while they were still in the maternal unit. Prior to the telephone
consultation, the mothers had been given information leaflets concerning G6PD defi-
ciency and telephone numbers at which they could contact genetic nurses at the specialist
clinic. The individual telephone consultations varied in length from 6 to 22 minutes. The
overall recording time is 14 hours and 20 minutes.
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Following the standard practice for collaborative research projects, the present study
was reviewed and approved by both the University of Hong Kong Ethics Committee and
the Ethics Committee associated with the specialist clinic where this research was con-
ducted. The recruitment procedure involved a genetic nurse explaining the objectives of
the study to the mothers by telephone, before seeking their consent to participate. The
mothers were approached over a period of 4 months, and all mothers who consented to
participate in the study were subsequently included in the study. Table 1 summarises the
demographics of the recruited participants obtained through questionnaire.

Table 1 describes three aspects of the demographic data of the recruited participants:
whether the family had a history of G6PD; the language used in the telephone consulta-
tion and the nationality of the mothers. The majority of the participants in our study were
Chinese, spoke Cantonese and had a family history of G6PD.

Four genetic nurses participated in the study. One senior genetic nurse, who had been
with the clinic for more than 20 years, had received specialist training in genetic
counselling. The other three nurses had between 5 and 10 years of professional nursing
experience, and had received extensive in-house training in genetic counselling. Besides
G6PD deficiency, all nurses handled a wider range of genetic conditions at the clinic.

The consultations were transcribed verbatim (see Appendix 1 for transcription con-
ventions). We followed the standard procedure for anonymisation (using pseudonyms for
participants and anonymising all personal or identifiable information). The Chinese data
transcripts were translated into English independently by two research assistants and
verified by a bilingual research team member.

The secondary dataset for this study consists of questionnaires about the mothers’
knowledge of the condition and their evaluation of the telephone consultations. The
questionnaires were mailed to mothers after the telephone consultations. Additionally,
semi-structured interviews were conducted with the genetic nurses. We selectively
draw on these data sources in our analysis, especially concerning the comparative
dimension, that is the presence/absence of mothers’ prior knowledge about G6PD
deficiency.

As far as data analysis is concerned, we adopt the framework of theme-oriented
discourse analysis (Roberts and Sarangi 2005, Sarangi 2010) that centres on context-
specific language use (for previous studies of genetic counselling using discourse analysis
more generally, see Sarangi 2000, 2002, 2006; Sarangi and Clark 2002a, 2002b; Sarangi
et al. 2003b). This approach involves mapping the data transcripts along focal and
analytic themes (Roberts and Sarangi 2005). In the present study, based on thematic
mapping of the data, the focal theme of risk explanation has been identified. The analytic
themes (or discourse devices) underlying various risk explanations will mainly consist of
the following: reported speech, contrast, repetition, pronoun, rhetorical question and
hypothetical formulation.

Table 1. Demographics of recruited participants (N = 50).

Family history of
G6PD Language use Nationality

Yes No Unknown Cantonese Putonghua English Chinese Filipino

No. of participants 13 35 2 48 1 1 49 1
Percentage of participants 26 70 4 96 2 2 98 2
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Data analysis

Risk explanations in our corpus are systematically marked with degrees of explicit
lexicalisation (for example so I um will explain to you gradually:: ok?) and/or prefixed
by ‘because’ and ‘reason’ (for example because in fact the red blood cells of your baby (.)
lacks an enzyme; the reason why we call it an enzyme deficiency…). Appendix 2 provides
an indicative list of examples of explanation trajectories found in our dataset.

Having identified the explanation trajectories, we then examined the different types of
explanation and their patterns of distribution in the corpus. Based on the sub-corpus of
risk explanations, we have identified four types of explanation – hereditary, physiological,
terminological and procedural – that are presented in Table 2.

Figure 1. Types of explanation and time spent (in percentage).

Table 2. Explanation types, their contents and examples.

Explanation
type Contents Example

Hereditary Inheritance patterns This disease itself is a recessive inheritance disease
Physiological Physiological processes The red blood cells of your baby lack an enzyme
Terminological Explication of labels

and technical terms
Broad bean disease has [..] [an] academic name. [..] It is

called glucose-6-phosphate dehydrogenase deficiency
Procedural Test arrangements and

procedures
There are two tests (.) one is the test on fav- whether they

have favism and the other is on their thyroid
functioning

Health, Risk & Society 199



Figure 1 shows that physiological and hereditary explanations are the predominant
types to occur, accounting for 58% and 32% of all consultation time, respectively.
Terminological and procedural explanations account for 2% and 8% of all consultation
time, respectively. We present the percentage of explanation types in terms of time rather
than frequency of occurrence of each explanation type, because temporality captures
better the length of the explanation tokens than would frequency of occurrence. It is
worth noting that there is a checklist that the nurses follow in these telephone consulta-
tions; however, the checklist is in a bullet-point form and does not specify how much
detail the nurses should provide for each explanation. And while the checklist may to
some extent account for the consistency of the explanation types in the data, it may not
account for the amount of consultation time dedicated to each explanation type, and the
variations pertaining to the delivery of those explanations.

In addition to patterns of distribution, it is worth mentioning the sequential positioning
of the two main types of explanation in the data. The physiological explanations typically
occur after the delivery of diagnosis (not included in the extracts) and are followed by
advice-giving (also not included in the extracts). The following is a typical example of
physiological explanations (turns 26–32 and 59–61):

Extract 1a: (N = Nurse; M = Mother)

26 N: = So, I am nurse ((surname)), alright? And we have just confirmed that your baby
has G6PD deficiency.

27 M: Oh, so what does that mean?
28 N: So you haven't heard about it?
29 M: (…)
30 N: Have you heard about G6PD?
31 M: No.
32 N: No. Okay. So actually G6PD deficiency is quite common in Southeast Asia.
((physiological explanations continue for the next 26 turns))
59 N: So what we have to do is, we have to take some precaution=
60 M: Yeh.
61 N: To prevent the baby from the contact with those substances that would affect the

baby’s red blood cells.

The hereditary explanations typically follow the physiological explanations (not
included in the extracts) and the advice-giving sequences (turn 203). An example of
hereditary explanations is given further:

Extract 1b:

203 N: And also, don’t use moth balls or naphthalene products.
204 M: Okay.
205 N: Then your baby will be fine and acute haemolysis can be prevented. And your baby

will be alright.
206 M: Why does he get this one?
207 N: Why does he get this one? Actually, it is because of a genetic problem. We call it

X-linked recessive disorder. That means, of course some people they have, they
carry this kind of gene. But they will not have the problem themselves. They only
carry the gene, okay?

208 M: Um.
209 N: But when they have children, for a boy, in every pregnancy there will be a fifty

percent chance of having G6PD deficiency. But there will be also be a fifty, a fifty
percent chance that a boy will not have the deficiency. (.) Okay?
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We will return to the distribution patterns and the sequential positioning of hereditary
and physiological explanations in more detail in the Discussion section. First, we turn to
an in-depth analysis of selective extracts concerning both explanation types.

In keeping with our second research question, the analysis of each type of risk
explanations (physiological and hereditary) includes two extracts: one from an interaction
with a mother who has a limited or no prior knowledge of the condition and another with
a more knowledgeable mother. This selection procedure will allow us to compare how the
absence/presence of knowledge about the genetic condition on the mother’s part inter-
actionally mobilises the ways in which risk explanations are offered.

Physiological explanations

Extract 2 is the interaction with a first-time mother. As reported in the follow-up inter-
view, this mother had not heard about G6PD deficiency before this consultation.

Extract 2:

82 N: Okay, so now, his favism, (.) you may wonder why I say it does- doesn’t affect his
health and- and isn’t a great deal. So why does the nurse go into so much trouble and
calls me about this?

83 M: Mm::
84 N: Because mainly, (.) the reason why we call it an enzyme deficiency, (.) because in

fact the red blood cells of your baby (.) lack an enzyme.
85 M: Mm::
86 N: The lack of this enzyme (.) will make his red blood cells (.) more likely to break

down than other.
87 M: Mm:
88 N: But the cells don’t break down for no reason, don’t worry. (.) It’s mostly due to

eating unsafe food,=
89 M: Mm::
90 N: = or exposure to unsafe substances (.) that this reaction takes place.
91 M: Mm:
92 N: Since the main function of red blood cells is to bring oxygen to our body parts,=
93 M: Mm
94 N: =so if (.) due to hemolytic reaction the red blood cells are not functioning normally,

(.) his first reaction will be (.) difficulty in breathing=
95 M: =[yes]
96 N: [feel]ing unwell, (.) since now he’s too young to tell you about how he feels,=
97 M: Ri:ght,
98 N: = the first sign should be, (.) right, more tired than normal,=
99 M: Mm:
100 N: =or in an- another situation, if he does not have enough oxygen, (.) so, he’ll be (.)

very sleepy, (.) unwilling to play. At other times he may be very- like he’s ready to
play when you play with him, but if there’s haemolytic reaction, he simply won’t=

101 M: Okay:
102 N: =because he’s too tired. (.) And he will not have enough oxygen. (.) That’s the first

sign.
103 M: Mm::
104 N: If the haemolytic reaction goes on without us knowing about it, (.) and it goes

untreated (.) as the red blood cells will break down, something called bilirubin will
be released=

105 M: Mm::
106 N: = which makes the skin yellowish. If it reaches the skin, the white of the eyes too, if

it reaches there, (.) he will have jaundice.
107 M: Mm
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108 N: If it still goes unimpr- I mean if it’s still untreated, (.) and if the red blood cells, I
mean bilirubin reaches the brain, his intellectual development will be affected.

109 M: Mm:
110 N: So we can’t let this happen, right?
111 M: Mm: mm:
112 N: What I’m telling you now, (.) is not something you can forget when he grows up, (.)

but something to stick by for the rest of his life.
113 M: Okay, okay.
114 N: So you should explain to him when he’s older.
115 M: Okay.
116 N: First and foremost (.) avoid all Chinese herbs. ((the nurse continues with advice-

giving about the Chinese herbs to be avoided))

Prior to the offer of risk explanations beginning in turn 84, the nurse prepares the
ground for the explanations. In turn 82, this ground is framed with the use of indirect
speech (you may wonder) and by framing favism in a positive light (why […] it does-
doesn’t affect his health) while offering a professional justification for this activity of
telegenetic consultation, again, by using the reported speech format (why does the nurse
go into so much trouble and calls me about this). It can be argued that the reported speech
format, framed as a rhetorical question, creates the conditions not only for the delivery of
risk explanations but also for aligning professional and client perspectives on the issue at
hand (see Sarangi et al. 2005).

In turns 84 and 86, the physiological explanation concerns an explication of the label
‘enzyme deficiency’ and how the lack of the enzyme can lead to the risk of the red blood
cells breaking down. Here, we can see that the nurse uses a personalised mode of
explanation (that is the red blood cells of your baby’; his red blood cells). Also worth
noting here is the use of contrast – how the red cells with enzyme deficiency are more
likely to break down in this instance than in others (those who do not have the enzyme
deficiency). Like reported speech, the contrast device has a rhetorical function – it helps
achieve understanding of deviance in comparison to what is normal (Sarangi et al. 2002a).
The contrast, however, is more implicit than explicit in this case.

Turns 88 and 90 mark a continuation of the physiological explanation (the cells don’t
break down for no reason). This statement is immediately qualified with a token of
reassurance (don’t worry), followed by the reasons relating to causation (it’s mostly due
to eating unsafe food or exposure to unsafe substances). Through mention of the risks
associated with ‘unsafe food’ and ‘unsafe substances’, the nurse shifts her explanatory
footing to a different level, alluding to the advice that will follow later, that is to avoid
unsafe food and unsafe substances. In turn 92, the nurse returns to the physiological
processes relating to the red blood cells, especially their function ‘to bring oxygen to our
body parts’. Use of technical vocabulary is unavoidable during physiological explana-
tions, as can be seen with the mention of haemolytic reaction, which is simply glossed
over rather than being explicated by the nurse. The mother, however, neither signals non-
understanding nor asks for simplification or clarification. In this extract and in the rest of
the consultation, the mother occupies a passive role, signalled by minimal back channel-
ling (mm) and continuity markers (okay).

Beginning with turn 94, the risk explanation sequence shifts from causation to
consequences: his first reaction will be (.) difficulty in breathing (turn 94); feeling unwell
(turn 96); more tired than normal (turn 98); he’ll be (.) very sleepy, (.) unwilling to play
(turn 100). Notice that the contrast device is once again used to draw attention to what is
normal and what is not (that is the child will be more tired than normal). Another device
used is event work in the form of hypothetical scenarios (when you play with him […] he
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simply won’t (turn 100)). As we can see, the second time the nurse uses the technical term
‘haemolytic reaction’, it becomes more meaningful. We may suggest that in talking about
the consequences, the nurse is preparing the mother to identify possible symptoms (risk
explanations playing an informational function), while also clearing the ground for herself
to offer relevant advice later (risk explanations functioning as warrants for advice).

In turns 104 onwards, the physiological explanations appear to take on a chain-like
character – how one thing leads to another – and this is explicitly marked by hypothetical
if-constructions. For instance, haemolytic reaction leads to breakdown of red blood cells
which then leads to release of bilirubin. The consequences of these physiological pro-
cesses include jaundice, which could manifest through skin and eye coloration and even
affect intellectual development. In this chain-like explanation, we would like to draw
attention to the genetic nurse’s mentioning of two things that have risk potential (if the
haemolytic reaction goes on without us knowing about it (turn 104); and if it goes
untreated (turn 108)). In this sense, the physiological explanation is goal-oriented: to
empower the mother through information regarding symptoms, as well as to ensure that
adequate intervention in terms of treatment (and prevention) can be in place.

The rhetorical question in turn 110 is marked (So we can’t let this happen, right?). The
use of the collective pronoun ‘we’ is significant as it conveys that both the professional and
the client are on board to prevent the negative consequences and to protect the child. Turn 112
presents the framing of the risk explanation (what I’m telling you now) that marks the end of
an explanation trajectory. The advice sequence begins with turn 116 (First and foremost (.)
avoid all Chinese herbs), which is not our analytic focus here. It is noteworthy that in turn 114
the mother is asked to ‘explain to [the child] when he’s older’ the risk information that has
just been delivered to her, thus underscoring the role of physiological explanation in the
management of the condition (that is reduction/avoidance of risk behaviour).

Our next example is taken from a consultation with a mother who is more knowl-
edgeable about the condition (as indicated in the follow-up interview).

Extract 3:
Context: Prior to this interaction, the nurse has delivered the diagnosis to the mother

and has established that the mother knows about the condition as her nephew in
Mainland China has it.

37 N: So, the broad bean disease has one, that is quite an academic name (0.3) that is (0.5)
an academic name. It is called Glucose-6-Phosphate dehydrogenase deficiency. (0.5).
Yeah:. So, do you know much about this disease?

38 M: I know something.
39 N: Yeah, you know something. Ok, so I can say a bit- (0.1) tell you a bit. (0.2) So,

maybe we can just revise a bit? Because I believe you (0.1) see, your nephew has,
you should know something, right?

40 M: Yes, ah::,
41 N: So, actually this disease, people who have this disease, their health is not different

from normal people. (0.3) That is, like your nephew, so broad bean disease, this
thing (0.2) will not affect your baby’s health.

42 M: Yeah, yeah.
43 N: So, just that if he really has the broad bean disease, if he is born with the deficiency

of one enzyme, (0.3) this enzyme is <glucose-6-phosphate dehydrogenase enzyme>
44 M: Yeah, yeah.
45 N: Yeah. So this enzyme is used to protect our red blood cell, let them not be destroyed.
46 M: Ok. Ok.
47 N: So if he has the broad bean disease, if he gets in contact with some substances, (0.2)

for example, say some Chinese medicine,=
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48 M: Yeah,
49 N: =some Western medicine, (0.6) yeh, moth ball, or broad beans, (0.3) they will destroy

the red blood cells.
50 M: Ok.
51 N: So, the baby will have an acute hemolytic reaction.
52 M: Ok. Ok. Ok.
53 N: Yeah, so if the baby has an acute hemolytic reaction, . his body will release a lot of

bilirubin.
54 M: Ok.
55 N: Yeah, so if the liver cannot cope with it, the baby will have jaundice.
56 M: Ok. Ok.
57 N: Yeah, (0.1) so, jaundice, (0.2) the baby’s skin, eye white will all be very yellow.
58 M: Ok. Ok.
59 N: Yeah, so if he has jaundice, (0.2) and the bilirubin is very high, without appropriate

treatment, (0.2) when it enters the brain, it will affect the baby’s future
development,=

60 M: Ok.
61 N: =his intelligence,=
62 M: Oh,
63 N: =or even if serious, it will endanger his life.
64 M: Ok.
65 N: But then, mommy does not need to be worried, because why? (0.2) Just pay attention

to some habits, do not let the baby get in contact with substances that will affect his
red blood cells, (0.4) then this acute hemolytic crisis can be prevented. (0.4) So, and
[the baby]=

66 M: [Ok::]
67 N: =will also be fine. (0.7)
68 M: That is sometimes (0.4) unintentionally get,
69 N: If he uninten- unintentionally gets in contact, (0.3) then (0.2) if you see that he has

the symptoms of haemolytic crisis, then, for example, now, new born babies have a
yellow face, (0.5) yeah, so you take him to see a doctor right away. (0.4)

70 M: Ok::
71 N: So, (.) do you understand?
72 M: Yes.
73 N: Yeah. So, of course you will find that if he does not have anything, than he is fine,

(0.3) right?
74 M: Yes.
75 N: Because if it is an acute haemolytic crisis, you may not- not know, (0.3) yeah,

because new born babies may have a yellow face. (0.3) So, with older babies, his
urine will be dark brown, (0.2) he will be very tired, (0.3) of course he will also have
a yellow face, yeah, that is jaundice, (0.3) yeah, and (0.2) he will be very tired, (0.2)
the heartbeat will be fast, the breathing will:: accelerate (0.3)[you:]=

76 M: [Ok]
77 N: =basically, if you see him like this, (0.3) even if he does not have a haemolytic

reaction, naturally what will you do?
78 M: Eh::, see a doctor. (.)
79 N: Yes, you will naturally go see a doctor, right?
80 M: Yes. ((the nurse continues with advice-giving about different substances and foods to

avoid))

Physiological explanations in Extract 3 start with the nurse eliciting howmuch the mother
knows about the condition (turn 37). Framed very broadly (do you know much about this
disease?), the nurse’s question is more likely to generate information about the family history
as the most obvious source of ‘knowing’, rather than the mother’s understanding of the
physiological processes involved in the causation of the condition. In fact, in the study corpus
the same question format is also used to frame hereditary explanations (as in Extract 4
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discussed later). This elicitation format brings up a broader issue of effective ways of eliciting
the client’s knowledge that we will take up in the Discussion section in more detail.

In turn 38, the mother, despite her ‘knowing’ status, is presenting herself in the role of
wanting to know more through a vague formulation ‘I know something’. This vague
formulation is not followed by any prompts by the nurse to elicit further information about
the mother’s state of knowledge; however, it is acknowledged in the nurse’s next turn
through repetition. The nurse frames the explanation as ‘revis[ing] a bit’ (turn 39), which
implies that the mother will contribute interactionally in the unfolding explanation
trajectory. In other words, the delivery of physiological explanation despite the mother’s
‘knowing’ status is constructed as a joint activity by the mother and the genetic nurse.

The explanation that follows is broken down into smaller components, and the mother
occupies a more active participant status, compared to the mother in Extract 2, by
continuously acknowledging, and in one instance even eliciting information (turn 68)
and by responding to the nurse’s question (turn 78).

In turn 41, the nurse normalises the condition by drawing comparisons with the
normal population (people who have this disease, their health is no different from normal
people) and the woman’s nephew (like your nephew [..] this thing (0.2) will not affect
your baby’s health). This formulation in terms of abstraction (Sarangi et al. 2003a) at the
generic and the familial levels de-escalates the risk status of the individual child, thereby
also serving to reassure the mother.

Turns 43 and 45 deal with an explication of the term ‘enzyme deficiency’ that shifts
from a personal level (if he really has the broad bean disease, if he is born with the
deficiency of one enzyme) to a generic level (our red blood cells) that is more typical of
our study corpus. The references to the child having the condition in turns 43 and 47 are
marked by hypothetical if-constructions (if he really has the broad bean disease; if he has
the broad bean disease) to allow for a continuation of the topic under discussion. As in
Extract 2, the physiological explanations of causes and consequences that follow also take
the form of chain-like if-constructions (if he gets in contact with some substances, [..] they
will destroy the red blood cells). By referring to the child’s condition and the causes and
the consequences in hypothetical terms, the nurse presents the negative scenarios as a
probability, something that can be avoided and controlled. In this sense, the use of if-
constructions and the reference to ‘appropriate treatment’ (turn 59) serve to reassure the
mother and to empower her to take control of the child’s condition in terms of prevention
(and treatment).

Even more than in Extract 2, the nurse’s risk explanation is rich with technical
vocabulary (haemolytic reaction/crisis, bilirubin, jaundice) that is not explicated; and
the mother’s use of agreement and acknowledgement tokens (yeah, ok) does not signal
whether she understands these terms or not. The risk explanations consisting of causes
and consequences conclude with a reassurance sequence (mommy does not need to be
worried [..] the baby will also be fine) that marks the end of the explanation trajectory
(turns 65 and 67). This reassurance sequence contains an embedded advice to pay
attention to ‘some habits’ and to prevent the child from contact with unsafe substances.

The physiological explanations resume in turn 69, prompted by the mother’s question:
what happens if the child gets in contact with unsafe substances ‘unintentionally’. The
nurse then lists the symptoms of haemolytic crisis (see also turn 75), thereby making this
technical term more meaningful to the mother. By enumerating the possible symptoms,
the nurse ensures that the mother is able to identify and act upon them, while also
preparing the grounds for advice that follows in turn 69 (so you take him to see a doctor
right away), and reinforced through a confirmation question in turn 71 (so, (.) do you
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understand?), a question eliciting action in turn 77 (naturally what will you do?) and a
repetition of the mother’s response in turn 79 (yes, you will naturally go see a doctor,
right?).

Hereditary explanations

The next two extracts deal with hereditary explanations as presented to the two groups of
mothers. As already pointed out, hereditary explanations typically occur towards the end
of the telephone consultation, after physiological explanations have been dealt with
successfully. Exceptionally, in Extract 4, although the nurse initiates hereditary explana-
tions before the physiological explanations, her explanations are framed at a general
population level, and she does not elaborate them. She revisits hereditary explanations
to provide more detail later on in the consultation after the physiological explanations.
The extract concerns a mother who lacks familiarity with G6PD deficiency.

Extract 4:

23 N: So::, you don’t need to be too::, so, you don’t need to be too: worried. So, now that
your baby is confirmed to have this glucose-6-phosphate dehydrogenase deficiency.
(.) So, some people will simply call it the broad-bean disease. (0.9). Yeah, or in
English it is called the G6PD deficiency. (.) So have you heard of the broad bean
disease, ah? (.)

24 M: Seldom, seldom heard about it=
25 N: Seldom [heard], yeh,=
26 M: [Yeh.]
27 N: =because in your family no one has this disease?
28 M: Yeah.
29 N: So, but no need to be too worried, because why? So actually, this disease is very

common in Hong Kong and South China,
30 M: Yeh.
31 N: So::, so:, actually, is:: (0.8) I have mentioned it just now, this disease is very common

in Hong Kong and South China. (.) Especially it is more common for boys. (.) So for
Hong Kong, for boys, in about every one hundred boys, there are four or five people
who have this disease.

32 M: Mhm.
33 N: So the girls are comparatively fewer, for about a thousand people, there are only two

to five who have this disease. ((the nurse continues with physiological explanations))

Reassurance is both a feature of physiological explanation as well as hereditary
explanation. Turn 23 begins with a reassurance marker (you don’t need to be too:
worried). In confirming that the boy has the condition, the nurse then names the condition
in different ways – ranging from the most technical (G6PD deficiency and its full form) to
the lay (broad bean disease). Notice that in its technical form, it is only a ‘deficiency’,
which becomes a ‘disease’ when translated into lay terms. The nurse chooses to use the
lay term when she enquires: ‘so have you heard of the broad bean disease, ah?’. As the
mother acknowledges her limited awareness of and exposure to this condition, the nurse’s
remark in turn 27 triggers the hereditary aspect of the condition (‘because in your family
no one has this disease?’). There is the presupposition here that this mother’s lack of
awareness of the disease can be attributed to the absence of this inheritable condition in the
family. Other mothers (as we will see in our next case, Extract 5) will differ in terms of their
awareness of the condition based on family pedigree as well as their own carrier status.
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Turn 29 once again prefaces a reassurance (no need to be too worried), which is
further normalised by announcing that ‘this disease is very common in Hong Kong and
South China’, also repeated in turn 31. This demographic framing then allows the nurse to
launch into population trends armed with relevant statistics, with boys at a considerably
higher risk of inheriting the condition than girls. In this context, the formulation in terms
of abstraction (Sarangi et al. 2003a) at a generic level attempts at normalisation – that ‘it is
very common’ among Hong Kong and South Chinese populations – thus offering a level
of reassurance. It is worth noting that the nurse formulates her explanation at this point in
the interaction without any explicit acknowledgement of the fact that this mother just had
a baby boy, which could have made this hereditary explanation more relevant.

Hereditary explanations are evoked again later on in the consultation:

Extract 4 (cont’d):

170 N: Say, later, you give birth to (.) children, if it is a boy, then he will have a fifty
percent chance of being like his older brother, (.) to have this disease. (.) But then,
he will also have a fifty percent chance of not being like his older brother.

171 M: Yeh::
172 N: So:, it is not surprising, therefore, that some people say, his siblings do not have it,

how come he has it? Because you have a fifty percent chance with each pregnancy.
(.) So, it is not surprising. But not having it is also not surprising.

In turn 170, the nurse localises (Sarangi et al. 2003a) the occurrence of risk as far as
this individual family is concerned. The hereditary explanation, however, centres around
the next child rather than the one just born, presumably in an attempt to make the mother
aware of the risk associated with her future reproduction decision. In the next turn, the
nurse uses the reported speech format at a more general level by voicing what ‘some
people say’. This seems a useful strategy to explain what being at 50% risk actually
means, including the possibility of ‘not having it’.

Hereditary explanation at the population level continues in turn 257 after the nurse
gives the mother advice about which substances to avoid to prevent a haemolytic reaction:

Extract 4 (cont’d):

257 N: You just think, among every one hundred boys, four, five have this disease. So, if
you walked in Causeway Bay or Mong Kok, and the whole street was male, you
would always meet one or two people who also have this disease.

258 M: Yeh. (.)

The risk explanation is framed at a physical, locational level, rather than at the familial
level which might be preferred by the mother. The nurse singles out two crowded
locations in Hong Kong a – Causeway Bay and Mong Kok – in an attempt to relativise
the risk perception in a manner to which the mother can relate (Sarangi et al. 2003a).

We can see that both in physiological and hereditary explanation trajectories, mothers
can occupy minimalist participant status as being the recipient of risk explanations. Such a
positioning on the mother’s part can have repercussions on how the nurse chooses to
frame her explanatory trajectories. It is also the case that sometimes the mothers can
display their knowledge of the condition and adopt a more active participation style by
eliciting specific risk explanations, as Extract 5 demonstrates:
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Extract 5:

16 N: So::, actually, the main thing, is that, is now we have confirmed the baby does have
this glucose-6-phosphate dehydrogenase deficiency.

17 M: I understand it (.) because I got it myself as well.
18 N: Oh:. you have it yourself as well? Mhm, so:, you also understand the disease, is that

right?
19 M: Yeh, I know [what]=
20 N: [Yes].
21 M: =it is like.
22 N: So, actually the main thing is to tell you about your baby’s situation.
23 M: Yes.
24 N: So, mm: (.) you also have it yourself? So, you have also heard about it before? So,

maybe you can tell me how much you know?
25 M: Er::, you can’t have most of the Chinese herbal medicine,
26 N: Yes, yes. But then, the baby’s health itself is not, not affected.
27 M: Yeh, I understand.
28 N: Yeh.
29 M: Has he inherited it from me?
30 N: Eh::, you can say that. (.) Mhm. (.) Mhm, so: I will explain it to you, ok? ((57 turns

are omitted in which the nurse talks about substances to avoid))
88 N: You have just asked me whether it’s you who’ve passed the disease to him. So::,

actually, this disease itself is a recessive inherited disease.
89 M: Yes.
90 N: Yeh. So, that means, some people, they have this recessive gene. So, mmm but they

may not have the disease. But of course, mommy herself has the disease, right?
91 M: Yes.
92 N: Um::. But if they have this recessive gene, they will also have a fifty percent chance

of passing it on to their next generation. Especially for boys, it is a fifty percent that
it will be passed on to their sons. (.) Yeah. But of course if it is a girl, if it is mommy
herself also having this, so, mhm:, (.) it will be even easier to pass it on to your son.
Therefore, it is not surprising he has inherited it from you.

93 M: Yeah.
94 N: Yeah. But, mommy doesn’t need to worry too much, that you have passed this

disease to the child, because why? Actually, for us, each person, yeah, has inherited,
(.) many things are inherited from our parents, the older generation, right?

95 M: Mm.
96 N: So, mhm therefore, there is no problem. Because actually, now that the medicine has

been advancing, we found that, not to mention even being fat, thin, tall, short, could
be inherited. Many diseases, like for example heart disease, diabetes mellitus, high
blood pressure, yeah (.), even food allergy can also be inherited.

97 M: Mm.
98 N: Right? Mhm (.) so, we do not have to worry that we have passed the broad bean

disease to the child.

The mother in this interaction volunteers the information that she has the condition
herself (turn 17). This information is confirmed by the nurse (turn 18) who also elicits
how much the mother knows about the condition (turns 18 and 24).

The actual hereditary explanation is elicited by the mother who asks whether her son
has inherited the condition from her (turn 29). The nurse’s answer (you can say that) is
elusive and ambiguous (turn 30). Any further discussion is postponed until after the
preventable nature of negative outcomes is established (not included in the extract). This
delay in the delivery of hereditary explanation may also be seen as a way of addressing
the mother’s guilt and responsibility for having a child with a genetic condition. The nurse
revisits the mother’s question in turn 88. The nurse’s explanation is very technical
(recessive inherited disease, recessive gene); however, the condition is referred to by a
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more lay descriptor ‘disease’ rather than the technical term ‘deficiency’ throughout the
interaction. This shift between technical and lay descriptions may be seen as an attempt to
facilitate the mother’s understanding of more technical information while still acknowl-
edging her existing knowledge about the condition.

The nurse explains that there is a fifty percent chance of passing on the recessive gene,
and her explanation moves between a general population level (some people, they have
the recessive gene; they may not have the disease; they [..] have a fifty percent chance of
passing it on to their next generation) and a personal level (mommy herself has the
disease; it will be even easier to pass it to your son) (turns 90 and 92). The nurse is direct
in addressing the mother’s question (he has inherited it from you (turn 92)). However, the
shift between the general population level and the personal level allows the nurse to
formulate the risk explanations in an abstract way, thereby offering a level of reassurance,
while still addressing the mother’s question. Interestingly, the nurse uses a diminutive
‘mommy’ throughout this explanation trajectory, possibly to mitigate the sensitive infor-
mation that the mother has passed on the condition to her son.

Turn 94 prefaces a reassurance (mommy doesn’t need to worry too much) which is
normalised by shifting the explanation from a personal to a general population level (for
us, each person, yeah, has inherited, (.) many things are inherited from our parents, the
older generation, right?). The reassurance is also offered in turn 96 (therefore, there is no
problem). The familial framing of the explanation (turns 94 and 96) and the comparison
with different physical traits and common diseases and allergies perform a dual function:
by abstracting the risk explanation at the generic level, the nurse normalises the condition
and offers a certain level of reassurance to the mother; and by referring to the family
(parents, older generation), the nurse addresses the mother’s self-blame and responsibility
for transmission of the condition to the child.

Discussion

In this article, we first identified the patterns of distribution of different types of risk
explanation in the corpus of telephone consultation for G6PD deficiency. The predomi-
nance of the physiological and hereditary explanations may be attributed to their functions
in this information-cum-advice giving activity targeted at prevention and management of
the condition. In particular, by giving physiological explanations, the genetic nurses
inform the mothers about the nature of the condition and the causes and the consequences
of common problems associated with it (such as haemolytic anaemia). Therefore, these
explanations, first and foremost, perform an educational function. Being goal-oriented,
risk information is aimed at empowering the mothers to be able to identify necessary
symptoms and act upon them as well as taking preventive measures both in terms of risk-
reduction and risk-avoidance behaviour. In this respect, physiological explanations serve
as warrants for subsequent advice-giving on how these common problems can be alle-
viated or prevented. The mothers’ adherence to this advice, which is tied to understanding
of risk, may be seen as one of the main objectives of these telephone encounters, as the
child’s future well-being depends on it. Accordingly, physiological explanations occupy
the largest part (58%) of the consultation, followed by hereditary explanations (32%).

As we have seen in our data examples, both physiological and hereditary explanations,
in addition to the educational dimension, also serve a reassuring function. One of the
reassurance strategies can be seen as a form of normalising the condition by showing how
prevalent the condition is in the population. While in previous research (e.g. Sivell et al.
2008) risk communication and risk perception have been dichotomised, in discourse-
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based studies such as ours, risk explanations are tied up with reassurance to facilitate
clients’ risk perceptions. In the telephone consultations we have analysed, the risk
information that the nurses provide to the mothers may, on the one hand, is beneficial
to the mothers; on the other hand, such risk information may lead to detrimental
consequences, such as mothers’ increased anxiety, as part of the ‘risks of knowing’,
although this is more the case in predictive rather than preventive scenarios (Sarangi et
al. 2003a). This means how risk is formulated and understood discursively is bound to be
context-sensitive. As Sarangi (2002) notes, ‘risk talk must combine knowledge claims
with emotional dimensions’ (p. 198). In physiological explanations, these ‘emotional
dimensions’ involve reassuring the mothers that the negative outcomes are preventable,
thus constituting less of a risk. In hereditary explanations, the reassurance lies in addres-
sing the mother’s possible moral responsibility by framing the child’s condition in broader
familial and population contexts.

It is also worth noting that the sequential positioning of the risk explanations, namely
hereditary explanations following physiological explanations, may also contribute to the
reassuring function. As we have seen in the analysis of Extract 5, this sequential position
is retained even when the mother elicits hereditary information prior to physiological
explanations. In this case, the nurse delays addressing the mother’s question until after
physiological explanations are given. From the mother’s viewpoint, hereditary explana-
tions about the X-recessive nature of the disorder may be seen as ‘more risky business’ as
these concern the mother’s genetic responsibility. Research on the management of respon-
sibility in genetic settings has shown that in Western societies, responsibility for family
health lies primarily with women (see, for example, Arribas-Ayllon, Sarangi, and Clarke
2008). While we are not aware of similar studies in the Chinese context, data from the
interviews with the nurses suggest that this may be even more so in the Chinese culture, as
mothers sometime ask the nurses not to disclose their carrier status to their husbands or
family members. The risks of disclosure – that is risks associated with others knowing the
carrier’s genetic status – are thus connected to risks of knowing. The fact that hereditary
explanations occur only after the preventable nature of negative outcomes has been
established seems to serve a reassuring function.

In our analysis, we have noted a wide range of discourse strategies that the nurses
employ in delivering the physiological and the hereditary explanations. Despite their
obvious differences in terms of content and function, both physiological and hereditary
explanations draw upon apparently similar discourse strategies vis-à-vis risk talk. These
strategies include, for example, various forms of relativisation, contrast device and event
work qua hypothetical scenarios that have been identified in the previous literature on risk
talk in genetic counselling. In the context of HIV/AIDS counselling, Peräkylä (1995)
suggests that ‘hypothetical future oriented questions’ facilitate the announcement of
hypothetical states of affairs; upgrading of the conditionality of assertions and preparing
of the patient for distressing things which might happen. In other words, through projec-
tion to the future one can discuss feelings, practical conduct of life and coping strategies
(Peräkylä 1995, p. 301). We can see parallels to our data setting here.

Through different formulations of risk talk, the nurses attempt to facilitate the
mothers’ understanding of risk information and ensure their subsequent adherence to
advice. It is noteworthy that with both groups of mothers, those who have a prior
knowledge of the condition and those who do not, the nurses attempt to align their
professional perspective with that of the mothers’, prior to offering explanations – through
the use of the reported speech format (you may wonder [..] why does the nurse go into so
much trouble and call me about this?) with non-knowledgeable mothers; and through
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elicitations of what the mothers know and construction of explanations as a joint activity
of ‘revising’ in cases of more knowledgeable mothers (maybe we can just revise a bit?).

We have demonstrated how the mothers’ awareness of the condition interactionally
bears upon the nurses’ explanatory trajectories. Our analysis of interactional data as well
as allusion to questionnaire/interview data suggests that the mothers’ level of awareness
depends on family pedigree and their own carrier status. We have shown that the
differences in how the explanations are offered to knowledgeable and less knowledgeable
mothers are minimal; and these differences are manifest at the interactional level rather
than at the substantive level. In other words, the differences are displayed in particular
discourse strategies that the nurses adopt in interactions with individual mothers.

We have also noted that the mothers often occupy a minimalist participant status with
regard to recipiency of explanations in the study corpus. While minimal participation may
be strategic in the sense that the lack of elaborate responses may be seen as the ‘need to
know more’ and, therefore, prompt the nurses to continue with and elaborate the risk
explanations, it may also have repercussions on how the genetic nurses frame their
explanatory trajectories and manage their resources in terms of time spent on telephone
consultations. This is particularly evident in the hereditary explanations in the extracts that
we have analysed. More specifically, with the mother who takes on a more active participant
stance by eliciting specific risk information (Extract 5), explanations include explicit
discussion of inheritance patterns at the individual and familial levels. In the interaction
with a less active mother in terms of interactional participation (Extract 4), the nurse moves
the discussion on a temporal axis by referring to the next rather than the current child and
refrains from elaborating the individual inheritance patterns. This observation is typical of
the study corpus. This may be seen as another way of attending to the mothers’ sense of
guilt and/or genetic responsibility in these telephone consultations.

Conclusion

In this article, we have examined different types of risk explanation in telephone consulta-
tions with mothers whose infants have been diagnosed with G6PD deficiency. We have
focused our analysis on two types of risk explanation – physiological and hereditary – the
predominant occurrence of which in the study corpus can be attributed to their functions in
these consultations, namely, educating, warranting subsequent advice-giving and reassuring
the clients. We have also examined the differences in explanation trajectories in consulta-
tions with two groups of mothers: those who have previous knowledge of the condition; and
those who are not knowledgeable about it. We have shown that there are very minimal
differences in how risk explanations are offered in the interactions with these two groups of
mothers. We have drawn attention to a range of discourse strategies of risk explanation and
have raised the issue of how the mothers’ more or less active participant status with regard
to the recipiency of risk explanations may impact the explanation trajectories.

Although this article is limited to examination of risk explanations in the specific
context of telephone consultations for G6PD deficiency, we believe that our findings are
applicable to a wider range of contexts that concerns clients’ genetic risk status, both in
terms of the types of risk explanation that clients receive and the specific discourse
strategies that professionals may employ to facilitate these risk explanations.2 The study
also raises an interesting issue of how healthcare professionals differentially orient
themselves to the clients’ existing knowledge when offering risk explanations. This
issue is interlinked with the question of effective use of healthcare resources (for example
do clients who know more need less explanation and hence should take less consultation
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time?); and also the question of the ways in which the clients’ existing knowledge can be
both advantageous to their informed decision-making (for example by enabling the clients
to raise their concerns), as well as put them in a more disadvantaged position by
engendering anxiety or a sense of guilt.
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Notes
1. G6PD deficiency (also commonly referred to as favism) is an X-linked recessive disorder. It is

an enzyme deficiency that increases the sensitivity of red blood cells to oxidative damage
(Farhud and Yazdanpanah 2008). The condition is life-long, although most people who suffer
from it do not have any symptoms until they are exposed to certain substances (e.g. fava beans)
and certain medications. When exposed to these substances, the red blood cells become
haemolysed, which in the worst case scenario can result in fatality.

2. Whether risk explanations are offered in telephone-mediated or face-to-face encounters, such
explanations routinely encompass issues such as disease causation, disease management, prog-
nosis and patterns of inheritance regardless of the mode of communication. In particular, the
mothers’ understanding of the risks associated with having a child with a G6PD deficiency will
have direct ramifications for the child’s well-being after discharge from hospital.
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Appendix 1. Transcription conventions

Appendix 2. Linguistic and discoursal explanation markers (in a cline of explicitness
and implicitness) in telephone genetic counseling for G6PD deficiency

(.) Noticeable pause shorter than 0.5 second (including regular pauses between
sentences)

(..) Noticeable pause longer than 0.5 second and shorter than 1 second
(n) Timed pause where ‘n’ indicates the interval measured in seconds
. Falling intonation
, Level intonation
? Rising intonation
[ The beginning of overlapping
] The end of overlapping
= Latching as follows:

A:XXX= B’s utterance is latched onto A’s
B: = XXX
A:XX[XX]XXX= Means line 3 is a continuation of A’s utterance in line 1
B:[XX]
A: = XXXX

: Lengthened sound (more colons mean greater length)
- Truncated word
.h Audible inhalations (more ‘‘h’s’s indicate longer sound)
H Audible aspirations (more ‘H’s’ indicate longer sound)
< > Words uttered at a slower pace
XXX Stressed words
( ) Transcriber’s best guess of uttered words
(( )) Non-verbal features or transcriber’s comment
Word in italic Transcriber’s highlight

Marker Example

Let me/I will/I am going to/ I still
have to explain to/tell you

Eh:: you can say that(.) Ng (.) um so ah I will explain to you
(.) ya (.) ok? so um for this enzyme is for pro- that is the
baby is born to be deficient of this enzyme…

Let me tell you what you need to beware of after you are
discharged from the hospital, alright?

The reason why The reason why we demand you to avoid all Chinese
medicine when there are just five that’s unsafe (.) is
because we are not Chinese herbalists (.) and we’re not
sure what’s in the prescription

Because/so/that is to say People who have this disease, his health is no different from
normal people (0.6), so ah that is to say, broad bean (.)
ah:: broad bean disease, this disease itself:: does not affect
your baby’s health.

But (.) ah um (1.0) this is a sign (.) to tell you that your baby
would need to see the doctor. Because if for the new born

(continued )
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Table 2. (Continued ).

Marker Example

baby, if they have the jaundice, if you- you don't treat
early enough and properly, especially those people with
the G6PD deficiency, then, it would be very serious.

Actually Actually, new born babies eh have jaundice is not surprising,
this is physiologically related, they are just born, all the
new born babies are easier to have jaundice(.)

[Rhetorical questions] Okay so why all the fuss what is favism actually and why do-
do you ask me to call you at once? it’s in fact because (.)
you can tell it by the name (.) it’s an enzyme deficiency
which means that the child’s- <red blood cells> lack an
enzyme
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