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In this article, we examine the ‘risk of knowing’ talk (Sarangi, S., et al., 2003.
‘Relatively speaking’: relativisation of genetic risk in counselling for predictive testing.
Health, risk & society, 5 (2), 155–170, p. 155) in prenatal screening for Down’s
syndrome in Hong Kong. The ‘risk of knowing’ talk refers to the consequences of
learning about a health condition, such as the psychosocial and interpersonal implica-
tions of testing, and the subsequent management of the condition. The stigma of
eugenics and that the termination of pregnancy is the only available ‘medical inter-
vention’ imply that the risk talk and decision-making in prenatal screening carry
serious ethical, moral and social implications (Pilnick, A. and Zayts, O.A, 2012.
‘Let’s have it tested first’: choice and circumstances in decision-making following
positive antenatal screening in Hong Kong. Sociology of health and illness, 34 (2),
266–282). This issue has not attracted much attention in the previous literature. This
study is part of a larger project on prenatal screening conducted in one Prenatal
Diagnostics and Counselling Department of a Hong Kong hospital in 2006–2013. It
draws on 20 video-recorded consultations with pregnant women who had received a
‘positive’ (high risk) screening result and were invited to consider further diagnostic
testing. Using theme-oriented discourse analysis (Roberts, C. and Sarangi, S., 2005.
Theme-oriented discourse analysis of medical encounters. Medical education, 39 (6),
632–640), we show that in these consultations, the ‘risk of knowing’ talk was not
initiated by the health care professionals. It might, however, be evoked by the women.
We examine the impact of the ‘risk of knowing’ on decision-making, and discuss
specific discourse (linguistic and rhetorical) devices that the participants employed to
negotiate three competing agendas: the health care professionals’ preference of diag-
nostic testing, clients’ concerns of having a baby with Down’s syndrome and the
overarching professional goal of these encounters of facilitating the clients’ informed
choice regarding further testing.
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Introduction

Risk communication is widely acknowledged as a central issue in health care commu-
nication. In a clinical setting, there is a wide range of risks that health care professionals
and patients may communicate about, including the risk of a disease, risks associated with
certain medications or medical procedures, or the risk of disclosing one’s health status.
Studies on risk communication in genetic settings have underscored the critical impact of
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risk talk and understanding of risk information on patients’ informed decision-making
(see, for example, Marteau et al. 2001, Etchegary and Perrier 2007, Henneman et al.
2008). Sarangi et al. (2003) make a distinction between two aspects of risk communica-
tion in a genetic counselling setting: the ‘risk of occurrence’ and the ‘risk of knowing’.
The ‘risk of occurrence’ refers to communication about one’s genetic status (such as
inheritance patterns; why something happened in the past, or the probability of something
happening in the future). The ‘risk of knowing’ refers to a range of non-genetic implica-
tions that a genetic condition may have on a client and those close to him/her (such as
dealing with psychosocial and interpersonal issues related to one’s genetic status).

The ‘risk of knowing’ is offset by the ‘benefits of knowing’. Risk is typically under-
stood as a likelihood of something adverse (or dangerous) happening (Douglas 1986); it is
a ‘negatively loaded concept’ (Linell et al. 2002, p. 196). The ‘risk of knowing’ then is
associated with negative psychosocial and interpersonal implications of one’s genetic
status. The ‘benefits of knowing’, in contrast, emphasise the positive implications of
knowing about one’s genetic status. From a medical perspective, the implications of
genetic testing are largely positive: knowing about one’s genetic status leads to improved
health care for individuals who are likely to be affected by a genetic condition (in cases of
predictive testing), and provides information about possible problems that their children
may have (in cases of carrier testing) (Arribas-Ayllon et al. 2008b). From psychosocial,
moral, ethical and interpersonal perspectives, the implications of genetic testing are not as
clear-cut: they may range, for example, from positive ‘feelings of relief and resolution’ to
negative feelings of ‘acute anxiety and uncertainty’ (Michie et al. 2001, as cited in
Arribas-Ayllon et al. 2008b, p. 256).

Both the ‘risk of occurrence’ and the ‘risk of knowing’ have attracted considerable
attention in communication-based research in a range of genetic counselling sites. In the
prenatal context that we examine in this paper, however, where pregnant women are
screened and counselled for foetal abnormalities such as Down’s syndrome, the ‘risk of
knowing’ talk has been addressed in a limited number of studies, primarily in the fields of
medical sociology and medical education. This may in part be explained by eugenics that
surrounds prenatal screening (Pilnick 2004, 2008, see also Burton-Jeangros et al. 2013).
In addition, as Pilnick and Zayts (2012) note, since termination of pregnancy is the only
‘medical intervention’ available to pregnant women at the stage when prenatal screening
occurs, the ‘risk of knowing’ talk carries serious ethical and moral implications.
Rothman’s (1988) notion of a ‘tentative pregnancy’, the one in which a pregnant
woman does not consider herself pregnant until the screening test confirms that the foetus
is normal, reflects the complexity and controversy of prenatal screening. Understandably,
researchers face difficulties in recruiting participants and collecting data in this highly
sensitive context.

In this article, we address the gap in existing research by examining the ‘risk of
knowing’ talk in the context of Down’s syndrome screening in Hong Kong. As in many
other countries, prenatal screening is part of routine prenatal care in public hospitals in
Hong Kong (Chan et al. 2009): appointments for screening consultations are made when
pregnant women register for prenatal services.1 After the initial screening, those women
who have received a ‘positive’ (that is, high-risk) screening result are invited for a
subsequent consultation to discuss further diagnostic testing to confirm the diagnosis
and its implications.2 In this paper, we wish to specifically focus on this ‘high-risk’
group of women. In consultations with the ‘high-risk’ group, we believe, the ‘risk of
knowing’ acquires particular significance as pregnant women (and their partners) have to
consider such implications of their risk status as further diagnostic testing (that carries the
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risk of miscarrying a potentially healthy pregnancy), termination of pregnancy, or having
a child with Down’s syndrome. Risk talk is exacerbated by the fact that the ‘positive’
screening test result reflects the probability (rather than the definitive assessment) of a
child having an abnormality and does not indicate the degree of severity of the condition
(Pilnick 2002). In other words, even if a woman takes further diagnostic testing, the
uncertainty cannot be eliminated completely as particular abnormalities, especially of non-
genetic nature, may only be discovered at birth (Lee et al. 2009, see also Pilnick and Zayts
2014).

Our main focus is on the ‘risk of knowing’ talk and women’s decision-making in
prenatal screening consultations. In particular, we address the following questions:

● What is the impact of the ‘risk of knowing’ talk on women’s decision-making about
whether to pursue further diagnostic testing?

● What are the specific discourse devices (linguistic and rhetoric) through which the
‘risk of knowing’ talk is accomplished?

In what follows, we first review existing studies of the ‘risk of knowing’ in prenatal
screening and broader genetic counselling contexts and introduce our framework of
theme-oriented discourse analysis (Roberts and Sarangi 2005). Then we examine the
‘risk of knowing’ talk in our corpus of prenatal screening consultations in Hong Kong.
We conclude by discussing our findings and the potential implications they carry for the
professional practice.

Research on the ‘risk of knowing’

Research in medical sociology and medical education that has examined women’s
decision-making in prenatal screening (e.g. Press and Browner 1997, Markens et al.
1999, Rapp 1999, Michie et al. 2003, Chiang et al. 2006, Reminnick 2006) has high-
lighted multiple factors that may be involved in women’s decision-making in prenatal
screening, such as considerations of potential impact on the family, existing and future
children, women’s values and beliefs, and various psychosocial factors (including anxiety,
fear). These studies have drawn attention to the importance of ‘knowing’ about the
implications of diagnostic testing, such as the psychosocial consequences of the termina-
tion, or the practicalities of caring for a child with Down’s syndrome, for women’s
informed decision-making (Heyman et al. 2006, Reid et al. 2009). While existing studies
shed some light on women’s decision-making, they do not address how ‘knowing’ about a
genetic condition and its implications are actually brought about and negotiated in the
actual decision-making process.

Discourse-based studies have addressed this issue by examining the ‘risk of knowing’
talk in the contexts of predictive testing for Huntington’s disease (see Sarangi et al. 2004,
2005) and childhood testing (see Sarangi and Clarke 2002, Arribas-Ayllon et al. 2011).
The focus of genetic counselling is on the ‘risk of knowing’ rather than the ‘risk of
occurrence’ of a disease, because in predictive testing, professionals deal with ‘asympto-
matic individuals’ (Arribas-Ayllon et al. 2011), those individuals who are either gene
carriers or who may develop a genetic condition in future though they are currently show
no symptoms (Sarangi et al. 2003). Echoing previous research in medical sociology and
medical education, these discourse studies have stressed the importance of the ‘risk of
knowing’ about intended/unintended consequences of genetic testing for reaching an
informed decision (Sarangi et al. 2004).
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Discourse-based studies have noted a range of discourse strategies that professionals
may employ to facilitate the ‘risk of knowing’ talk and clients’ decision-making. For
example, Sarangi et al. (2004) examined what they called ‘reflective frames’, a question
format that invited the clients’ introspective reflection on their past, present and future
situation (for example, [..] there will be a time when you can’t not think about it and really
how you would—how you would cope with that? (Sarangi et al. 2004, p. 139)). They
proposed the taxonomy of six types of reflective questions that included non-specific
invites, awareness and anxiety, decision about testing, impact of result, dissemination, and
others. They suggested that by initiating reflective frames, professionals invited their
clients ‘to display an understanding of the decision-making process’ (Sarangi et al.
2004, p. 151).

In another study, Sarangi et al. (2005) discussed the use of embedded questions that
represent long statements followed by a succession of questions, to address clients’ resis-
tance towards the ‘risk of knowing’ talk in situations when clients prefer to focus on the
onset of the condition. By using embedded question, professionals allude to clients’ actual
or hypothetical thoughts, thereby giving the counselling process a more ‘experiential
quality’, while at the same time framing the talk in terms of the counsellor’s agenda.
Another important aspect of actively engaging clients in the decision-making through the
use of these various discourse strategies is that this allows professionals to maintain their
non-directive stance, which calls for non-imposing presentation of information and facil-
itating clients’ autonomous decision-making (for a more detailed discussion of non-direc-
tiveness in the analysed context; see Zayts and Schnurr (2012) and Zayts et al. (2012)).

The specific health care context in which the ‘risk of knowing’ talk takes place has
been shown to have an impact on how this kind of talk unfolds. For example, in childhood
predictive testing, the ‘risk of knowing’ talk acquires particular prominence as participants
negotiate a child’s future autonomy in decision-making vis-à-vis parents’ current choices
(Sarangi and Clarke 2002, Arribas-Ayllon et al. 2008a, 2008b, Clarke et al. 2011). In
particular, because there is no immediate need to undergo testing, decisions about testing
made by parents need to be carefully considered. Researchers have noted that parents tend
to focus on the ‘benefits of knowing at the expense of the risk of knowing’ in accounting
for their decisions to pursue testing (Arribas-Ayllon et al. 2009, p. 147); parents see
testing as a means of eliminating risk and anxiety rather than as a means of confirming a
child’s risk status. Professionals, therefore, draw the parents’ attention to the ‘risk of
knowing’ in the counselling process. Arribas-Ayllon et al. (2009) showed that to talk
about the ‘risk of knowing’ participants employed contrast device. The contrast might be
formulated, for example, through event work (describing temporal events in relation to the
speaker’s current concerns; for example, ‘if we left the testing…he might start saying well
sorry’ (Sarangi and Clarke 2002, p. 300) or character work (assessing moral character to
facilitate ethical orientation; for example, ‘when he’s old enough really to understand it…’
(Sarangi and Clarke 2002, p. 301)). By contrasting different hypothetical scenarios, such
as having the test at present or in the future, participants created what Sarangi and Clarke
(2002, p. 306) referred to as an ‘interactional space’, that is the ‘space’ or an opportunity
to voice their concerns, and explore alternative options. Arribas-Ayllon et al. (2008a,
2008b) also discussed another function of contrast device: helping parents portray a
‘dialogic family’ (a family where genetic issues are discussed among family members),
particularly in accounting for their preference of testing and knowing about a child’s
genetic testing.

The studies on childhood predictive testing contribute to the research about the ‘risk of
knowing’ in two main ways: first, they highlight the link between accounting practices
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and the decision-making process; and second, they show that clients’ decisions may
change in the light of new information provided in a genetic counselling consultation
(Clarke et al. 2011).

As can be seen from these studies, discourse-based research on the ‘risk of knowing’
has shown how the risk talk is brought into the decision-making process and focuses on
various discursive means through which it is realised. We selectively draw on this existing
research to examine the ‘risk of knowing’ talk and decision-making in the designated
context of prenatal screening in Hong Kong.

Data and methodology

This article draws on data from a large interactional study of prenatal screening in Hong
Kong conducted in 2006–2013 in one prenatal hospital in Hong Kong. The study was
approved by the Ethics Committee of the authors’ institution and a relevant cluster of the
Hospital Authority of Hong Kong (study reference number UW 08–09).3 Participants
were recruited by the research team. A member of the team approached potential
participants (women who received prenatal services at the hospital where the research
was conducted and who were referred to prenatal screening for Down’s syndrome) and
invited them to participate in the study. The objectives of the research were explained to
potential participants and if they had any questions, those questions were addressed. All
participants formally agreed and consented to take part in the study. In this article, we
focus on a subset of data that includes 20 consultations with pregnant women 35 years old
or above who received a ‘positive’ (high-risk) result from the initial screening for Down’s
syndrome and were subsequently offered further diagnostic testing to confirm the diag-
nosis. On average, each consultation lasted for 15 minutes, and the overall recording time
was 5 hours 12 minutes.

The health care professionals (doctors and nurses; abbreviated to HP in the transcripts)
who conducted the consultations were also involved in the provisions of routine prenatal
care. The doctors typically had some specialist training in genetic counselling, and the
nurses receive an in-house training. The recruited women (abbreviated to W in the
transcripts) originated from Hong Kong, the Mainland China, the UK and the
Philippines. In the consultations, Cantonese was used with women from Hong Kong;
with other clients, the consultations were conducted in English. In some consultations,
women’s partners/husbands were also present (abbreviated as H in the transcripts). All
extracts that were selected for this paper were taken from consultations originally con-
ducted in Cantonese that were translated into English. All translations were done inde-
pendently by two research assistants and verified by a bilingual research team member.

The consultations were video-recorded and transcribed using simplified transcription
conventions, traditionally used in the conversation analytic literature (see Appendix 1).
All personal or identifying information of the participants have been anonymised. The
secondary data comprised pre- and post-consultation interviews with the clients and the
health care professionals. We selectively draw on the secondary data sources in our
analysis, particularly the information about the attitudes that the participants expressed
towards having a child with Down’s syndrome and termination of pregnancy (that might
have had an impact on their decision-making).

In our analysis of the data, we employ theme-oriented discourse analysis (Roberts and
Sarangi 2005; for other studies using this method, see Seale et al. 2007, Magnusson et al.
2009, Beckwith and Crichton 2010). First, the data were mapped structurally to identify
the main stages of the analysed consultations:
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● Information-giving (in which health care professionals provide information about
screening and testing for Down’s syndrome, available tests and women’s risks)

● Advice-management (in which clients’ elicitations of advice regarding testing are
addressed)

● Decision-making (in which women make a decision regarding testing).

In this article, we examine the last stage of these encounters, as this was where the ‘risk of
knowing’ talk occurred in the collected corpus.

Following the structural mapping, the data were mapped along the so-called focal and
analytic themes. Focal themes connect to wider issues of professional practice (including
risk explanations and perceptions, information-giving vis-à-vis advice-giving and reassur-
ance) and analytic themes include discourse (linguistic and rhetoric) devices that partici-
pants employ to construct meaning in a particular encounter (such as constructed
dialogue, metaphor and hypothetical scenarios) (Roberts and Sarangi 2005). The focal
theme of the ‘risk of knowing’ has been identified based on the thematic mapping of the
data and the specific analytic themes that we will focus on in the analysis include
hypothetical scenarios, reflective questions, and accounts.

Findings

Previous studies on genetic counselling communication have shown that the ‘risk of
knowing’ talk comprises an active part of the counselling agenda, and it is typically
initiated by health care professionals (Sarangi et al. 2004, 2005). Thematic mapping of the
study corpus has shown a different picture both in terms of occurrence of the ‘risk of
knowing’ talk and who it was initiated by. In particular, the ‘risk of knowing’ talk
occurred in 7 out of 20 consultations: in 4 cases, it was initiated by clients, in 3 by health
care professionals. In those consultations where the ‘risk of knowing’ talk did occur, it
occupied only a small part of the overall consultation time (13%). The rest of the
consultation time was taken up by the ‘risk of occurrence’ talk (such as the probability
of having a child with Down’s syndrome or having a chorionic villus sampling (CVS)- or
amniocentesis-induced miscarriage; 38% of the overall consultation time) and ‘other’ talk
(including consultation opening/closing, history taking, explanation giving about test
procedures, 49% of the overall consultation time). We discuss this distribution of risk
talk in the ‘Discussion’ section in more detail. In what follows we examine four extracts
from the consultations where instances of the ‘risk of knowing’ talk have been found to
address our research questions. In Extracts 1 and 2, the ‘risk of knowing’ talk was initiated
by clients; in Extract 3 and 4, it was initiated by health care professionals.

We begin by examining the extracts where the ‘risk of knowing’ talk was initiated by
clients. In Extract 1 the husband asked a question about what was going to happen if the
Down’s syndrome diagnosis if confirmed. His framing of the question was very broad;
therefore the discussion that follows covered different risks ranging from having a child
with Down’s syndrome to termination of pregnancy.

Extract 14

Context: The woman is 37 years old. After the screening test, the woman’s risk of having a baby with
Down’s syndrome has been estimated at 1 in 244 (with anything below 1 in 250 considered ‘high-
risk’). This is the woman’s first pregnancy.
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314. H1: If eh: it was so unfortunate and turned out to be Down’s syndrome, then,
315. what is going to happen next?
316. HP1: Em:: we’ll check whether the baby has other congenital problems.
317. Down’s syndrome, children with Down’s syndrome .h what do they look
318. like? Are both of you familiar with it?
319. H1: I don’t know. ((turns to W1))
320. W1: I know.
321. H1: You know?
322. W1: Their faces, and their learning- that is their faces, and- their faces are so
323. distinctive. .h And they have a learning disability.
324. HP1: Yes.
325. W1: Mainly learning and intelligence disabilities.
326. HP1: Yes.
327. W1: Do they have any other problems?
328. HP1: Well, uh: >only if the test did turn out to be positive first.<
329. W1: Huh huh huh huh huh [huh huh ((uneasy laughter))
330. HP1: [because overall sometimes the risk is low.
((19 lines are omitted in which W1 describes her contact with Down’s syndrome children during
her voluntary work))
350. W1: If we get it, I mean if the baby has Down,
351. HP1: Right,
352. W1: Then, eh: for abortion, usually within how many weeks should I have it?
353. HP1: Before twenty four weeks.
354. W1: Twenty four- It basically means that I have to decide within these two to
355. three weeks? ((looks at H1))
356. HP1: Right, right.
357. W1: Um hmm. ((while nodding))
358. H1: (.) ((looks unhappy))
359. W1: (°Do you have any other questions?°) ((addressing H1))
360. ((H1 shakes his head))
361. HP1: Shall we wait till you call us back?
362. W1: I may not <h come back h> ((while looking at H1)). I need to go back
363. home <h and discuss it h>.
364. HP1: hah hah .h you can call Ms. ((surname)).
((HP1 and W1 make arrangements for W1 to call the hospital in two weeks if she opts for
amniocentesis after discussing it with her family.))

The husband’s question (turn 314–315) contained the descriptor ‘unfortunate’ that con-
veyed the couple’s negative stance towards the scenario of having a child with Down’s
syndrome. This scenario was framed in hypothetical terms. This hypothetical framing was
typical of both clients’ and professional talk in our data, and it allowed distancing a
hypothetical event from the client’s current situation. When employed by clients, it
signalled their negative stance towards an event. When employed by professionals, it
also allowed mitigating sensitive and threatening talk (Peräkylä 1995).

The health care professional hesitated before answering the husband’s question. This
hesitation might at least partly be attributed to the sensitivity of the talk. She then
explained that if the diagnosis was confirmed the hospital staff would check for any
other congenital abnormalities (line 316). As at this stage in the interaction, the couple did
not express any preferences as to what they would do if the diagnosis was confirmed, the
health care professional employed a series of what elsewhere we called initial inquiries
(Zayts and Kang 2010) that allowed her to tap into the couple’s existing knowledge about
Down’s syndrome and to ‘tailor-make’ further information delivery (children with Down’s
syndrome .h what do they look like? Are both of you familiar with it?, lines 317–318).
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While the husband admitted his lack of knowledge, the woman confirmed that she knew
that children with Down’s syndrome had distinct facial features and learning and intellec-
tual disabilities (lines 320, 322–323 and 325). She then sought further information about
other problems that children with Down’s syndrome may have (line 327). The focus on
problems in the woman’s question attests to our observation about the couple’s negative
stance towards having a child with Down’s syndrome.

The health care professional hesitated again before addressing the woman’s ques-
tion. The reply that follows was a hypothetical statement (only if the test did turn out to
be positive first, line 328). This hypothetical framing, as mentioned above, constructed
this scenario as an unlikely event and, thus, mitigated the risk talk. The mitigation was
also achieved prosodically as the health care professional ‘rushed through’ this utter-
ance. Here the hypothetical statement performed another interesting function: by using a
hypothetical statement and distancing the woman’s circumstances and the scenario of
having a Down’s syndrome child, the health care professional created what Sarangi and
Clarke (2002, p. 306) call an ‘interactional space’. While in Sarangi and Clarke’s study
(see also Sarangi et al. 2003), ‘the interactional space’ was seen as a way of maintaining
a non-directive approach to counselling, we would argue that in our data, on the
contrary, it allowed the health care professionals to be directive in subtle and implicit
ways. In particular, by postponing the ‘risk of knowing’ talk until after the test, the
health care professionals foregrounded their preference of diagnostic testing. The inter-
view data with professionals confirmed to this observation that while professionals
believed that the decision about diagnostic testing lay with clients, they favoured taking
tests over not taking tests (for a more detailed discussion of this issue see Zayts et al.
2012).

The woman responded to the health care professional’s statement with an uneasy,
heavy laughter (line 329) that also suggested her resistance towards the adverse scenario
(Glenn 2003). The laughter overlapped with the health care professional’s account for
refusing to address the ‘risk of knowing’ question (because overall sometimes the risk is
low, line 330). In this part of the interaction, we see an interesting collision of health care
professionals’ and clients’ agendas: while the couple repeatedly initiated the ‘risk of
knowing’ talk to seek information about what would happen if the diagnosis is confirmed,
and the problems that they would have to deal with, the health care professional refused to
discuss the ‘risk of knowing’ until after the diagnosis was confirmed, thereby disregard-
ing, to a certain extent, the impact that the ‘risk of knowing’ might have on the couples’
decision. In other words, the ‘risk of knowing’ talk was seen as unnecessary by the health
care provider unless the ‘risk of occurrence’ proved to be high.

In the resumed risk talk in line 350 the woman inquired about the timeframe for the
termination of pregnancy (Then, eh: for the abortion, usually within how many weeks
should I have it?, lines 352). She again constructed the scenario of having a Down’s
syndrome child in hypothetical terms (If we get it, I mean if the baby has Down…, line
350). Noticeable in the video recording of the interaction was the husband’s unhappy
facial expression during the woman’s talk about termination. The woman’s question
suggested that the woman was considering further testing and that she was concerned
about subsequent actions, namely the termination of pregnancy if the diagnosis was
confirmed. At the end of the interaction, the decision was postponed until after the
woman consulted her mother (lines 362–363).

While in Extract 1 the ‘risk of knowing’ talk was initiated by the clients to seek
further information in order to make a decision, the ‘risk of knowing’ might also be
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evoked by clients in giving accounts for the decisions that they had taken. In previous
literature, accounts have been described as ‘ordinary explanations’ (Antaki 1988) for
people’s activities. Accounts are typically evoked when dealing with ‘problematic
events’ (Buttny 1993, p. 21). In the seminal study by Scott and Lyman (1968), they
differentiated between two types of accounts: justifications, when a speaker ‘accepts
responsibility for the act in question, but denies the pejorative quality associated with it’;
and excuses, when a speaker ‘denies full responsibility’ for the act (p. 47). In the data,
the ‘risk of knowing’ talk was initiated by clients in the form of accounts to justify their
decisions to pursue further diagnostic testing and to terminate affected pregnancies. In
Extract 2, the account concerned acting in the best interests of future children and
ensuring their good health:

Extract 2

Context: The woman is 40 years old. After the initial screening the woman’s risk factor has been
estimated at 1 in 250 (the cut-off value for the ‘high-risk’). This is a twin pregnancy that poses
addition challenges for prenatal screening for a number of reasons: a screening blood test may only
give an overall risk estimate for both foetuses and a woman has to consider whether to perform
diagnostic testing on one or all foetuses.

180. HP3: So now that you come early,=
181. W3: Um.
182. HP3: = there are two options for you.
183. W3: Um.
184. HP3: One is to <extract a sample from the placenta>, [that is,] =
185. W3: [Okay.]
186. HP3: = that is[drai]ning
187. W3: [I-] my greatest wish is actually to have healthy babies.
188. Actually, I really don’t want to see such conditions in my children.
189. HP3: I see. (.) OK. (.) so (.) well: so: either you have- an early test, or you can
190. do it later (.) [so that the] babies are more mature.
191. W3: [I want to:] make- make it earlier. (.) If I get the result earlier,
192. I can make an earlier decision. (.) I really don’t .h because my husband
193. and I hahh (.) really want to have very healthy twins, but in case if
194. anything happens (.) I don’t want to see my children suffer after birth,
195. (.) right? Mhm.
196. HP3: OK (.) so: if that’s the case, I think we need to have a scan to make things
197. clearer [first then.]
198. W3: [Okay], okay

The extract starts with the health care professional presenting two diagnostic tests to the
woman. The woman interrupted the health care professional’s explanation and raised her
concern of having healthy children (lines 187–188). This interruption and the topic shift
signalled the seriousness of the woman’s concern that was expressed very affirmatively
through the use of the superlative greatest (my greatest wish is.., line 187) and the
intensifier really (I really don’t want.., line 188). From this, the health care professional
inferred that the woman was committed to taking a diagnostic test, the decision that, as
previously noted, was preferred by health care professionals in our corpus. The profes-
sionals then presented two timing options to the woman: to have the test at an earlier or a
later stage (lines 189–190). In their interviews, professionals indicated that diagnostic
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testing at later stages in pregnancy was safer, as the foetus was more mature, and the risks
of miscarriage and the impact on the structural development were reduced.

The woman was, again, very assertive in stating her preference of having an earlier test
(line 191). She provided an account for her decision: having a test result earlier would
enable her to make an earlier decision (lines 191–192). In accounting for why she would
prefer an earlier test she evoked her husband’s voice, thereby constructing them as a
‘dialogic family’ (Arribas-Ayllon et al. 2008a, 2008b), that is the family where all decisions
are taken based on a dialogue or a discussion (because my husband and I hahh (.) really
want to have very healthy twins, lines 192–193). She then reiterated her desire not to have
children with abnormalities several time (I really don’t, line 192; I don’t want to see my
children suffer after birth, lines 194–195). In response, the health care professional arranged
an ultrasound to check if the position of foetuses would allow for an early test.

Therefore, in this extract, the ‘risk of knowing’ concerns the scenarios of having to
deal with children suffering after birth (line 194). The ‘risk of knowing’ talk was evoked
as an account for the couple’s decision to pursue diagnostic testing. This decision was
constructed as a family decision that was accounted for by the responsibility that the
parents carried to preserve the interests of their future children and minimise their
suffering. Both the decision and the account were accepted by the professional.
Although the woman involved in this consultation was carrying twins, there was no direct
reference to any of the challenges of screening a twin pregnancy by either the health care
professional or the client.

In the next two extracts, the ‘risk of knowing’ talk was initiated by health care
professionals.

Extract 3

Context: The woman is 34 years old. Following the initial screening, the risk of having a child with
Down’s syndrome has been estimated at 1 in 60. The extract comes after the healthcare professional
has provided the details of the procedure of amniocentesis.

406. HP2: That is now you need to decide whether you would like to have a further
407. investigation. If you do, eh: you can choose either CVS or amniocentesis.
408. But, of course, in your- your situation, it seems that CVS is not quite
409. suitable for you, unless you insist.
410. (7.0) ((W2 and H2 discuss it whispering))
411. W2: No testing then.
412. HP2: No testing?
413. W2: Yes.
414. HP2: Um, right, I still have something to tell you. .h
415. W2: Um.
416. HP2: There is something called a rapid test. That means that if you really undergo
417. amniocentesis, .h um: then you can have the report earlier.
((16 lines are omitted where HP2 explains how the rapid test is performed))
434. HP2: Um, you don’t want to do it, because you don’t want to have the- risk of
435. miscarriage, right?
436. W2: um: (.) no:: (.) even if we did it, (4.0)
437. H2: After doing it, there’re <h more to [deal with h>]
438. HP2: [Huhahahh]
439. W2: °Not really° ((while smiling))
440. HP2: Isn’t there?
441. W2: °Not really°, as we’ve decided not to have an abortion.
442. H2: Yes. Right, [right.]
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443. W2: [Yes.]
444. HP2: Right, you are also religious, [right?]
445. H2: [Yes.] Yes.
446. HP2: Um.
447. H2: So::
448. HP2: Um.
449. H2: In that case, let’s not do it.
450. HP2: Um (.) This is also an option. Um .h but will you, say, are you going to be
451. very worried throughout the pregnancy (.) eh: worried till the baby is born.
452. Because I’ve seen some people who are quite worried, ok? If you are
453. going to be worried until the baby is born, you will be quite disturbed, ok?
454. (2.0)
455. H2: For example, if I now say I am not going to do it, but later I decide to have
456. amniocente[sis],
457. HP2: [Eh:] ok, you don’t have to tell me so- so firmly today
458. whether or not you will do it. I am just asking you about your opinions.
459. .h if, I give you a date (.) to come back at around nineteen weeks,
460. we will have a detailed ultrasound on that day. It’s routine, everyone
461. has it. Ok, a detailed ultrasound, if, on that day, you are, right, you
462. change your mind that you want to do it, then on that day, you let
463. us know and we can arrange it for you. As you have just mentioned,
464. you can go for amniocentesis until twenty-one weeks at the latest.
465. It does not make sense if you do it after twenty-one week. I know
466. you have several factors to consider, you had difficulty in getting
467. pregnant, right? You are also religious. .h Another option is to decide
468. after you have had the ultrasound. Of course, we cannot confirm it if
469. the baby has Down syndrome by ultrasound. But, if there is no sign
470. of an abnormality during the ultrasound, it’s also a good sign. (.) Right?
471. .h That means that the chance of having Down’s syndrome is lower.
472. Ultrasound cannot confirm Down’s syndrome, because (.) more than
473. half of Down’s syndrome have no symptoms. There are some with
474. symptoms. If there is a symptom, you can consider further
475. investigation. If there is no symptom, it can lower the risk.
((13 lines are omitted in which HP2 explains what symptoms of Down’s syndrome can be shown in
the ultrasound))
489. W2: If that’s the case, we will wait till the ultrasound is done.
490. HP2: Is it ok?
491. W2: [Yes.]
492: H2: [Yes.]

At the beginning of this extract, the health care professional invited the couple to make a
decision about further testing (lines 406–409). After a brief discussion, the woman firmly
expressed the couple’s decision not to undergo diagnostic testing (No testing then, line
411). As previously noted, this decision did not align with health care professionals’
general preference for diagnostic testing and, as can be seen in this extract, it was not
accepted immediately by the health care professional. Instead, she provided information
about ‘rapid’ amniocentesis that is the test that gives an earlier result (lines 416–417). As
this information did not lead to the couple’s decision to take the test, the health care
professional elicited an account for the couple’s position, suggesting that the decision was
linked to the risk of amniocentesis (because you don’t want to have the- risk of mis-
carriage, lines 434–435). The woman, however, disagreed with the health care profes-
sional (no::, line 436), and initiated her own account (even if we did it, line 436). This was
followed by a lengthy pause (line 436) that could have signalled the difficulty the woman
is facing in formulating her viewpoint.
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The husband attempted to finish the woman’s account, suggesting that post-test the
couple would have to deal with even more serious issues (there’re <h more to [deal with
h>], line 437). The husband’s contribution constituted the ‘risk of knowing’ talk; how-
ever, the quantifier ‘more’ was ambiguous and did not specify what risks in particular the
husband was referring to. This account was met by the health care professional’s laughter
that signalled her resistance towards the couple’s decision not to take the test (Glenn 2003;
see also Zayts and Schnurr 2011).

The woman disagreed with the husband (not really, line 439), and expanded her
account by adding that the couple has decided not to terminate the pregnancy in any
case (line 441). The husband agreed with the wife. Following that, the health care
provider confirmed with the couple that this decision was determined by the couple’s
religious beliefs. This confirmation was summed up by the husband’s affirmative decision
not to undergo amniocentesis (In that case, let’s not do it, line 449).

This decision was again not accepted by the health care professional. She initiated a
‘reflective question’ (Sarangi et al. 2004) by drawing the couple’s attention to the possible
anxiety that the couple’s decision not to test might lead to (lines 450–453). This is what
may be called the ‘risk of not knowing’ (see Pilnick and Zayts 2014) talk that was made
more ‘real’ by the nurse’s recollection of knowing people who were ‘quite worried’. It
also signalled, once again, the nurse’s preference for diagnostic testing. The contextuali-
sation of the risk of ‘not knowing’ at a personal rather than the general level appeared to
have made the husband re-evaluate his position as he inquired whether the decision could
be changed at a later stage (if I now say I am not going to do it, but later I decide to have
the amniocente[sis], lines 455–456). Noticeable about the husband’s question is his use of
the pronoun ‘I’, that points not only to the husband’s active involvement into the decision-
making process, but also to interesting dynamics of family decision-making in this context
that deserve separate investigation.

Before the husband managed to finish his question, the health care professional
suggested that the decision did not have to be final, and that the couple might take time
to think over their decision until 19 weeks of gestation when a routine ultrasound would
be arranged at the clinic. She acknowledged that the couple had several things to consider;
in particular that they had difficulty conceiving and that they were religious. The ultra-
sound was presented as an option that can alter (reduce), although not completely
eliminate, the probability of the couple having a child with Down’s syndrome. The health
care professional, therefore, highlighted the ‘benefits of knowing’ (Arribas-Ayllon et al.
2011), or having a more definitive risk assessment, through further testing. The health care
professional’s contribution signalled once again her preference to perform further testing.
At the end of the interaction, the couple agreed to defer their final decision about
diagnostic testing until after they had had an ultrasound.

In this interaction, therefore, the risk of ‘not knowing’ talk and the ‘benefits of
knowing’ talk, both initiated by the health care professional, appeared to directly impact
the couple’s decision in that they re-evaluated their initial decision of not having a
diagnostic test to having an ultrasound.

In the last extract we examine, the risk talk was also initiated by the health care
professional. The extract stands in contrast to the previous extracts that we have analysed,
as this is the only example in our study corpus where the health care professional
encouraged the woman to reconsider her decision to undergo further testing. In the
interview, the health care professional emphasised the woman’s relatively low risk factor
and younger age in comparison to some other mothers in the study.
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Extract 45

Context: The woman is 36 years old. Her risk after the integrated screening test has been identified
as 1 in 295 (with a cut-off value of 1:320 for the integrated test). The extract comes after the
healthcare professional has delivered the test results. The pregnant woman is from the Mainland
China (her native language is Mandarin) but in the consultation Cantonese is used by both
participants.

294. HP1: You have to consider, hh em: (.) the baby, I mean if,=
295. W4: °Umm°
296. HP1: =If the baby has Down’s syndrome, are you really absolutely unable
297. to take care of it. .hh
298. W4: I think, I am afraid I can’t accept it. I can’t take care of it. hhh ((nasal
299. laugh)) ((looking at HP1 and smiling embarrassingly))
((10 lines are omitted in which HP1 talks about the risks of amniocentesis))
310. HP1: If the baby is born, and we discover it has another problem, we can’t
311. say we can accept it or not, right? Or, you say you feel like you can
312. accept it, then you take it.
313. W4: I’m afraid if the baby has any problems, I really can’t take care of it
314. myself. ((laughing))
315. HP1: °Really? Are you looking after one child?°
316. W4: Yes. I live with my son. I’m single.
317. HP1: °I see°. How old is he?
318. W4: He’s in primary three.
319. HP1: °That means you will have to look after two children by yourself?°
320. W4: Yes, I have to work, so my mum helps me with this.
321. HP1: Okay. Perhaps you can discuss it with your mother.
322. W4: Um.
323. HP1: It’s not that urgent to decide now. Do you have Ms. ((Surname))’s
324. number?
((HP1 makes arrangements for W4 to call the hospital after she discusses further testing with
her mother))

At the beginning of the extract, the health care professional mentioned that the woman
had to consider her ability to take care of a Down’s syndrome child in making a decision
about further testing (lines 294 and 296–297). The woman responded that that she would
not be able to ‘accept’ a child with Down’s syndrome, and that she would not be able to
take care of it (lines 298–299). The woman’s laughter and embarrassed smile (line 299)
signalled the face-threat (that is damage to the public face-image) (Brown and Levinson
1987) that this acknowledgement posed to the woman (as the mother who is unable to
take care of her child).

The health care professional did not accept the woman’s decision immediately.
Instead, she drew the woman’s attention to the ‘risks of not knowing’ that would remain
even if diagnostic testing was performed, in particular, that some medical conditions could
only be identified after the child was born. She highlighted that in those circumstances,
the woman would have to accept the child as it was (lines 310–312).

Despite the risk information provided by the health care professional, the woman
maintained her position of being unable to take care of a child with a ‘problem’ (lines
313–314). Prompted by the health care professional (lines 315, 317 and 319), she
provided an account for her decision. Similarly to Extract 2, the client’s account served
to justify the woman’s decision. The account, however, was not directed at preserving the
best interests of the future child; it focused on the woman’s own strained socioeconomic
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circumstances: she was a single working mother and her own mother helped her take care
of her son (lines 316 and 320). In contrast to Extract 2, the account did not make the
health care professional accept the woman’s decision. The final decision was deferred
until after the woman had discussed it with her mother.

Discussion

Our aim in this paper was to examine the impact of the ‘risk of knowing’ talk on women’s
decision-making and to consider the specific discourse (linguistic and rhetoric) devices
through which ‘risk of knowing’ talk was accomplished.

Through thematic mapping of the data we found that the ‘risk of knowing’ talk did not
form an active part of the counselling agenda in our small corpus, as it occurred in 7 out
of 20 consultations; and occupied only 13% of the overall consultation time. In contrast to
previous studies, the risk talk was not only initiated by professionals. It was actively
evoked by clients during the decision-making stage.

We have shown that clients initiated the ‘risk of knowing’ talk for two main reasons:
to acquire further information in order to make a decision and to account for the decisions
that they have made. In the first case, clients used the ‘risk of knowing’ to signal their
concerns about the implications of the diagnosis for their future children, in particular
their intellectual and other abilities. Having a child with Down’s syndrome was con-
structed as negative and undesirable. Interactionally, this was attested to by the hypothe-
tical framing of this outcome; the use of negative descriptors, for example, ‘so
unfortunate’ (Extract 1), ‘children suffering after birth’ (Extract 2); and explicit statement
of the clients’ negative stance, such as ‘I really don’t want to see such conditions…’
(Extract 2), and ‘I can’t accept it’ (Extract 4). Unsurprisingly then is that in all but one
cases that we have analysed, in which the clients’ religious background determined their
choice, clients opted for diagnostic testing and termination of pregnancy if the diagnosis
was confirmed. In accounting for their decisions to pursue diagnostic testing and to
terminate the pregnancy, the clients appealed to minding the interest of their future
children and protecting them from ‘suffering’ (Extract 2) and to their constrained socio-
economic circumstances that prevented them from taking care of a child with Down’s
syndrome.

The obvious reason for the professionals to initiate the ‘risk of knowing’ talk was
to inform the clients about their risks. We have shown, however, that the risk talk may
be more strategic in that it was used in the interactions with clients who had received
high-risk screening results but refused to undergo further testing in order to make
them re-consider their decision. This is particularly prominent in Extract 3 in which
learning about the ‘risk of not knowing’ (Pilnick and Zayts 2014) made the clients re-
consider their initial decision not to undergo diagnostic testing, and opt for the
ultrasound testing.

In our analysis, we have noted three specific discourse devices through which the
risk talk is accomplished by clients and professionals: reflective questions, accounts and
hypothetical formulations. The latter device, in particular, is of interest, as it used
differently to how it has been described in the previous literature. Hypothetical for-
mulations allowed health care professionals to distance their clients from the scenario of
having a child with Down’s syndrome, thereby mitigating the threatening talk and
reassuring the clients. They also created an ‘interactional space’ (Sarangi et al. 2003)
to explore alternative options. While in Sarangi et al.’s study (2003) ‘the interactional
space’ was seen as a way of maintaining the non-directive stance, we would argue that

272 A.H.Y. Yau and O.A. Zayts



in our data it allowed the health care professionals to be directive in subtle and implicit
ways by bringing into the discussion the ‘alternative’ of their choice, that is the
diagnostic testing. This preference of testing appeared in our data in different contexts.
One example was when the health care professional foregrounded the ‘risk of occur-
rence’ talk over the ‘risk of knowing’ talk in Extract 1 by deferring the latter until after
the diagnosis was confirmed. There was similar evidence in the data from our interviews
with professionals.

Our analysis of the risk talk has highlighted a clear link between the ‘risk of knowing’
talk and the decision-making in the analysed encounters, thus lending further evidence to
previous research on this topic. It has also highlighted three competing agendas: clients
concerns about having a child with Down’s syndrome (evidenced by active initiation of
the ‘risk of knowing’ talk); professionals’ preference for diagnostic testing following a
positive screening result; and an overarching professional goal of non-directive counsel-
ling that calls for non-imposing presentation of information.

Conclusion

Our study has implications for the professional practice. The health care professionals’
preference for diagnostic testing reiterates a finding we have made in earlier publications
(Zayts and Schnurr 2012, Zayts et al. 2012) that in the consultations we recorded the
medical agendas of performing the tests and confirming the diagnosis prevailed over any
psychosocial concerns that clients might have. This raises more important issues of the
specifics of the activity of prenatal screening in Hong Kong. The focus on the medical
agenda may be explained by the time constraints imposed on the health care professionals,
the institutional context in which this activity is set and other contextual factors (for a
more detailed discussion see Zayts et al. 2012). If, however, this activity aims at enabling
clients’ informed decision-making, then the ‘risk of knowing’ talk should be included in
the protocol of these consultations. This is an exploratory study, and clearly, there is a
need to explore the ‘risk of knowing’ and its impact on the decision-making more
systematically.
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Notes
1. Since July 2010, prenatal screening programme in Hong Kong has undergone a reform:

currently screening is offered to all pregnant women. The screening options that women are
offered include the measurement of the foetal nuchal translucency and blood tests. Those
women whose risks are estimated as ‘high-risk’ are subsequently offered further diagnostic
testing.
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2. The diagnostic testing options offered to ‘screen positive’ women include CVS and amniocent-
esis. Both procedures involve a fine needle that is inserted through a woman’s abdominal wall
into the uterus. Due to their invasive nature, there is a small risk of miscarriage associated with
the procedures (about 0.5–1%) (Lee et al. 2009).

3. According to the regulations of the Ethics Committee of the authors’ institution and a relevant
cluster of the Hospital Authority of Hong Kong, the study was reviewed and approved annually
throughout its duration.

4. Part of this example is also analysed in Zayts et al. (2012).
5. Part of this example is analysed in Pilnick and Zayts (2012).
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Appendix 1. Transcription conventions

(.) 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
B:[XX] utterance in line 1
A: = XXXX

: Lengthened sound (more colons mean greater length)
– Truncated word
°word° Markedly softer talk
.h Audible inhalations (more ‘‘h”s indicate longer sound)
h, huh, and other Laughter (transcribed on a particle by particle basis) variations
< > Words uttered at a slower pace
> < Words uttered at a faster pace
XXX Stressed words
( ) Transcriber’s best guess of uttered words
(( )) Non-verbal features or transcriber’s comment
Word in italic Transcriber’s highlight
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