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A B S T R A C T

Objective: In this paper, we examine the interactional means by which non-native English speaking

patients in Hong Kong participate in prenatal screening sessions.

Methods: Using interactional sociolinguistics as the theoretical framework, we apply the concept of

contextualization cues [13,14] to illustrate that patients indicate their participation in the consultation

through verbal and non-verbal modes.

Results: We find that non-native English speaking patients participate: (1) by displaying the

interactional difficulties they are encountering and (2) by coordinating their displays of interactional

difficulties with the activities of the healthcare provider.

Conclusions: We conclude that the notion of patient participation must be expanded to take into account

non-native speaking contexts; in particular, that collaborative displays of knowledge (or lack thereof)

must be included as part of the definition of patient participation. While verbal contributions represent

an important mode of participation in consultations, patients also participate by contextualizing their

lack of understanding, which then can serve as a resource to healthcare providers in pursuing meaningful

consultations.

Practice implications: Our analysis illustrates how health care professionals’ awareness of the modes of

patient participation and what these modes may signal in non-native consultations can help to establish

what the patient knows in the consultation.

� 2013 Elsevier Ireland Ltd. All rights reserved.
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1. Introduction

Studies of patient participation in diverse settings, where
patients belong to a different ethnic group than their physicians,
have suggested that migrant patients provide less verbal
contributions [1,2] and that non-Western patients, including
Asians, attach less importance to patient participation, information
disclosure and participation in decision-making than Western
patients [3,4]. Given that patient participation is defined in a range
of ways in the current research [5–8] and given the disparity of
attitudes toward participation by migrant patients, we propose
that there is a greater need to understand the ways in which
patients actually participate in patient–provider interactions. We
also suggest that participation may not always be linked to verbal
contributions, such as the use of direct and indirect questions, as is
often the case in recent studies and call for a wider definition of
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patient participation that may account for diverse ways of
participating among migrant patients.

The focus on diverse patient populations, including migrant
patients, has only recently started to receive attention [7,9,10].
Roberts et al. [11] note in their study of primary care encounters
with patients of non-English speaking backgrounds that

Any detailed prescriptions on how to. . .communicate better
exhort the doctor to let the patient talk more, or involve the
doctor in more complex talk. However these models bypass the
consultations where talk itself is the problem. Healthcare
providers working in multilingual and multicultural contexts
are routinely faced with the difficulty of establishing what a
patient knows or understands. When participants of the interac-
tion involve non-native speakers of English, verbal contributions
may be very limited. Instead, other forms of participation, such as
non-verbal or minimal verbal contributions may become more
prominent. And the conclusion that migrant patients are less
participatory patients may only be a deduction based on a
somewhat limited and biased definition of patient participation.

Especially in a setting where providers need to assess whether
or not patients are adequately informed to make decisions,

http://dx.doi.org/10.1016/j.pec.2013.01.008
mailto:makang@hku.hk
http://www.sciencedirect.com/science/journal/07383991
http://dx.doi.org/10.1016/j.pec.2013.01.008


M.A. Kang, O.A. Zayts / Patient Education and Counseling 92 (2013) 38–44 39
establishing patient knowledge becomes a top priority. In this
paper we examine the interactional resources by which non-native
English-speaking patients participate in prenatal screening ses-
sions in Hong Kong using a data-based, qualitative approach
(following the practices at the research site, we use the term
‘patients’ instead of ‘clients’ as is the usual practice in the prenatal
literature). We apply an interactional sociolinguistic method, by
focusing on how meanings are collaboratively created and
interpreted by patients and healthcare providers [12]. We examine
the cues by which participants jointly create a context in which
communication takes place. These cues include verbal, prosodic
(e.g. intonation, rhythm, accent, among others), gestural and
kinesic cues, or what Gumperz calls contextualization cues [13,14].
Through an empirical, data-based analysis, we discuss our findings
in terms of their applicability to professional practice.

The study of patient participation has been such an important
focus due in large part to the link that recent research has
demonstrated between patient participation and its contribution
to health care outcomes (e.g. [15–17]). Collins et al. [6] note, for
example, the calls for increased patient participation in various
government policies in the UK. This may present a particular
challenge for patients and health care providers in contexts where
they face linguistic and sociocultural barriers. For example, some
studies have pointed out the difficulties and challenges facing the
client/patient-led agenda advocated in the literature [18,19], and
others have suggested that more talk in medical contexts need not
necessarily lead to better communication; for example, that an
increase in metatalk is not always more effective [9]. Collins et al.
[6] note that the accomplishment of patient participation in
general is made more complex by the increasing diversity in health
care, citing the range of patient knowledge, the extent to which
patients wish to be involved in their own care, and a range of
patient expectations.

The quality of medical communication in multilingual and
multicultural settings has been examined in many studies by
Roberts and her colleagues ([20–22] among others). Moss and
Roberts [22] discuss how non-native English speaking patients
make themselves understood to GPs in South London and, in the
process, reveal their identities as patients through the ways in
which they present themselves. Their study suggests strategies
for healthcare providers to recognize and evaluate patients’ self-
presentation through explanations in multilingual and multicul-
tural settings. Pilnick [18] offers an example of how effective
communication contributes to the quality of genetic counseling
services, and that, as such, the development of counseling
practices depends on identifying specific training needs and
issues.

What these findings highlight is a need for identifying specific
training needs through the empirical study of situated contexts. At
the Hong Kong research site, we have evidence of expert nursing
staff and other health care providers, but these providers do not
receive specialist training in language or cultural awareness.
Identifying specific needs and issues is particularly relevant in our
research context, especially because, as Candlin maintains,
‘‘excellence in nursing care depends not only on sound nursing
education and experience but also. . .on the sensitive discoursal
(sic) skills of participants in the health care situation’’ [15]. Because
prenatal screening is largely an information-giving activity that
involves language to such a great extent, the diverse patient
population at our research site requires attention to a broader
treatment of patient participation.

In this paper, we argue that healthcare providers’ awareness
of contextualization cues in interaction can contribute to
valuable insights into the state of a patient’s knowledge. In
the multilingual and multicultural encounters that take place in
the research setting, the healthcare provider cannot always be
certain that the patient has sufficiently understood the
information presented. In order to better insure that any
decisions patients make are informed decisions, healthcare
providers must rely on the verbal and non-verbal cues used by
patients to convey interactional difficulties. In the analysis to
follow we show that non-native English speaking patients
participate in interaction in two ways: (1) by displaying the
interactional difficulties they are encountering and (2) by
coordinating their displays of interactional difficulties with
the activities of the healthcare provider. These strategies suggest
that information-giving in these consultations must be collabo-
rative in order for patient participation to be deemed at all
successful. In the data analysis, we discuss three cases where
interactional difficulties arose in the interaction to show a range
of consultations in which patients participate by displaying their
knowledge to varying degrees.

2. Methods

The data for this study are part of a large-scale interactional
study of prenatal consultations in Hong Kong conducted in 2006–
2012 that involved collaboration with medical colleagues from a
Prenatal Diagnostics and Counseling Department in a Hong Kong
hospital. The data set comprises 120 videotaped consultations
between Cantonese-English bilingual health care providers and
non-native English-speaking patients. All patients are 35 years old
or above and were referred for prenatal screening due to their
increased risk of carrying a baby with genetic abnormalities. The
English-speaking patients in the corpus are Filipina, Sri Lankan,
Indonesian, British, Indian, French, and Nepalese, among other
nationalities.

The videotapes of the consultations were transcribed using a
modified form of the transcription conventions traditionally used
in the conversation analytic literature (see Appendix for further
details). The analysis presented in this paper is also supplemented
with secondary data from semi-structured interviews with
patients and health care providers at the research site, in which
the patients were asked about their sociocultural background and
interactional difficulties they had encountered during the con-
sultations. The health care providers watched the video recordings
of the consultations together with the authors and commented on
the interactional behavior of the patients. This study received
approval from the local IRB.

By viewing the video tapes of the consultations repeatedly and
analyzing the transcripts, we identified the parts of the consulta-
tions in which interactional difficulties arose and analyzed these
with respect to the limitations on patient participation. While only
a few representative cases can be analyzed in detail in this paper,
we hope to demonstrate the value of applying interactional
sociolinguistic analysis, and in particular, contextualization cues,
in the healthcare setting. Our analysis contributes to the growing
field of interaction-based research in healthcare settings (e.g.
[17,18,23,24] among others) in order to elucidate how attention to
micro-level interactional patterns can contribute to improving
patient–provider interaction in healthcare settings. The advantage
of using contextualization cues as the framework for a study of
patient participation is that it does not privilege the use of verbal
contributions to the interaction. Rather, both verbal and non-
verbal cues may be used as a means of conveying meaning in
interaction.

3. Results

The non-native English-speaking patients in our data display a
range of participation modes, evident in the types of contextuali-
zation cues that are used in the interaction. Some of the patients



Table 1

1  N:  Al: right.  So,  so  far is there any qu estion ? 

2  P:  <h  (I) h > [XXX (( shakes h er head  and  smil es))  

3 

4 

5 

6 

N:                 [No. Ok. .hh  So, um:::  so it ’s up  to  you 

whether you want to h ave no test? O r,  scree ning test? 

Or,  amnioce ntesis.  (~3.0) Do  you need  to d iscuss w ith 

you r hu sband o r you r fr iend or you r sisters? (( smiles))  

7  P:  (~3.5)(( shakes h er hea d)) No. 

8  N:  No. (( smil es))  

9  P: °No.°
10 

11 

12 

N:  Mm.  (TSK) .h  So  tod ay::  <uh  you are now, ((flips  

throu gh  the fil e in fron t o f h er)) o::k. > Oh,  >seve nteen 

wee ks.< (~2.0 ) [So uh::  the- =               

13 

14 

P:                          [°Amnioce ntesis° (( P is rea ding fr om 

N’s p aper))  

15  N:  = the ti me for::  [scree ning test = 

16 P:                          [°scree ning test° (( P is rea ding fr om 

N’s p aper))  

17 

18 

N:  = is (~4.0) if you want to  [have scree ning test t hen  you 

can] = 

19 

20 

P:                                           [<Down  synd rome>] (( P is 

rea ding fr om N ’s p aper))  

21  N:  = h ave the scree ning test tod ay. 

22  P:  Scree ning test? 

23  N:  Mm 

N: nurse; P: patient.

Table 2

18  N:  U:m::  as for the b lood  test 

19  P: ((Nod s))  

20 

21 

N: Eh : it  invo lves sono graph ic mea surement o f the b aby’s 

nuchal transluce ncy and  also  take b lood fr om arm. 

22  P: ((Nod s))  

23 

24 

25 

N: And  then w e can  give you  an  esti mation o f wh ethe r 

you r risk o f h aving Down  synd rome b aby [is h igh o r 

low. 

26 

27 

28 

P:  [But oh - (.. ) 

yea h- ((whil e strok ing h er right arm)) how  abou t that- 

what- wh at’s the [x-  

29 

30 

N:  [Th e test that [you h ave ((whil e 

nodding)) don e 

 .haeY[ :P 13

32  N:  alrea dy?= 

33  P:  =What is that? 

34  N: Th at is a routi ne b lood test= 

35  P:  =Ah::  ((whil e nodd ing))=  

36  N:  =prepared  for you r ah deli very. 

37  P:  Mm ((whil e nodding)). (( S cou ghing))  

38  N:  We check  the (.. ) XXXX = 

39  P:  =Oh ok ((whil e nodd ing)). 

N: nurse; P: patient.
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display little verbal participation and therefore get dubbed as
‘‘passive patients’’. Table 1 offers a glimpse at a patient whose
linguistic limitations pose a problem for the consultation. The
patient indicates understanding of the material presented when
questioned by the nurse, but contextualization cues later on in the
consultation indicate that she has not fully understood the details.
Here, the nurse has explained to the patient her various options for
screening and testing, including amniocentesis, and begins the
decision-making phase of the consultation in line 1.

When the patient is asked if there are any questions (line 1),
her response is to shake her head and smile (line 2). The nurse
interprets this overtly in line 3 as meaning that the patient has
no questions to ask (‘‘No. Ok’’). The nurse states explicitly that
‘‘it’s up to you whether you want to have no test? Or, screening
test? Or, amniocentesis’’ (lines 3–5), which is followed by a
significant pause of 3 s (line 5). Sensing some difficulties, the
nurse asks if the patient needs to consult others before making a
decision. After another prolonged pause of 3.5 s, the patient
responds with a ‘no’ while shaking her head. These significant
pauses present initial cues that she has not completely
understood what has been discussed. As the consultation
continues, it becomes more and more clear that the patient
has not fully understood her options. Instead of listening to the
nurse’s information in lines 12–19, the patient is reading from
the information sheet in front of her. The patient’s difficulty is
also evident in the interaction when the nurse suggests that the
screening test can be arranged on the day of the visit (lines 17–
18 and 21). The patient asks an echo question in line 22, and
continues to display difficulties (after the end of the example
above) in understanding that the screening test can be taken on
that day. The patient does participate in the consultation
through both verbal and non-verbal means, but her language
proficiency is obviously posing difficulties in conveying the
necessary information. As a result, the patient and the nurse are
involved in different activities in this interaction rather than
coordinating their participation toward a common goal.
In contrast, some patients actively display interactional
difficulties in the consultation, which can result in clear
contextualization cues that indicate that the patient has not
understood the information provided by the healthcare provider.
By making such difficulties manifest in the interaction, patients
can use difficulties as a resource in the sense that the healthcare
providers can then proceed to co-construct with the patient the
information needed to make an informed choice. We argue that
patients can actively participate in the consultation by contextu-
alizing their difficulties in comprehension. This kind of active,
though not necessarily fluent, participation can be interpreted and
responded to by healthcare providers who, in turn, may initiate
new strategies for making the communication more successful. In
Table 2, the nurse is explaining the integrated test, which consists
of a blood test and a nuchal translucency measurement. The
patient is unclear about the blood test option because she has
already taken a routine blood test earlier that day, before coming to
see the nurse.

The patient tries to articulate a question in lines 26–28, using
visual cues (like stroking her arm to imitate the blood taking
procedure) to convey her meaning. The nurse offers a candidate
understanding in lines 29–30 and 32, co-constructing the patient’s
question. The delivery of the information that the blood test taken
earlier that day was a routine blood test was initiated by the
patient’s initial attempt at asking her question even though she
could not ask it very fluently. Displays of interactional difficulties
like this can then be ‘‘picked up on’’ by the healthcare provider,
who may then alter her strategy to improve the communication.
What the healthcare provider can surmise of the level of the
patient’s knowledge can play an important role in how information
is delivered in the consultations, how much or to what degree the
information is taken in by the patient, and how much they will be
able to participate in medical decisions.

The successful delivery of information in the prenatal visits
examined here is critical to the decision-making in the analyzed
context. Patients, therefore, must be fully informed of their various
options in the testing and screening for Down syndrome in order to
make an informed decision. But patients who display minimal
participatory cues in the consultation make it difficult for the
health care providers to assess whether their decision is an



Table 3

1  N:  So  eh  maybe eh  I give you on e o f these= 

2  P:  Yea h? 

3 

4 

5 

N:  =Um forms? And  then  you can  read ov er it  and  the  

mea nti me eh do  you have ti me for the ult rasound 

tod ay? 

6  P: Tod ay (also no t avail able) I’m in  a hurr y 

7  N:  In  a hurr y. 

8  P:  Yea h. 

9  N:  [Ah : 

10 

11 

P  [But anyway I h ave also  chec k-up on twenty-f ive. 

What is that? 

12 

13 

14 

15 

N:  Yea h beca use the nuchal mea surement must b e 

perf ormed before fou rtee n wee ks and you  you  are now  

thirteen  and  s: five o r six tod ay. 

16  P:  Yea h.  

17 

18 

19 

20 

N:  Yeah  so  (.. ) if you canno t h ave the ult rasound tod ay I 

am afr aid  that you canno t h ave the mea surement o f t he 

nuchal p art 

21  P:  [Oh : 

22  N:  [bu t you can on ly h ave the b lood test p art  

23  P: ((Nod s))  

24 

25 

 ((8  turns are o mitt ed  in wh ich  the MP gives P the 

detail s o f the b lood  test))  

26  N: Eh beca use the d ate is rather h  (.) sho rt 

27  P:  [Yeah 

28 

29 

N:  [Beca use you’r e now b y es- b y ca lculation  thirteen  and 

six  

30 

31 

P:  What mea ns thirteen  [and  six (( S cou ghing))  

32 

33 

34 

N:  [Th at mea ns thirteen wee ks and 

six d ays (( S cou ghing)) Ah  tod ay [is 

35 

36 

P:                                                          [It’s thirteen wee ks 

now? 

37  N:  Yeah 

38  P: Th ree  mon ths, (fou r eight one), oh [yeah. 

39 

40 

41 

42 

43 

 elihw(( haeY[ :N

nodding)).  So  if you canno t h ave ult rasound  to- if you 

cannot w ait  for ult rasound  tod ay then  you can on ly 

have b lood test. D etection  rate is about eighty s- eighty 

perce nt instead.  It’s just a littl e bit  low er. 

44  P: ((Nod s))  

N: nurse; P: patient; MP: medical provider; S: patient’s sister.

Table 4

1 

2 

N:  Sixty doll ars includ ing all  the thing. Ever-  eve ry test is 

sixty doll ars. 

3  P: Oh  I see  now. 

4  S: (( Talking to  P in  their language))  

5 

6 

P: °So ok°,  so- (.. ) this Friday you ca nnot do ? °Reall y? 

No? °
7 

8 

9 

10 

N:  Depend on you r gestati on. Today’s ca lculation  is 

thirteen  and six and on Friday it ’s over fou rteen wee ks 

so no mea surement. 

11  P: Ah : 

12  P:  [(( Talking to  S in  their language))  

13  N:  [On  Friday,  tod ay is only Monday 

14 

15 

16 

17 

18 

19 

N:  Today is Monday only.  So, anyway w e (.) h ave a q uick 

look to  check  the size first.  If it  is em poss ible then w e 

can have the mea surement wit hin one o r two d ays.  But 

if not poss ible anyway you - you pick up  you r (chil d)-  

(.) you r [(chil d) first= 

20  P:  [Yeah ((whil e nodding)) . Ok. 

N: nurse; P: patient; S: patient’s sister.
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informed one. In the interviews that the authors conducted with
the health care providers at the Hong Kong research site, the health
care providers indicated that they mainly judge comprehension by
patients’ verbal contributions, such as, for example, their
clarification questions. But when such questions are not forth-
coming in the consultations, this proves problematic for the health
care provider. As we saw in Table 1, even positive answers to direct
questions verifying comprehension may be unreliable indicators of
successful comprehension. Only attention to subsequent interac-
tion provides clues to the healthcare provider that the patient has
not been adequately informed. And both displaying interactional
difficulties and coordinating this display with the activities of the
healthcare provider are necessary for full and meaningful
participation in this non-native English speaking context.

It is important to note here that familiarity with pragmatic
principles governing interaction may lead to convincing use of
nods, backchanneling, repetition, and statements of understanding
in consultations where, later on, it becomes clear that the patient
has not fully understood the details presented. In Table 3, we
present a more complex case, where the patient seems to indicate a
lack of understanding, but then shows that she had indeed
understood at least part of the information given earlier. The nurse
gives the patient a form outlining the various options to discuss
with her husband at home and asks if the patient can stay for an
ultrasound on the day of the consultation.

The nurse explains in lines 12–15 that for the nuchal
translucency measurement, it must be done before 14 weeks.
The patient acknowledges the information with ‘‘Yeah’’ in line 16.
The nurse goes on to explain that unless the patient has an
ultrasound on the day of the consultation, she will not be able to
get a nuchal translucency measurement, to which the patient
backchannels with ‘‘Oh:’’ and a couple of nods. These seem to
indicate the patient has understood the information presented to
her. However, she goes on to ask in the omitted lines if the
ultrasound can be done on Friday instead, which will be after the
nuchal measurement can be taken. The nurse explains again in
lines 26, 28 and 39–41 that she is already at thirteen weeks and six
days’ gestation and that Friday would be too late. The patient asks
what ‘‘thirteen and six’’ means in line 30, indicating that she has
not understood the information that the nurse provided earlier.
Then, less than 3 min later, the patient asks again if the ultrasound
can be done on Friday, as shown in Table 4.

Here, however, the design of the patient’s turn at lines 5–6
which uses strong negative polarity [25], suggests that the
patient is trying to negotiate with the nurse about the possibility
of taking the test at a later date (i.e. ‘‘Friday’’). She may have
misunderstood or not heard the time frame of the test that the
nurse has now explained three times. The grammatical format of
the patient’s question favors a ‘‘no’’ answer but has an action that
is designed for a ‘‘yes’’ answer, a question design that Schegloff
[26] refers to as ‘‘cross-cutting preferences’’. This fairly complex
syntactic construction suggests that the patient has an alterna-
tive agenda, and that her repeated questions were not necessarily
aimed at information-seeking but were rather an attempt to
negotiate for a later test date. In this case, the patient has
displayed interactional difficulties in repeating the same
question several times. However, this question is not resolved
through joint coordination of the difficulties due to the
conflicting agendas of the nurse and patient.
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The potential miscommunications linked to interactional
fluency are also aided by the ambiguity of linguistic forms.
Research on interaction has shown, for example, that minimal
acknowledgements can serve a range of different functions.
Pudlinski [27] discusses three functions of minimal acknowl-
edgments, namely, as a continuer, a minimal agreement to a prior
statement, and as a passive resistance to a prior statement.
Heritage and Sefi [28] in their work on advice giving to first time
mothers discuss unmarked acknowledgments as expressing
passive rejection of advice. Stivers [23] notes that vocal continuers
(e.g. mm, yeah) demonstrate that the recipient ‘‘simply align(s)
with the activity in progress’’ and may not be committing to
agreement or even understanding. The ambiguity of minimal
acknowledgements makes it difficult for the nurse to judge the
patient’s uptake of the information and demonstrates the
importance of contextualized discourse analysis for interpreting
these cues.

What is important in the prenatal screening consultations is
that with limited verbal participation on the part of the patient, the
healthcare providers cannot assess whether the decisions made by
the patient are, in fact, informed choices. This makes it all the more
crucial that interactional difficulties must be contextualized in the
discourse and these must be worked out collaboratively with the
healthcare provider. Both these aspects of patient participation in
non-native speaker contexts are necessary for meaningful con-
sultations to take place.

4. Discussion and conclusion

4.1. Discussion

In this paper we have examined various ways by which non-
native English speaking patients participate in prenatal con-
sultations. While some patients assume the role of the ‘‘passive
patient’’, not contributing much verbally or non-verbally to the
consultation, the vast majority of patients do participate, but in
a range of ways. Even the least proficient second language
speakers of English may still actively participate in the
consultation by contextualizing their difficulties, using these
difficulties as a resource for engaging in talk. These cues can
then be ‘‘picked up on’’ by the healthcare provider, who can then
alter their strategy to improve the communication. In fact, there
is a notable advantage to making interactional difficulties more
manifest in the consultations. What the healthcare provider can
surmise of the level of the patient’s knowledge can play an
important role in how information is delivered in the consulta-
tions, how much or to what degree the information is taken in
by the patient, and how much they will be able to participate in
making an informed choice. Our data analysis has shown that
patient participation in non-native speaking contexts relies on
collaborative displays of knowledge as a resource to resolve
interactional difficulties.

The interaction in a prenatal screening session involves a
patient and a health care provider entering into a particular kind
of relationship. Candlin [15] notes that an egalitarian relation-
ship between a patient and a nurse is more beneficial to the
patient than a relationship of dominance. However, achieving an
egalitarian relationship presents challenges for participants in a
diverse multicultural and multilingual setting like Hong Kong.
We have shown that the information-giving in these consulta-
tions must be collaboratively achieved, and both patients and
healthcare providers can take initiative in improving the
necessary egalitarian relationship. The understanding of how
these meanings are created and interpreted by participants
offers important insights for a more nuanced and sensitive
professional practice.

4.2. Conclusion

In our data, patients employ verbal and non-verbal resources to
contextualize their participation in different ways, namely: (1) by
displaying the interactional difficulties they are encountering and
(2) by coordinating their displays of interactional difficulties with
the activities of the healthcare provider. We argue that patient
participation in this non-native speaking context may only be
beneficial to the participants when displays of interactional
difficulties can be taken up and collaboratively resolved with
healthcare providers. Our analysis provides a glimpse into how
health care professionals can identify cues of understanding and
participation on the part of patients in order to better serve diverse
patient populations.

4.3. Practice implications

The discussion of the range of contextualization cues used in
interactions with non-native English speaking patients has
revealed that patient participation can be found in many forms.
One of the benefits of recognizing the various means by which
patients participate is to have a clearer understanding of how
patients can be empowered to actively engage in their own care.
In a recent study on identifying pathways linking clinician-
patient communication to health outcomes, Street Jr. et al. [29]
advocate ‘‘enhancing patient empowerment and agency’’ and
note that ‘‘patient involvement can lead to higher quality
decisions that are better suited to the patient’s unique needs and
circumstances’’. They further suggest that clinicians can aid in
this involvement by helping patients to ‘‘actively seek informa-
tion’’ [29], which is highly relevant for the context of prenatal
screening discussed here. But diverse patient populations must
be encouraged to actively seek information first by actively
displaying their understanding of the interactions taking place.
And the lack of verbal contributions may not necessarily identify
a passive patient, but one that participates using diverse
interactional resources.

We confirm all patient/personal identifiers have been removed
or disguised so the patient/person(s) described are not identifiable
and cannot be identified through the details of the story.
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Appendix. Transcription conventions

(.) Noticea ble p ause sho rter than 0.5 sec ond (more do ts mean  a 

lon ger p ause) 

(~n )  Timed pause (in  app roximation ) where “n” ind icates the interval 

mea sured  in  sec onds 

. Falli ng inton ati on  

, Level inton ati on  

? Rising inton ati on  

°XXX° Words are said  softer than  the surr ounding it ems (not li mit ed  to 

the end ing/on set position ; ca n be anywh ere in  an utterance ) 

[ Th e b eginn ing o f overlapp ing 

] Th e end of overlapp ing 

A: XXX=  

B: =XXX 

B’s utt erance  is latched onto A’s 

1. A: XX[XX ]XXX=

2. B:       [XX ] 

3. A: =XXXX 

Mea ns li ne 3 is a continu ati on of A ’s utt erance  in li ne 1 

:  Lengthened  sound (more colon s mean  grea ter length) 

-  Trunca ted word 

.h  Audible inh alation s (more “h”s ind ica te lon ger s ound) 

(TSK)  Cli ck noise 

Words uttered at a faster pace >        < 

Words uttered at a slower pace <        > 

Indecipherable syllable, every “X” indicates one syll able hea rd X 

Transcriber’s best guess of uttered words  (    ) 

((     )) Non-verbal fea tures o r transcriber’ s comm ent 

@ Laughter 
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