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Abstract 
 

At its core, psychotherapy is concerned with the client’s personal experience. The aim 

of psychotherapy is to ameliorate problematic or distressing aspects of the client’s 

personal experience, whether mental, emotional, psychological or behavioural. The way 

that psychotherapy achieves its aims is through talk. While it is generally well accepted 

that psychotherapy works, i.e. that it is an efficacious method of treatment, why it works 

is not as clearly understood. Given that psychotherapy is beneficial for clients, and that 

it is conducted in and through talk, it follows that something happens in the interaction 

that does not happen in other types of talk. So, what is it about psychotherapy 

interaction that is unique? How is psychotherapy interactionally accomplished by 

participants? Using the research approach of conversation analysis (CA), this thesis 

shows how participants manage the task of ‘getting personal’ in psychotherapy. It 

shows how the client and therapist establish and orient to the relevance of the client’s 

personal experience through both the sequential organisation of the session and through 

aspects of topic design. 

 

In recent years, CA research into psychotherapy has grown substantially. However, so 

far, CA’s understanding of psychotherapy as a variety of institutional talk is still rather 

fragmented. Research has predominantly focussed on specific phenomena, for example, 

formulations, questions, interpretations, resistance, and problem (co-)construction. This 

has resulted in detailed, yet distinct, pockets of research. This emphasis on specific 

aspects of psychotherapy interaction has meant that the bigger picture of therapy, for 

example, the overall organisation of sessions, or the institutional asymmetries that 

participants orient to and which contribute to psychotherapy as a recognisable, distinct 
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variety of institutional interaction, has not been as thoroughly examined.  This is 

particularly evident when compared to the substantial body of CA research into doctor-

patient talk. For example, studies into doctor-patient interaction have revealed the 

overall organization of medical consultations, the local management of activity phases 

within the overall structure of the consultation, and interactional asymmetry in terms of 

topic and turn distribution. This thesis begins to address this gap in CA and 

psychotherapy research by examining how a key feature of the institutionality of 

psychotherapy, talking about the client’s personal experience, is interactionally 

accomplished.  

 

In order for the client’s personal experience to become a matter of joint interactional 

concern, and the business of therapy, the participants have to make it so. Using data 

taken from one therapeutic pair over the course of two years of therapy — over 120 

sessions — I show how the client and therapist recurrently manage the task of coming 

together to talk at the beginning of weekly, or bi-weekly sessions of therapy. I show 

how they initiate the session; how they orient to and construct their institutional 

identities of client and therapist; how they manage and maintain an ongoing 

relationship; what sorts of things they treat as being relevant to talk about in 

psychotherapy; and how and when they talk about such things in the session. By 

investigating how participants in real-life therapy manage psychotherapy as a practical 

social accomplishment, this thesis contributes to our understanding of the processes and 

practices that participants utilise to manage their institutional tasks and roles on a 

session-by-session, moment-by-moment basis.  
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Words call forth emotions and are universally the means  

by which we influence our fellow-creatures.  

Therefore, let us not despise the use of words in psycho-therapy  

and let us be content if we may overhear the words  

which pass between the analyst and the patient. 

 
 
 
Sigmund Freud (1965/1924), A General Introduction to Psychoanalysis, p. 22. 
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Chapter One  
 

Introduction 
 

1.0 Introduction 

My aim in this thesis is to strip psychotherapy talk down to its interactional bones to 

discover some of its most basic features of organisation. At its core, psychotherapy is 

concerned with the client’s personal experience: the aim of psychotherapy is to 

ameliorate problematic or distressing aspects of the client’s personal experience, 

whether mental, emotional, psychological or behavioural (e.g. Reber 1995; Nelson-

Jones 2001; Wampold 2001; Corsini 2005). The way that psychotherapy achieves its 

aims is through talk.1 In other words, psychotherapy is an institutional setting which is 

centrally concerned with the client’s personal experience and talking about the client’s 

personal experience. In this thesis I examine how this central feature of psychotherapy 

talk is (re-) established and ‘talked into being’ (Heritage 1984b) by participants in 

sessions of psychotherapy.  

 

It is generally well accepted that psychotherapy works, i.e. that it is an efficacious 

method of treatment; however, why it works is not as clearly understood (Wampold 

2007). Given that psychotherapy is beneficial for clients, and it is conducted in and 

through talk, it follows that something happens in the interaction that does not happen 

in other interactional settings. So, what is it about psychotherapy interaction that is 

unique? How is psychotherapy interactionally accomplished by participants? Using the 

research approach of conversation analysis, this thesis shows how participants manage 

                                                 
1 Because of this, psychotherapy is also referred to as the ‘talking cure’, or ‘talking therapy’. 
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the task of ‘getting personal’ in psychotherapy through both the sequential organisation 

of the session and through aspects of topic design.  

 

Using data taken from one therapeutic pair over the course of two years of therapy, I 

show how the client and therapist recurrently manage the task of coming together to talk 

at the beginning of weekly, or bi-weekly, sessions of therapy: how they manage the 

transition from a state of not talking prior to the session to a point where the client can 

begin to talk about her personal experience. I examine how the participants initiate the 

session; how they orient to and construct their institutional identities of client and 

therapist; how they manage and maintain an ongoing relationship; what sorts of things 

they treat as being relevant to talk about in psychotherapy; and how and when they talk 

about such things in the session. In conversation analysis (CA), the institutional nature 

of talk is not regarded as an intrinsic feature of the talk that occurs in a particular 

environment; instead, the ‘institutionality’ of the talk is understood to be interactionally 

constructed, and therefore available in the details of the interaction (Drew and Heritage 

1992a: 3-4). To explicate how psychotherapy talk is interactionally constructed by the 

participants, I primarily examine how the session of therapy unfolds sequentially at the 

start of the session (chapters three to five). I also examine some of the design features 

that the participants employ to construct their talk as hearably oriented to the 

institutional tasks of therapy (chapter six).  

 

The beginning of the therapy session is an ideal site for investigating how 

psychotherapy talk is accomplished as specific institutional occasion because it is here 

that the institutionality of the interaction is a ‘live’ issue for the participants themselves. 

The beginning of any interaction plays an important role in setting up the interaction to 

follow and is a site where participants manage a number of complex interactional tasks 
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as they reconstitute their relationship (Kendon 1990/1973).  Participants need to 

establish and demonstrate relevant aspects of their identity and who they are to each 

other interactionally.  They also need to negotiate what type of interaction they are 

entering into; what they will talk about; who will introduce the first topic of talk, when 

and how it will be introduced, and what it can legitimately be. These activities need to 

be achieved every time participants meet. In therapy, this means that the participants 

have to re-establish their institutional identities and their relationship as client and 

therapist, and orient to the institutional goals and tasks of therapy anew every session. 

The session of therapy does not occur simply because two participants are in a 

consultation room – for therapy to happen, the participants have to produce it 

interactionally.  

 

Psychotherapy outcome studies have recurrently found that psychotherapy is an 

efficacious (and effective) approach for ameliorating clients’ problems and distress (e.g. 

Seligman 1995; Wampold 2001). Surprisingly, however, meta-analytic outcome studies 

have shown that all psychotherapies are equally efficacious, regardless of the approach 

(e.g. Smith and Glass 1977). This finding is remarkable as there are hundreds of 

approaches to psychotherapy which can differ considerably in nearly every aspect, 

including theory, practice, and duration. In order to understand what it is about 

psychotherapy that makes it work, psychotherapy process, rather than outcome, needs to 

be examined. 

 

Researchers have approached the investigation of psychotherapy process from various 

angles. These include quantitative methods which identify correlations between aspects 

of the process and outcome (e.g. Barkham, Agnew and Culverwell 1993), qualitative 

methods whereby clients and therapists are interviewed about their experiences in 
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therapy (e.g. Fitzpatrick and Chamodraka 2007), and the use of language in 

psychotherapy (e.g. Stiles 1979). Conversation analysis offers an innovative and 

potentially productive approach to investigating what happens in psychotherapy. As an 

empirical qualitative research approach, CA addresses some of the methodological 

criticisms of other approaches to psychotherapy research. 

 

The investigation of psychotherapy interaction is a burgeoning area of research in 

conversation analysis. A major focus of the area so far has been on therapists’ use of 

formulations and the multitude of institutional tasks they can be used to achieve (for an 

overview, see Antaki 2008). However, currently, CA’s understanding of psychotherapy 

is rather fragmented. Individual turn-types, actions, and practices have been investigated 

resulting in rich and detailed, yet distinct, pockets of research. As yet, it is unclear how 

findings from specific models of therapy pertain to psychotherapies in general 

(Vehviläinen, Peräkylä, Antaki et al. 2008: 197), nor has there been a systematic 

examination of the organisation of therapy at the level of the session as a whole. This is 

particularly evident when CA and psychotherapy research is compared with medical 

interactions between doctors and patients, a related variety of institutional talk. Doctor-

patient talk is a far more established area of research in CA and there is an accumulated 

mass of research into the organisation of the medical consultation. However, despite the 

shared ‘consultative’ element of psychotherapy sessions and medical consultations, 

there are distinct differences between the two which have implications for their 

sequential organisation.  

 

This thesis addresses the need for research into the overall organisation of 

psychotherapy sessions by examining how participants in therapy negotiate the early 

stages of the therapy session, and by explicating the sequential processes which allow 
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the client to present extended turns about herself and her life – the ‘raw material’ of 

therapy. It also addresses the need for a more detailed understanding of the client’s 

practices in therapy sessions. Vehviläinen, Peräkylä, Antaki, and Leudar (2008) identify 

client initiating actions as one of the significant ‘blank spots’ in CA and psychotherapy 

research: “Most psychotherapies are based on the client’s narratives – extended turns of 

talk on one’s own experience. All of the analyses of the therapist’s recipient activities 

lean on the observations of the client’s producing talk” (2008: 196).2 By examining how 

it is that the client’s narratives of personal experience come to be relevant in and for 

therapy, both sequentially and through the design of talk, this thesis contributes to 

understandings of a fundamental aspect of what it is to ‘do’ psychotherapy. 

 

In this chapter, I describe psychotherapy as a treatment method, before giving an 

overview of ways of studying it (section 1.1). I then introduce conversation analysis as a 

research framework and discuss why it is a productive approach to the study of 

psychotherapy (section 1.2). In section 1.3, I review previous research into 

psychotherapy using CA and discuss how and where this study makes a valuable 

contribution to the field. Because the medical consultation is a related institutional 

setting which has received a great deal of attention in CA, I provide an overview of the 

research into medical interaction in section 1.4 in order to compare and contrast the two 

areas and to highlight the need for the present study.  I then give an overview of the 

organisation of this thesis in section 1.5 before highlighting in section 1.6 where and 

how this research contributes to the study of psychotherapy, institutional interaction, 

and conversation analysis more generally.  

                                                 
2 More recently, studies by Bercelli, Rossano and Viaro (2008b) and Muntigl and Zabala (2008) have 

begun to explore client-narratives in psychotherapy and how narratives are solicited, occasioned and 

expanded. 
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1.1 Psychotherapy 

1.1.1 What is psychotherapy? 

‘Psychotherapy’ is a term which covers a diverse array of approaches to psychological 

healing. In its broadest sense, the term ‘psychotherapy’ can be applied to “the use of 

absolutely any technique or procedure that has palliative or curative effects upon any 

mental, emotional or behavioural disorder” (Reber 1995: 621).  Such a definition can 

even include the palliative effect of talking about a problem to a friend. A less inclusive 

definition restricts the term to treatments based on psychological principles: 

Psychotherapy is a primarily interpersonal treatment that is based on psychological 
principles and involves a trained therapist and a client who has a mental disorder, 
problem or complaint; it is intended by the therapist to be remedial for the client’s 
disorder, problem or complaint; and it is adapted or individualized for the 
particular client and his or her disorder, problem, or complaint. 

(Wampold 2001: 3) 

 
‘Psychotherapy’ can be used as a generic term to cover all models of psychotherapy, or 

as short hand for a specific therapeutic model. Psychotherapy can also include diverse 

configurations of participants, for example, individual therapy, couples therapy, family 

therapy, group therapy, and team therapy. The key feature of psychotherapy as a healing 

practice, whether used broadly or in a more restricted sense, is that the therapy is 

conducted primarily in and through talk.  This distinguishes psychotherapy from forms 

of treatment which use “biological and medical means of producing change such as 

medication, diet, exercise, megavitamins and psychosurgery” (Kazdin and Weisz 2003: 

10).  

 

As is evident from the scope of the definitions given above, psychotherapy is far from a 

homogenous treatment method. Even when taking the narrower, or more restricted 

definition of ‘psychotherapy’ and excluding religious and spiritual healing practices, 

models of psychotherapy can differ radically in many aspects including their focus, 
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duration, and the psychological theories on which they are based. Wampold (2007) 

writes:  

The explanatory systems of the three main forces in psychotherapy – 
psychodynamic, behavioural, and humanistic – offer dramatically different 
psychological explanations for various disorders. The variability in psychological 
explanations has given rise to a plethora of psychotherapies, numbering in the 
hundreds. 

(Wampold 2007: 859) 

 
To demonstrate diversity in approaches to psychotherapy, below, I present key aspects 

of two approaches from different schools of psychotherapy: classical psychoanalysis 

from the psychodynamic school, and cognitive therapy from the behavioural (or 

cognitive-behavioural) school. 

 

1.1.1.1 Psychodynamic School 

Freudian psychoanalysis is the most well known of all the psychotherapies. Although it 

is no longer widely practiced, its contribution to the practice of therapy has been 

enormous (see Singer 1980). Classical psychoanalysis emphasises the role of 

unconscious mental processes. For Freud, the ‘unconscious’ was “a special realm, with 

its own desires and modes of expression and peculiar mental mechanisms not elsewhere 

operative” (Freud 1965/1924: 222). Unconscious processes are unavailable and 

unknown to conscious awareness, yet they are understood to shape and influence 

everyday behaviour. The unconscious is deemed to be part of the mind where desires, 

thoughts, and memories that are unfavourable, socially unacceptable, and traumatic are 

driven to, or ‘repressed’. 3 The unconscious is conceived as a sort of holding-pen where 

these repressed thoughts and wishes are pent up in an instable, bubbling store of 

repressed mental processes which manifest as problematic behaviours in everyday life. 

In psychoanalysis, the patient is not able to report on their unconscious directly. Patients 

                                                 
3 For Freud, repressed sexual desires were all-important. 
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are aware of the effect of their unconscious, i.e. of their symptoms, but not of the 

underlying, unconscious causes, or ‘mental antecedents’ of those symptoms (Freud 

1965/1924: 288). The experienced psychoanalyst gains insight into the patient’s 

unconscious mind rather ‘indirectly’, for example, through analysing patients’ ‘Freudian 

slips’, dreams, and how patients juxtapose things in their talk (‘free association’). The 

patient is encouraged to: 

... put himself into a condition of calm self-observation, without trying to think of 
anything, and then to communicate everything which he becomes inwardly aware 
of, feelings, thoughts, remembrances, in the order in which they arise in his mind. 

 (Freud 1965/1924: 298) 

The role of the analyst is to ‘interpret’ the meaning of the patient’s talk, thus making the 

patient’s unconscious conscious. “As soon as the unconscious processes involved are 

made conscious, the symptom must vanish” (Freud 1965/1924: 290). 

 

Psychoanalytic treatment is typically quite intensive: “classical psychoanalytic therapy 

often involves at least four sessions a week with each session lasting for a minimum of 

45 minutes” (Nelson-Jones 2001: 39). A course of this kind of therapy can last for a 

number of years. 

 

1.1.1.2 Cognitive-Behavioural School 

In contrast to psychoanalysis, cognitive therapy “is based on the notion that thinking 

plays a role in the etiology and maintenance of at least some disorders” (Hollon and 

Beck 2004: 447). Psychological disorders are understood to be the result of ‘cognitive 

distortions’ (Beck 1963) – “systematic errors in reasoning” (Beck and Weishaar 2005: 

247). Treating clients with cognitive therapy involves correcting their faulty or 

maladaptive thoughts, thought processes, irrational beliefs and assumptions. Cognitive 

therapy is far more directive than psychoanalysis. For example, the client and therapist 
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collaboratively define the clients’ problems; they may establish a list of problems, set 

goals for the therapy, and the client may be given ‘homework’ to work on between 

sessions (Beck and Weishaar 2005). Therapists also typically utilise a series of 

questions, known as ‘Socratic questioning’ or ‘Socratic dialogue’ as a way of getting 

clients to examine and assess their thought processes, and beliefs (Beck and Weishaar 

2005).  The length of cognitive therapy can vary according to the client’s disorder, but it 

is generally short-term therapy. A typical course of therapy may consist of between 5 - 

15 weekly sessions of around 45 minutes (Nelson-Jones 2001: 344).  

 

The two approaches presented above – psychoanalysis and cognitive therapy – differ 

significantly in how they explain clients’ problems (as a result of unconscious processes 

versus cognitive distortions); and consequently, how they treat clients’ problems and 

enact change in the client (through revealing unconscious processes versus correcting 

cognitive distortions). These two approaches are cornerstones of two theoretical schools 

and have been hugely influential in the development of subsequent theories. There are 

now literally hundreds of approaches to psychotherapy, all of which differ to varying 

degrees in how they conceptualise psychological problems, how problems are thought 

to be acquired, and how they can be treated.  

 

So, of the hundreds of different psychotherapies, which of them work? The answer, 

somewhat surprisingly (and rather controversially), is all of them. Moreover, they all 

seem to work equally well. In the next sections, I discuss psychotherapy outcome 

studies which evaluate the efficacy of psychotherapy for clients, and the ‘dodo-bird 

verdict’, the finding that all therapies are equally efficacious. I then examine research 

which is concerned with discovering why and how psychotherapy works: psychotherapy 

process research. 
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1.1.2 Investigating psychotherapy – outcome studies, meta-analyses and the 

‘dodo-bird verdict’ 

Outcome studies quantify the benefit of psychotherapeutic treatment. They use 

statistical measures to estimate the amount of change that therapy brings about in 

clients. Under experimental conditions, subjects are randomly assigned to a group, their 

psychological functioning is tested, treatment is administered, and afterwards the 

subjects’ psychological functioning is assessed again and tested for statistically 

significant differences (Wampold 1997: 23). Outcome studies evaluate either absolute 

or relative efficacy of psychotherapy. Absolute efficacy measures differences between a 

control group which receives no treatment, and a treatment group receiving 

psychotherapy. Relative efficacy allows comparisons to be made between the efficacy 

of two different types of therapy with each group receiving treatment (see Wampold 

2001; Drisko 2004: 83). 

 

In order to make sense of and compare the findings of copious independent outcome 

studies, researchers employ ‘meta-analytic’ research methods. Through meta-analyses, 

researchers aim to “compare the effects of different types of therapy and relate the size 

of the effect to the characteristics of the therapy (e.g., diagnosis of the patient, training 

of the therapist) and of the study” (Smith and Glass 1977: 752).  

 

A significant and recurrent finding of meta-analyses of psychoanalytic outcome studies 

is that “psychotherapy is remarkably efficacious” (Wampold 2001: 71).4  Wampold 

writes: 

                                                 
4 A notable opposing view is that of Eysenck (e.g.1952). Eysenck argued that outcome studies “fail to 

prove that psychotherapy, Freudian or otherwise, facilitates the recovery of neurotic patients. They show 

that roughly two-thirds of a group of neurotic patients will recover or improve to a marked extent within 
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From the various meta-analyses conducted over the years, the effect size related to 
absolute efficacy appears to fall within the range .75 to .85. A reasonable and 
defensible point estimate for the efficacy of psychotherapy would be 0.80 […].  
This effect would be classified as a large effect in the social sciences, which means 
that the average client receiving therapy would be better off than 79% of untreated 
clients. 

(Wampold 2001: 70) 

In addition to demonstrating that therapy is substantially more beneficial for clients than 

no treatment, results from meta-analyses have also shown that there is uniform efficacy. 

This means that there is not a statistically significant difference in efficacy in the 

outcome of different approaches (see Smith and Glass 1977; Bergin and Lambert 1978; 

Lambert and Bergin 1994; Luborsky 2001; Wampold 2001; Luborsky, Rosenthal, 

Diguer et al. 2002; Wampold, Minami, Baskin et al. 2002).  

 

How is it that radically different models of therapy can have similar outcomes? Lambert 

and Bergin (1994) suggest three possible explanations:  

The general finding of no-difference in the outcome of therapy for clients who 
have participated in highly diverse therapies has a number of alternative 
explanations: 

1. Different therapies can achieve similar goals through different processes. 

2. Different outcomes do occur but are not detected by past research strategies. 

3. Different therapies embody common factors that are curative although not 
emphasized by the theory of change central to a particular school. 

(Lambert and Bergin 1994: 161) 

The idea that different therapies include common components is the most widely 

discussed of these explanations (e.g. Luborsky 1995; Ahn and Wampold 2001; Messer 

and Wampold 2002; Rosenzweig 2002 (1936); Drisko 2004; Reisner 2005). However, 

this topic is extensively debated (e.g. Chwalisz 2001; Beutler 2002; Chambless 2002; 

Klein 2002; Rounsaville and Carroll 2002). 

                                                                                                                                               
about two years of the onset of their illness, whether they are treated by means of psychotherapy or not” 

(Eysenck 1952: 322).  
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The notion that all therapies will be equally efficacious, either because they all share 

common factors, or because of ‘equifinality’ – where different pathways lead to the 

same outcome, is known as the ‘dodo-bird verdict’, coined from Saul Rosenzweig’s 

seminal article in 1936 (republished in 2002) and his use of a quote from Alice in 

Wonderland: “At last the Dodo said, ‘Everybody has won, and all must have prizes’” 

(Rosenzweig 2002 (1936): 5).  Rosenzweig theorised that the reason proponents of 

different approaches to psychotherapy can all claim success of their treatment methods 

(i.e. ‘Everybody has won, and all must have prizes’) is that all therapies share common 

features and will therefore have similar outcomes.  The features Rosenzweig identified 

as implicit to therapy are: the therapeutic relationship; catharsis; aspects of the 

therapist’s personality; and the consistency with which the therapist adheres to the 

method employed.  Rosenzweig also suggests that personality has interrelated factors so 

that “it is impossible to change any significant factor or aspect of this organization 

without affecting the whole of it for it is one piece” (Rosenzweig 2002 (1936): 8). This 

means that any given method of therapy would have an effect on the whole personality 

simply by affecting one aspect of it. 

 

Further to the debate that it is common factors which result in the successful outcome of 

therapy, studies have also argued for the increased importance of the role of the 

therapeutic relationship (Horvath and Luborsky 1993; Stiles, Honos-Webb and Surko 

1998; Lambert and Barley 2001); the role of the therapist (Beutler, Machado and 

Neufeldt 1994; Bergin 1997; Beutler 1997; Luborsky, McLellan, Diguer et al. 1997; 

Elkin 1999); and the role of the client (Garfield 1994; Bohart 2000). This is not even 

taking into account the literature that argues that it is specific factors of various 

treatments which lead to successful outcomes in therapy, or that some approaches are 
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more efficacious than others for the treatment of specific disorders, for example, 

cognitive-behaviour therapy as more efficacious for depression, or anxiety disorders 

(Butler, Chapman, Forman et al. 2006). 

 

There are a number of methodological considerations regarding the design of outcome 

studies (Hill and Lambert 2004; Kendall, Holmbeck and Verduin 2004; Westen, 

Novotny and Thompson-Brenner 2004). Outcome studies are statistical analyses which 

quantify the outcomes of therapy through the use of measures such as client’s self 

assessments and self-reports, questionnaires, rating scales, therapist reports, and 

observation (Hill and Lambert 2004; Kendall et al. 2004). In order to ensure the validity 

of the experiments by maximising between-group differences, and minimising within-

group differences, it is necessary to ensure that participants within a group are receiving 

the same treatment, and the treatment is delivered as it is intended (see Wampold 1997; 

Perepletchikova, Treat and Kazdin 2007). This is achieved by standardising treatment 

and employing treatment manuals: “In clinical trials, treatments are delivered in a 

standard fashion (typically guided by a treatment manual), within a time limit, by 

therapists who are trained specifically for the study and are closely monitored and 

supervised” (Wampold 2001: 173). However, paradoxically, the more the 

psychotherapy trials are constrained to exclude extraneous variables, the less like real-

life therapy the trial becomes. This has led some to suggest that the therapy delivered in 

clinical trials is unrepresentative of real-life therapy practice (Weisz, Weiss and 

Donenberg 1992; Shadish, Matt, Navarro et al. 1997; Wampold 1997). 5  Or, as 

emphatically noted by Seligman (1995): 

                                                 
5 In fact, the disparity between clinical trial and clinical practice is even evident in the words used to 

assess their outcome. Efficacy studies measure the outcome of psychotherapy in experimental conditions, 
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The efficacy study is the wrong method for empirically validating psychotherapy 
as it is actually done, because it omits too many crucial elements of what is done in 
the field. 

(Seligman 1995: 966 original italicised) 

 
Another shortcoming of outcome studies is that they only provide information about the 

outcome of psychotherapy;  they do not provide any information about what happens in 

therapy that makes it work, or why it works (e.g. Pachankis and Goldfried 2007). In 

order to understand what happens in therapy, psychotherapy process needs to be 

examined. 

 

1.1.3 Investigating psychotherapy –psychotherapy process research 

Approaches to the study of psychotherapy process are as diverse as the approaches to 

the practice of psychotherapy. Overall, psychotherapy process research aims to 

investigate what actually takes place in psychotherapy. It seeks to examine how and 

why therapy works, “partly to increase understanding, but primarily to increase 

effectiveness by pointing to the crucial ingredients which effect change” (Llewelyn and 

Hardy 2001: 1). There is a myriad of approaches to psychotherapy process research, 

both qualitative and quantitative (for overviews of process research, see Llewelyn and 

Hardy 2001; Hill and Lambert 2004; Orlinsky, Rønnestad and Willutzki 2004). 

Llewelyn and Hardy typologise process studies into three kinds of study: 

descriptive/exploratory studies; studies which explore links between process and 

outcome; and studies which test theories of change (2001: 1). Psychotherapy process 

studies examine psychotherapy in varying levels of detail, from micro-detail to an 

overall treatment history (Orlinsky et al. 2004: 315).   

 

                                                                                                                                               
while studies investigating the outcome of psychotherapy in ‘uncontrolled field settings’ are referred to as 

effectiveness studies (Seligman 1995).  
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A major area of study in psychotherapy process research involves linking process to 

outcome. Researchers formulate and test hypotheses about “one or more presumed 

critical variables that the researcher believes would account for a reasonable proportion 

of the variance in outcome” (Llewelyn and Hardy 2001: 6). The variables may be 

garnered from the theory of psychotherapy being tested, or from the ‘common factors’ 

of therapy, including the therapeutic alliance, the role of the therapist, and the role of the 

client, as mentioned above (e.g. Hill and Lambert 2004). Instruments are developed in 

order to measure and evaluate variables, for example, measures of the therapeutic 

alliance (Barkham et al. 1993; Agnew-Davies, Stiles, Hardy et al. 1998; Friedlander, 

Escudero, Horvath et al. 2006) and empathy (Barkham and Shapiro 1986). Such 

measures are then used to relate the variable with outcome (e.g. Greenberg, Watson, 

Elliott et al. 2001; Horvath 2001).  

 

Another approach to investigating what happens in therapy is to ask the participants 

about their experiences. Qualitative and quantitative research approaches have been 

employed to ascertain both client and therapist experiences of psychotherapy sessions, 

including questionnaires in which the participants evaluate the session (e.g. Stiles 1980; 

Stiles, Reynolds, Hardy et al. 1994); interviews about ‘significant events’ in therapy 

(e.g. Elliott, James, Reimschuessel et al. 1985) or ‘critical incidents’ in the development 

of the therapeutic alliance (Fitzpatrick, Janzen, Chamodraka et al. 2006); and ‘assisted 

recall’ studies in which participants and investigators review recordings of 

psychotherapy sessions and participants are asked to reflect on their experiences during 

therapy sessions (e.g. Elliott and Shapiro 1988; Rober, Elliott, Buysse et al. 2008). 

 

Another approach to psychotherapy process research is to examine language use in 

psychotherapy. However, even within this sub-area of process research there is still 
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significant diversity in how researchers approach the study of psychotherapy and 

language use. Some take a ‘top-down’ approach, advocating the need to link 

psychotherapy process theory with language use (e.g. Russell 1989), others, like 

conversation analysis detailed later in this chapter, take a ‘bottom-up’ approach, 

viewing psychotherapy as a variety of social interaction that is collaboratively co-

constructed by participants. Below, I briefly cover some of the different paths for 

investigating language use and psychotherapy: ‘Verbal Response Modes’ (Stiles 1979; 

1992); ‘Poetics of Change’ (Meares, Butt, Henderson-Brookes et al. 2005); and 

discursive analyses including ‘comprehensive discourse analysis’ (Labov and Fanshel 

1977), discursive psychology (e.g. Edwards 1997), and conversation analysis (e.g. 

Peräkylä, Antaki, Vehviläinen et al. 2008a).  

 

Stiles’ (1979; 1992) Verbal Response Mode (VRM) is a taxonomy for classifying 

utterances. It can be used to analyse any interaction, although proponents argue that it is 

especially suited to psychotherapy because it enables the analysis of the participants’ 

relationship. VRM involves coding utterances into one of eight ‘modes’, each of which 

“implies a particular interpersonal intention” (Stiles 1979: 49). Utterances are coded as 

one of the eight modes depending on whose (either self or other) ‘source of experience’ 

the utterance refers to; whose ‘viewpoint’ is used; and whether the utterance assumes 

knowledge or not.  Stiles argues that the benefit of the coding system  is that “each 

mode describes a microrelationship between communicator and recipient” (Stiles 1979: 

49). Thus, by analysing the modes that each person in an encounter uses, the analyst is 

able to characterise the relationship of the participants.  

 

In Meares, Butt, Henderson-Brooks and Samir’s (2005) article ‘A Poetics of Change’, 

the authors examine the possibility of measuring change in psychotherapy through a 
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close examination of linguistic features, including grammatical structures, word choice, 

modal auxiliaries, and causal relations expressed by if/when, and because/so. The 

authors propose that such aspects of the client’s language can be used in the “charting of 

the waxing and waning of something as elusive as the sense of personal existence” 

(Meares et al. 2005: 661). Shifts in the client’s sense of self, for example, the client’s 

sense of agency or autonomy, are seen to be indexed in the details of the client’s use of 

language.   

 

Increasingly, discursive and interactional research approaches such as 

ethnomethodology, discursive psychology, and conversation analysis are being 

recognised as valuable analytic approaches for analysing psychotherapy process (Kozart 

1996; Madill, Widdicombe and Barkham 2001; Kozart 2002). Micro-analytic 

approaches to the study of psychotherapy as discourse, such as Labov and Fanshel’s 

(1977) ‘comprehensive discourse analysis’, discursive psychology (e.g. Edwards and 

Potter 1992), and conversation analysis (e.g. Peräkylä et al. 2008a) examine 

psychotherapy first and foremost as interaction between participants.  

 

Labov and Fanshel’s (1977) significant publication, Therapeutic Discourse, is a micro-

analysis of the first fifteen minutes of a session of psychotherapy using a methodology 

they term ‘comprehensive discourse analysis’. The authors regard conversation to be “a 

complex matrix of utterances, propositions, and actions” (Labov and Fanshel 1977: 37). 

They intend for comprehensive discourse analysis to incorporate all strata of discourse 

from prosodic features to speech acts to sequences.  
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One of the analytic steps of Labov and Fanshel’s comprehensive discourse analysis is 

‘expansion’. Expansion of the text involves the authors “bring[ing] together all the 

information that we have that will help in understanding the production, interpretation, 

and sequencing of the utterance in question” (1977: 49). Some aspects of expansions are 

quite ‘mechanical’, for example, making explicit pronouns and person referents, and 

time references. Others, however, are more interpretative: “we expand the meaning 

conveyed by the cues into the nearest equivalent in textual terms, according to our best 

understanding of it” (1977: 49). When expanding utterances, Labov and Fanshel also 

draw on their knowledge of the rest of the session examined, other sessions, and the 

therapist’s ‘insider’ knowledge to provide details of the participants’ shared knowledge. 

They use expansions to locate ‘propositions’, which “may be defined as ‘what we are 

talking about, ’ or what is ‘really being talked about’” (Labov and Fanshel 1977: 52) 

 

Labov and Fanshel acknowledge the distinction between approaches which utilise 

speakers’ intuitions and contextual information (top-down, ‘etic’ approaches), and 

approaches like CA, which insist that the analysis is carried out within the text being 

examined (bottom-up, ‘emic’ approaches). While noting that “[t]here is no doubt that 

advances in our knowledge of conversation can be made by both the approaches 

outlined” (1977: 73), they do not limit their reliance on contextual information to the 

text itself.  

 

One of Labov and Fanshel’s most significant observations which has been shown to be 

important in many different types of discourse is their distinction between A-events and 

B-events. A-events are events in the speaker’s biography which are “known to A and 

not necessarily B” (1977: 62). As such, speaker A “has privileged access to these events 

and can deal with them as an expert without fear of contradiction” (1977: 62). This 
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distribution of epistemic rights to experience has been shown to be an important aspect 

of everyday talk (Pomerantz 1980; Raymond and Heritage 2006), and therapeutic 

encounters (Peräkylä and Silverman 1991).  

 

Discursive psychology (DP) (e.g. Edwards and Potter 1992) is another approach to the 

analysis of discourse which has been used to analyse talking therapies. DP is interested 

in how psychology’s topics, for example, thoughts, memory, emotions, beliefs, and 

attitudes, are relevant matters for participants in interaction. In contrast to the 

conceptualisation of discourse as the outward expression of internal mental processes in 

mainstream cognitive psychology, discursive psychology examines how “mental states, 

knowledge, thoughts, feelings, and the nature of the external world, figure as talk’s 

topics, assumptions and concerns” (Edwards 2006: 41). In other words, DP “treats 

mind, personality, experience, emotions, intentions and so on in terms of how they are 

constructed and oriented to in interaction” (Potter 2006: 132).   

 

Matters of thinking and feeling are psychotherapy’s central concerns. In a discursive 

psychology analysis of couples counselling, Edwards (1997; 1999) shows how two 

participants draw on emotions as an interactional resource. For example, Edwards 

(1999) shows how emotions are used to construct two very different versions of an 

event. Emotions are utilised by the couple in their management of accountability and 

blame. Edwards shows how emotion categories are deployed by interactants to achieve 

specific discursive functions in their local and situated environment. 

 

A final discursive approach to the study of psychotherapy is conversation analysis. CA 

is interested in how everyday and institutional activities are accomplished in and 
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through talk. By analysing talk turn-by-turn, CA explicates the “practical management 

of social order” (Heritage and Watson 1979: 123-4). Social identities, such as client and 

therapist, and institutional characteristics, are not regarded as inherent features of a 

person or a setting; instead, they are regarded as being socially constructed turn-by-turn 

through participants’ sustained orientations to the goals and tasks associated with their 

institutional roles and the institutional occasion.  

 

CA makes a significant contribution to understanding how therapy works by 

investigating how psychotherapy is accomplished as a practical task. Analyses have 

explored how participants manage therapeutic tasks as interactional achievements, for 

example, how therapists produce interpretations (Vehviläinen 2003; Peräkylä 2004); 

how the client’s problems are collaboratively produced (Buttny 1996; Antaki, Barnes 

and Leudar 2004); and how participants in group therapy design their contributions to 

be instances of ‘sharing’ (Arminen 1998).  

 

In summary, the multitude of ways to investigate psychotherapy process is as diverse as 

its subject. In their review of ‘Fifty Years of Psychotherapy Process-Outcome 

Research’, Orlinsky et al. (2004) avoid specifying one right way to study psychotherapy 

process and outcome: 

Our argument, rather, is against the promulgation of any one method as the “gold 
standard” in psychotherapy research and for the notion that a genuinely scientific 
understanding of psychotherapy demands the judicious and critical integration of 
results arrived at by varied methods.  

(Orlinsky et al. 2004: 310-1) 

In this thesis, I use conversation analysis to examine the talk that is produced by 

participants in psychotherapy. CA is a research approach which is well-suited to the task 

of analysing psychotherapy: talk is the medium through which psychotherapy is 



 21

conducted and delivered, and conversation analysis is a research approach which 

explicates the organisation of talk. To gain a more thorough understanding of how 

psychotherapy works, it is necessary to understand the interactional processes through 

which it is achieved. In the next section, I describe methodological aspects of CA and 

set out why it is a suitable approach for studying psychotherapy.  

 

1.2 Conversation Analysis 

Conversation analysis is the empirical study of talk-in-interaction which aims to “yield 

the technology of conversation” (Sacks 1984b: 413). Conversation Analysis emerged 

from sociological origins in California in the early 1960s, building on the work of 

Erving Goffman and Harold Garfinkel. The convergence at UCLA of Goffman’s style 

of analysis, “based on observations of people in interaction” (ten Have 1999a: 6), for 

example, observation and explication of how people greet each other (Goffman 1963), 

and Garfinkel’s ‘ethnomethodology’6, the study of “common-sense knowledge and the 

range of procedures and considerations by means of which the ordinary members of 

society make sense of , find their way about in, and act on the circumstances they find 

themselves in” (Heritage 1984b: 4), was further developed by graduate students Harvey 

Sacks and Emanuel Schegloff into the research approach of conversation analysis.  

                                                 
6 Garfinkel (1974) explains the origins of the term ‘ethnomethodology’ as adapted from other ‘ethnos’, 

for example, ethnobotany, ethnomedical, ethnophysics. He writes:  

‘Ethno’ seemed to refer, somehow or other, to the availability to a member of 
common-sense knowledge of his society of common-sense knowledge of his society 
as a common-sense knowledge of the ‘whatever’. If it were ‘ethnobotany’, then it 
had to do somehow or other with his knowledge of and his grasp of what were for 
members adequate methods for dealing with botanical. Someone from another 
society, like an anthropologist in his case, would recognize the matters as botanical 
matters. The member would employ ethnobotany as adequate grounds of inference 
and action in the conduct of his own affairs in the company of others like him. It 
was that plain, and the notion of ‘ethnomethodology’ or the term 
‘ethnomethodology’ was taken in this sense. 

 (Garfinkel 1974: 16). 
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CA recognises that talk-in-interaction is a highly organised and structured social 

undertaking. Close analysis of recorded, naturally occurring conversation reveals how 

interaction is an orderly accomplishment that is produced by the participants on a 

moment-to-moment basis. The goal of the analyst then, is to uncover and describe this 

organisation (Psathas 1995: 3).   

 

In conversation analysis, the organisation of everyday conversation between peers is 

regarded as “the basic form of organization for talk-in-interaction” (Schegloff 1991: 

154).  Other varieties of talk, for example, the talk that characterises interviews, or 

ceremonies, are then understood to be modifications of the turn-taking system of 

everyday talk (Sacks, Schegloff and Jefferson 1974: 729-31). Investigations into how 

various institutional occasions of talk systematically diverge from everyday talk have 

developed into a well-established and productive program within conversation analysis 

– the study of ‘institutional talk’.   

 

1.2.1 Institutional talk 

Despite the primacy afforded to everyday talk by conversation analysts, the bulk of CA 

research now focuses on institutional talk. Institutions are a major part of modern 

society, and talk-in-interaction is central to how the work of most institutions is 

achieved (Arminen 2005). By analysing the talk between participants as they interact to 

carry out their institutional business, CA “explicates the verbal practices and 

interactional arrangements through which institutional practices are realized” (Arminen 

2000: 435).  
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Institutional talk is collaboratively built and locally managed by participants. 

Institutions are ‘talked into being’ (Heritage 1984b) through participants’ sustained and 

systematic modifications to the turn-taking system of everyday talk. As stated by 

Arminen: 

... all other speech-exchange systems that differ from ordinary conversation are 
conventional achievements, whose transformations away from the more primitive 
forms are the very method of constructing these functionally distinct spheres of 
action. 

(Arminen 2005: 16-7) 

Institutional speech-exchange systems may be modified from everyday conversation 

through constraints on: turn-taking, for example turn length, turn type, and turn 

distribution; speakership ‘rights’; topic constraints; lexical choice; and epistemic rights 

of participants (see Drew and Heritage 1992a). The systematic modifications and 

departures from everyday talk furnish institutional speech-exchange systems with 

distinctive and recognisable characteristics. Institutional talk has “a unique ‘fingerprint’ 

for each institutional form of interaction – the ‘fingerprint’ being comprised of a set of 

interactional practices differentiating each form both from other institutional forms and 

from the baseline of mundane conversational interaction itself” (Drew and Heritage 

1992a: 26). It is these practices that we use to identify and recognise talk as typical of a 

particular institutional occasion.  

 

Participants in psychotherapy accomplish the goals and tasks of the institution primarily 

in and through talk. By focusing on the way that participants collaboratively manage 

and accomplish therapy through talk, CA can locate where and how participants 

construct their talk as a unique and specific institutional occasion. CA can contribute to 

understandings of how and why psychotherapy works by identifying the ways that 

participants in psychotherapy systematically depart from the ‘rules’ of everyday 
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conversation; how they talk their institutional identities into being; and the interactional 

resources they employ to accomplish institutional goals.   

 

1.2.2 CA as a valuable research approach to the study of psychotherapy 

There are a number of attributes which make CA particularly beneficial as a research 

approach for analysing psychotherapy: 1) it is a rigorous, data-driven, empirical 

research program which focuses on naturally occurring, real-life interaction; 2) CA 

analyses interaction in participants’ own terms, as opposed to relying on analysts’ 

categories; and 3) CA can explicate how social practices are actually accomplished in 

talk. Each attribute is discussed below and, although the attributes are presented here as 

distinct points, they are in fact interconnected and related methodological aspects of 

CA.  

 

1) CA as an empirical qualitative research approach 

Conversation analysis is a methodologically strong, data-driven research approach to 

the analysis of interaction. The empirical rigour of CA comes from its insistence: 1) on 

the use of recorded, transcribed, naturally occurring interaction; and 2) that any claims 

made by the analyst are demonstrably relevant to the participants themselves. Here, I 

focus on the first of these aspects. 

 

CA uses recordings of naturally occurring interaction as its data.7  Recordings are 

systematically transcribed in micro-detail including details such as in-breaths, pauses, 

                                                 
7 While the importance of ‘naturally occurring data’ is often stressed in CA, Speer argues “discursive 

psychologists and conversation analysts have not thought about the naturally occurring slogan so much as 

reproduced it” (2002: 521). Speer questions the tenability of the CA/DP distinction between ‘natural’ and 

‘contrived’ data. Speer highlights “a potentially contradictory tension” (p 516), pointing out that ‘natural’ 

data – i.e. data that is ‘not produced by research intervention” (Schegloff and Sacks 1973: 291), is often to 
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restarts, cut-offs, hitches, ‘uhms’ and ‘ahs’, and prosodic information – intonation, 

volume, speed, stress, sound stretches. CA is interested not only in what is said, but how 

it is said (Psathas 1995: 11). This “sustained focus on the details of interaction is 

sensitive to the fact that participants themselves observe and analyse each other’s 

actions in extraordinarily detailed and systematic ways” (Heritage and Atkinson 1984: 

412). The transcription system used in CA was originally developed by Gail Jefferson 

(see Atkinson and Heritage 1984) as a way to try to capture the details of conversation 

on paper. Empirical rigour is maintained in that recordings and transcripts are made 

available for others to reanalyse and check for validity (Sacks 1984a; Heritage 1995: 

395). 

 

By using recorded and transcribed data, researchers gain access to the minute details of 

interaction. This is important because “only the smallest fraction of what is used and 

relied on in interaction is available to unaided intuition” (Heritage and Atkinson 1984: 

4). Memorised data examples are unsuitable as it is not possible to accurately recall the 

level of detail that participants in interaction produce and respond to. It is necessary to 

have recordings which can be listened to repeatedly.  

 

                                                                                                                                               
some degree contrived in order to gain participants’ consent and to be recorded, while ‘contrived’ data, 

for example, interview or focus group data, can be studied as natural interaction for that context. In his 

rejoinder, ten Have (2002) argues that the distinction is a question of methodology rather than ontology: 

“The quality of the data, including its naturalness, is always relative to the analytic context in which it 

functions as data, so it is never an inherent property of the materials” (p 529). For ten Have, CA’s 

preference for ‘natural’ data should be understood as “a warning against the general research practice of 

producing one’s own data by conducting interviews etc. on a pre-given topic which is similar to the 

ultimate analytic topic” (p 529). 
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Just as memorised examples are considered unsuitable for analysis, so too are made-up, 

hypothetical data examples. CA’s insistence on the use of naturally occurring 

interaction stands in stark contrast to linguistic attitudes current at the time of CA’s 

emergence in the 1960s. Linguists such as Chomsky (e.g. 1965) 8 and Searle (e.g. 1969) 

used hypothetical, decontextualised, and idealised sentences and utterances as their data. 

Invented examples, or decontextualised utterances plucked from their interactional 

environment are unsuitable for CA because talk is inextricably tied to the interactional 

context in which it is produced. What an utterance is doing in any situation “will depend 

on what it is attached to, and where that is placed” (Schegloff 1984: 32).  CA develops 

explanations of the data and discovers the order that participants themselves are 

producing and orienting to (Sacks 1992b: 420). Recorded, natural data is imperative to 

CA as “all forms of non-recorded data – from memorized observations to all forms of 

on-the-spot coding – will inevitably compromise the linguistic and contextual detail that 

is essential for successful analysis” (Heritage 1995: 395). 

 

As well as distinguishing CA from other linguistic approaches, the use of naturally 

occurring data also stands CA in contrast to approaches to psychotherapy research 

which rely on standardised and manualised models of psychotherapy. As discussed 

earlier, the methodological approach of using randomised clinical trials to assess the 

efficacy of psychotherapy has been criticised for being unrepresentative of actual 

therapy. By analysing real-life, natural therapy data, conversation analysts gain access 

                                                 
8 For example, Chomsky states: “Linguistic theory is concerned primarily with an ideal speaker-listener, 

in a completely homogenous speech-community, who knows its language perfectly and is unaffected by 

such grammatically irrelevant conditions as memory limitations, distractions, shifts of attention and 

interest, and errors (random or characteristic) in applying his knowledge of the language in actual 

performance.” (Chomsky 1965: 3) 
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to the details of how participants collaboratively manage psychotherapy as social 

accomplishment. 

 

2) Analysing interaction in participants’ own terms 

The second attribute which makes CA an empirically strong research approach is the 

requirement that any assertions made by the analyst be demonstrably relevant to the 

participants themselves. The research approach taken in CA is inductive, observational, 

and descriptive. Unlike experimental research projects where researchers set up an 

experiment to test a hypothesis, conversation analysts do not approach the data with 

preconceived hypothesis of what the data will show. Because of this, it is important that 

nothing be dismissed as insignificant or irrelevant prior to analysis (Heritage 1984b: 

241). Nor should the collection and analysis of data be constrained by the analyst’s prior 

assumptions.  The analyst needs show what the participants are attending to, rather than 

trying to fit the data to his or her own preconceptions (Psathas 1995: 2). In this sense, 

conversation analysis is atheoretical – it sets out to reveal and describe “the raw material 

of specific, singular events of social conduct” (Heritage 1984b: 235). 

 

Conversation is a highly organised social undertaking which participants manage on a 

turn-by-turn, moment-by-moment basis. The analyst explicates the competences which 

the participants themselves are relying on “when they engage in intelligible, 

conversational interaction” (Heritage 1984b: 241). Evidence for how a turn-at-talk has 

been understood in a given interaction will be revealed in the next turn. This means that 

CA has in-built procedure for verifying its claims: “[t]he turn-taking system has, as a 

by-product of its design, a proof procedure for the analysis of turns” (Sacks et al. 1974: 

728). 
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Conversation is understood to be both ‘context-shaped’ and ‘context-renewing’ 

(Heritage 1984b: 242) meaning that a turn-at-talk is designed to be relevant to the turn 

that came before it, while also creating a context for the next turn.  The reflexivity of 

talk-in-interaction means that every turn-at-talk is produced by reference to the prior 

talk and has sequential implications for the talk which is to follow.  Heritage (1984) 

explains: 

By means of this organization, a context of publicly displayed and continuously up-

dated intersubjective understandings is systematically sustained. It is through this 
‘turn-by-turn’ character of talk that the participants display their understandings of 
‘the state of the talk’ for one another.  

(Heritage 1984b: 259) 

The analyst is thus not required to provide his or her own interpretation of what was 

happening in an interaction because the participants’ understandings will be displayed 

in the details of the talk.  

 

In CA it is deemed unnecessary – and in fact unwarranted – to go beyond the data. The 

organisation of interaction is understood to be: 

…fundamentally independent of the motivational, psychological or sociological 
characteristics of the participants.  Rather than being dependent on these 
characteristics, conversational practices are the medium through which these 
sociological and psychological characteristics manifest themselves. 

(Heritage 1995: 396) 

Thus, it is not the role of the analyst to speculate, assume or hypothesise what 

participants might have intended, or what were they were thinking or feeling. Nor is it 

for the analyst to attribute sociological categories to the participants, for example, 

gender, race, occupation, class, age etc. Categories that are relevant to participants in 

talk-in-interaction will be oriented to in the talk itself (see Schegloff 1992b).  
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3) Explicating the accomplishment of social actions 

Perhaps the greatest contribution that CA can make to psychotherapy research is its 

ability to explicate how social actions are practically achieved. Competent members of a 

speech community may have no trouble recognising a social action, for example, a self-

disclosure (Antaki, Barnes and Leudar 2005b), or empathy (see Pudlinski 2005; 

Ruusuvuori 2005; Wynn and Wynn 2006; Hepburn and Potter 2007); and members of a 

specialised speech community may easily recognise specialised, professional actions, 

for example, members of a ‘psychotherapeutically aware’ community may easily 

recognise a psychoanalytic interpretation, resistance, or transference. However, while 

members may be able to intuitively recognise the action being performed, they may not 

be able to specify how they know.  Conversation analysis explicates the ‘seen but 

unnoticed’ details of conversation which participants rely on to produce and recognise 

social actions.  

 

Quantitative psychotherapy process studies which test for variables that may have a 

positive correlation with outcome, for example, therapist attributes like warmth and 

empathy, or the therapeutic alliance, need to establish operational definitions of the 

variables so that instances can be recognised, coded and counted. An example of how a 

variable might be defined is given by Antaki, Barnes and Leudar (2005b) in their 

examination of self-disclosures. They discuss how self-disclosures are conceptually 

defined in psychology with statements like: “‘the process of revealing oneself that is 

significant and that would not normally be known by others’” ((Adler & Towne 1999: 

358) cited by Antaki et al. 2005: 182). They write, however, that “psychology’s 

definitions are of little help in recognizing it [self-disclosure] as an action; they do no 

more than capture some conceptual features of what the term disclosure must mean as a 

member’s normative term.” (Antaki et al. 2005b: 182). Using their own cultural 
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competence to recognise instances of self-disclosure in interaction compared with 

reports of personal information which are not hearable as self-disclosures, the authors 

tease out the features that contribute to the recognisability of talk as a self-disclosure.9  

 

Psychology’s provision of ‘robust, but misleadingly simple’ (Antaki et al. 2005b: 182) 

definitions of social actions like empathy, self-disclosure etc. are also found in 

professional ‘stocks of interactional knowledge’ (SIKs).10 Psychotherapy and 

counselling training frequently relies on either abstract theoretical, or conceptually 

defined terms. For example, training counsellors and therapists may be taught that 

‘active listening’ is a central role of the counsellor/therapist, and that to demonstrate 

‘active listening’ the counsellor/therapist should use practical techniques like 

‘reflecting’ and ‘summarising’ (Hutchby 2007: 80-2). However, Hutchby notes that 

“what counsellors are told about the nuts and bolts of how to do active listening tends to 

be highly generalised, and correspondingly vague” (Hutchby 2007: 81). Using 

conversation analysis, Hutchby shows “how the conversational practice of ‘formulation’ 

is utilised to achieve some of the complex interactional work involved in active 

listening” (Hutchby 2007: 98).  

 

Similarly, while ‘empathy’ is regarded as an essential attribute for a psychotherapist or 

counsellor to ‘have’, training counsellors/therapists may not be explicitly taught how to 

‘show’ their empathy. Such a model of ‘empathy’ treats it as a (long term) personal 

                                                 
9 This is discussed further in chapter six. 

10 SIKs are described as the “normative models, theories or quasi-theories concerning professional-client 

interaction … [which] can be found in professional texts, in training manuals and in written and spoken 

instructions delivered in the context of professional training or supervision” (Peräkylä and Vehviläinen 

2003: 727). 
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attribute which is evoked in certain circumstances. On the occasions when ‘empathy’ is 

evoked, it is treated as a mental or emotional state which exists within the ‘experiencer’ 

and is then displayed to the ‘recipient’. In contrast, a number of CA studies have 

examined how ‘empathy’ is achieved interactionally (e.g. Pudlinski 2005; Ruusuvuori 

2005; Wynn and Wynn 2006; Hepburn and Potter 2007). Such studies show the 

practices participants employ to accomplish empathy in talk-in-interaction. 

 

By explicating how participants manage actions like ‘active listening’ or ‘being 

empathic’ as practical accomplishments, CA can provide tangible details of what these 

sometimes vague and abstract interactional phenomena look like, and how they are 

achieved in talk. This is an important way that CA can inform both psychotherapy 

process research and professional understandings of interactional practices in 

psychotherapy and could help training programs. Peräkylä and Vehviläinen (2003) 

identify the creation of a ‘dialogue’ between ‘stocks of interactional knowledge’ (SIKs) 

and CA as an important direction in conversation analysis.  SIKs for psychotherapy 

inform both teaching and training, and the conduct of clinical research. Psychotherapy 

outcome studies employ manuals which aim to standardise the delivery of treatment in 

clinical trials, while process-outcome studies test variables which have interactional 

bases, like empathy, or warmth, and rely on (possibly tacit) understandings of 

interactional practices. Conversation analysis can inform psychotherapy research by 

showing in detail how psychotherapy is accomplished in and through interactional 

practices as well as providing an empirical basis for identifying and recognising social 

actions.  

 

In summary, conversation analysis can offer a great deal to the study of psychotherapy. 

Methodological criticisms directed at psychotherapy research including the subjectivity 
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of qualitative studies, researcher bias favouring the researcher’s model of 

psychotherapy, and the unrepresentative nature of clinical trials to actual practice 

(Wampold 1997; Westen et al. 2004), are addressed by conversation analysis. CA is a 

rigorous qualitative research approach to the study of talk-in-interaction which uses as 

its data recorded naturally occurring interaction and, as such, explicates how 

psychotherapy is produced as a social accomplishment by participants in real-life 

therapy sessions, as opposed to contrived experimental settings. As an inductive and 

descriptive research approach, CA reveals the organisation that is inherent to the talk 

itself and does not bring preconceived theoretical ideas to the data. CA analyses are 

strongly grounded in participants’ observable, demonstrable actions. It is not the role of 

the analyst to go beyond the data to speculate about the mental states (e.g. emotional 

state, thoughts, intentions, or motives) of participants, nor is it appropriate to rely on or 

attribute social relations (e.g. therapist-client, doctor-patient, husband-wife etc.) or 

categories (e.g. man, woman, Australian, Catholic) a priori. Any claims made by the 

analyst must be evidenced by the participants in the talk. Analyst claims are also 

available for verification by other analysts as transcriptions are presented with analyses.  

Finally, CA can show how psychotherapeutically important phenomena, like empathy, 

resistance, self-disclosure, etc. are accomplished interactionally.   

 

1.3 Conversation analysis and psychotherapy talk 

In recent years, the body of work on conversation analysis and psychotherapy has 

grown substantially. This is not to say, however, that the investigation of psychotherapy 

as conversation is an entirely new development. Recent work (Madill et al. 2001; Pain 

2003; Vehviläinen 2003; Antaki et al. 2004; Peräkylä 2004; Antaki, Barnes and Leudar 

2005a; Peräkylä 2005; Forrester and Reason 2006; Hutchby 2007; Antaki 2008; 

Bercelli, Rossano and Viaro 2008a; MacMartin 2008; Peräkylä 2008; Vehviläinen 
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2008) has pioneering predecessors in studies such as The First Five Minutes by 

Pittenger, Hockett and Daheny (1960), Turner’s ethnomethodological study ‘Some 

Formal Properties of Therapy Talk’ (1972), and the influential book Therapeutic 

Discourse (1977) by Labov and Fanshel. Indeed, psychotherapy talk is linked to the 

inception of CA.  Some of the first tapes used by Sacks (e.g. Sacks 1972; 1974; 1992a; 

1992b) for analysing interaction were of therapy talk, namely, group therapy sessions 

and calls to a suicide prevention line.  Psychotherapy did not disappear entirely from 

CA’s view (Davis 1986; Gale 1991; Peräkylä 1995; Buttny 1996; Arminen 1998); 

however, recently, it has undergone a period of rapid expansion with numerous 

researchers focussing on the topic. This is particularly evident with the founding of an 

annual ‘CA and Psychotherapy’ conference in 2004, and the newly released edited 

collection, Conversation Analysis and Psychotherapy (Peräkylä et al. 2008a).11  

 

Studies of psychotherapeutic interaction have drawn from a range of data sets and 

therapy types.  Small sections of sessions or single sessions have been analysed, for 

example, Pittenger, Hockett and Daheny (1960) examine the first five minutes of a 

session; Labov and Fanshel (1977) primarily use a fifteen-minute segment from a single 

session; while Gale (1991) analyses a single 45 minute session between a couple and a 

family therapist. In contrast to single sessions, corpora consisting of numerous sessions 

with several clients and therapists have also been used (e.g. Vehviläinen 2003; Peräkylä 

2004; Antaki et al. 2005a). Some corpora consist of data taken from a particular 

therapeutic school or approach, for example, cognitive-behaviour therapy (Antaki et al. 

2004), classical psychoanalysis (Vehviläinen 2003; Peräkylä 2004; 2008), and 

                                                 
11 A comprehensive overview of developments in CA and psychotherapy is given by Peräkylä, Antaki, 

Vehviläinen and Leudar (2008b).  
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psychodynamic-interpersonal therapy (Madill et al. 2001), others consist of mixed 

therapeutic approaches (e.g. Antaki et al. 2005a; Bercelli et al. 2008a).  Therapy 

between different configurations of participants has also been examined, for example, 

individual therapy (e.g. Vehviläinen 2005), couples counselling (e.g. Edwards 1999), 

family therapy (e.g. Peräkylä 1995), team therapy (e.g. Leudar, Sharrock, Truckle et al. 

2008), and group therapy (e.g. Arminen 1998).  

 

However, despite the growing body of research which investigates psychotherapy using 

CA, our understanding of psychotherapy is still quite fragmented.  Research has 

predominantly focussed on specific phenomena, for example, formulations, questions, 

interpretations, resistance, and problem (co-)construction. In particular, the use of 

formulations has been a dominant focus in CA and psychotherapy research.  

 

1.3.1 Formulations in psychotherapy 

Formulations are an interactional resource that therapists use to accomplish a range of 

important therapeutic tasks. A formulation is a reflexive device which allows its speaker 

to revisit something in the prior talk (Heritage and Watson 1979). Formulations can 

summarise, explicate the gist, and recast the prior talk. Through formulations, speakers 

selectively preserve, delete and transform aspects of the previous talk (Heritage and 

Watson 1979: 129). Therapists’ use of formulations has been a major area of enquiry in 

CA and psychotherapy (e.g. Davis 1986; Buttny 1996; Hak and de Boer 1996; Madill et 

al. 2001; Drew 2003; Antaki et al. 2004; 2005a; Hutchby 2005; Vehviläinen 2005; 

Antaki, Barnes and Leudar 2007; Antaki 2008) and their study has provided 

considerable insight into the practices of therapy, “[i]ndeed we might say that, for CA, 

formulations have been the royal road into the practices of psychotherapy” (Antaki et al. 
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2005a: 629-30). Formulations have been demonstrated to be productively used for a 

number of institutional tasks, for example, establishing a suitable problem for therapy, 

demonstrating ‘active listening’, and doing interpretations.  

 

Formulations are utilised in the process of establishing and co-constructing clients’ 

problems (Davis 1986; Buttny 1996; Madill et al. 2001; Antaki et al. 2004; 2005a; 

Morris 2005). Through formulations, the therapist transforms the client’s version of his 

or her troubles into a problem suitable for therapy. Co-constructing and agreeing on the 

client’s problem is an important task for the participants (although not always 

successfully achieved (Antaki et al. 2004; Morris 2005)) as it establishes a joint 

understanding of the client’s problem, and establishes the problem as relevant and 

available to be addressed in therapy.   

 

Formulations are also used by therapists in the accomplishment of active listening. One 

of therapists’ and counsellors’ main tasks is to listen to the client. Formulations are a 

practical resource available to therapists and counsellors to accomplish ‘active 

listening’. Through formulations, counsellors select, ‘home in’ on, and topicalise 

therapeutically relevant aspects of the prior talk. Specifically, Hutchby shows how 

child-counsellors use formulations to “identify, draw out, and make interactionally 

available ‘feelings’ expressed in the course of the story” (Hutchby 2007: 80) and thus 

“perform ‘translations’ of a child’s talk into therapeutic objects” (Hutchby 2007: 99).  

 

Formulations are also used in the accomplishment of interpretations in psychoanalysis 

(Vehviläinen 2003). Interpretations are a central practice for psychoanalytic 

psychotherapists whereby the analyst uncovers underlying (unconscious) links between 
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apparently separate elements in the patient’s talk. Because interpretations propose to 

reveal connections of which the patient is unaware, the analyst is potentially presenting 

him or herself as having a greater understanding of the patient’s mind than the patient 

has him or herself (Vehviläinen 2003: 575). This goes against the general principle in 

conversation that individuals own their own experience (see Peräkylä and Silverman 

1991). As a result, making an interpretation is interactionally complex. Formulations 

allow the analyst to ‘build a case’ for the delivery of an interpretation. Through 

formulations, the analyst selectively preserves aspects of the patient’s talk to 

demonstrate that the interpretation is based in the patient’s own talk.  

 

Formulations, while not common in everyday conversation, are frequently used in 

institutional talk to accomplish a range of goals and tasks (Drew 2003). In therapy, 

formulations are utilised to achieve various institutional goals, including, establishing a 

problem as relevant for therapy, displaying ‘active listening’, and preparing and 

delivering interpretations. Or, put the other way around, a range of therapeutic goals are 

accomplished through the use of formulations.  

 

1.3.2 The institutionality of psychotherapy talk 

The institutional ‘hallmarks’ of psychotherapy have not been the focus of CA and 

psychotherapy research to the degree that they have been for some other varieties of 

institutional talk, for example, news interviews (Greatbatch 1988; Heritage and 

Greatbatch 1991; Clayman and Heritage 2002; Drew 2003), or doctor-patient talk 

(examined in section 1.4). The overall organisation of sessions of therapy, and how the 

institutionality of psychotherapy is established has not been systematically examined. 

The two main reasons for this are, firstly, that many CA and psychotherapy studies have 
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focussed on individual practices in psychotherapy; and secondly, that psychotherapy is 

not a single, homogenous treatment approach. Some observations about the organisation 

of turn-taking in therapy have been explicitly made (Peräkylä 1995; Bercelli et al. 

2008a), while other characteristics have emerged as peripheral observations to other, 

main foci.  

 

So far, research into psychotherapy talk has focussed on fairly specific phenomena, 

starting either with an interactional practice and exploring its therapeutic use, i.e. taking 

formulations and looking at the range of tasks they are used to achieve (Antaki 2008), or 

starting with a therapeutic task and investigating how it is accomplished interactionally, 

i.e. taking interpretations and explicating how therapists create an environment for their 

delivery (Vehviläinen 2003; Peräkylä 2004). However, both approaches have resulted in 

a rather fragmented understanding of psychotherapy talk. Studies make distinct and 

individual contributions, but they do not cohere to build a unified picture of 

psychotherapy.  This is further compounded by the number of approaches to 

psychotherapy. Interactional practices identified as working in the service of goals 

specific to the model of therapy, for example, interpretations in psychoanalysis 

(Vehviläinen 2003; Peräkylä 2004), circular questioning in Family Systems Therapy 

(Peräkylä 1995), and optimistic questions in narrative and solution-focused therapies 

(MacMartin 2008), are practices closely tied to the specific models of therapy. It is 

unclear whether, or how much, these practices are generalisable to psychotherapy as a 

whole (Vehviläinen et al. 2008: 196-7). As a result, our understanding of psychotherapy 

interaction is still quite disjointed, consisting of individual pockets of research into 

specific aspects of the talk.  
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Some of the institutional characteristics in terms of asymmetry in turn-taking have been 

explored in AIDS counselling (Peräkylä 1995) and psychotherapy (Bercelli et al. 

2008a). 12 In AIDS counselling sessions, Peräkylä (1995) examines the distribution of 

turn-types and outlines the tasks and turn-types associated with counsellors and clients:  

... on a general level, it can be said that the tasks of the counsellors are 
accomplished through two types of turns of talk: (1) questions and (2) informative 
and advisory statements. Accordingly, during the counselling sessions, the clients 
spend most of their time answering the counsellors’ questions, or listening to the 
counsellors’ advice and information. 

(Peräkylä 1995: 38) 

Peräkylä shows that the institutional asymmetry of counselling, whereby counsellors 

ask questions and clients answer, is not a result of rules or prescriptions that specify 

that, for example, the client may not ask questions. Peräkylä argues that the uniform 

asymmetry is achieved as a result of both the participants’ orientations to the tasks 

associated with the institutional setting and their institutional roles, namely exploring 

the client’s feelings and concerns, and giving/receiving advice and information.  

Peräkylä describes the organisation of turn-taking in AIDS counselling as ‘quasi-

conversational’ meaning that turn-taking is not pre-specified, restricted and sanctionable 

as it is in formal institutional settings like courtrooms and news interviews, but rather 

that it is managed on a local, turn-by-turn basis.  

 

As part of their chapter examining therapists’ reinterpretations, Bercelli, Rossano and 

Viaro (2008a) offer a sketch of turn order and distribution for therapy. Drawing from a 

corpus of approximately one hundred sessions of both cognitive and relational-systemic 

                                                 
12 The counsellors in Peräklyä’s data described their method of counselling as based on Family Systems 

Theory (1995: 37) and Bercelli, Rossano, and Viaro (2008a: 43) use data taken from cognitive and 

relational-systemic therapists.  
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therapy sessions in Italy, they offer the following characterisation of asymmetry found 

in therapy: 

As for turn types distribution and turn order, a uniform asymmetric pattern is 
observable throughout all sessions in our corpus: 
a) therapists can ask questions about clients’ personal events at any transition 
relevant place in the sessions, and generally ask many questions in every session; 
b) clients do not usually ask questions, except repair initiation questions; 
c) apart from questions, therapists mainly make statements about clients’ events, 
grounded in previous clients’ talk, be they formulations or re-interpretations [...];  
d) clients regularly respond to such statements (in minimal or non-minimal ways).  

(Bercelli et al. 2008a: 44) 

 
As more and more research emerges, institutional features of psychotherapy and 

counselling talk are accumulating, however, these general features of therapy are often 

mentioned as side-line comments to the main (specific) feature being examined. For 

example, in their examination of diagnostic formulations in therapy, Antaki, Barnes and 

Leudar note in passing that “psychotherapy is normatively a setting in which distressing 

experiences can, and perhaps ought, to be frankly described” (Antaki et al. 2005a: 635). 

Vehviläinen (2003) makes a peripheral observation about epistemic relations in therapy 

as a supplementary observation to her examination of interpretations. She notes how 

participants’ epistemic rights are treated differently in therapy than in other interactions. 

Usually, participants in talk-in-interaction treat others’ personal experience as 

knowledge which is ‘owned’ by the experiencer (see Pomerantz 1980; Drew 1991; 

Peräkylä and Silverman 1991; Raymond and Heritage 2006) and indicate their own 

limited access to it. In contrast:  

In a psychoanalytic interpretation, the analyst suggests what the patient’s talk 
means before the patient himself or herself knows it, and indeed, interpretations 
can sometimes even disagree with what the patient believes to be true. 

(Vehviläinen 2003: 575)13 

 

                                                 
13 See also Vehviläinen et al. (2008: 192-3) 
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Observations about ‘missing’ responses to troubles-tellings, such as a lack of 

sympathetic or surprise responses have been noted as a feature of counselling and 

helplines (Emmison and Danby 2007; Hepburn and Potter 2007). In calls to a child 

protection helpline, Hepburn and Potter remark: 

It is notable that CPOs [child protection officers] rarely receipt such reports with 
actions that might be common in noninstitutional situations (Potter & Hepburn, in 
press). Full-scale surprise at the abuse, explicit condemnation of the perpetrator, 
and overt sympathy for either victim or reporter are unusual.  

(Hepburn and Potter 2007: 100) 

 
In comparison, participants in ordinary conversation who are aligning as troubles-

recipients produce affiliative responses, such as, Oh: no:.,  Oh:: sh:i:t., or How awful. 

(Jefferson 1988a) in response to troubles-tellings. 

 

The overall organisation of the session has also been noted as a side-line to other 

matters. The following brief comment regarding the organisation of psychoanalytic 

sessions is given prior to Vehviläinen’s analysis of interpretations:  

In the initial part of an encounter, the patient usually talks about topics of his or her 
choosing, while the analyst listens and observes, limiting his or her contributions to 
minimal responses and clarifications. At some point, the analyst begins to focus on 
particular aspects of the associated material by asking questions or producing 
evaluations and summaries. The patient may then be asked to associate again, and 
new focus points are found.  

(Vehviläinen 2003: 576) 

Features of psychotherapy as institutional interaction, including observations about what 

is normatively discussed in therapy, what is missing, and how sessions are organised 

have been noted in previous research, however, such observations have not been the 

primary focus of the papers.  

 

As research into psychotherapy talk accumulates, more and more is being revealed 

about its nature as institutional talk. With Peräkylä’s (1995) and Bercelli et al. (2008a)’s 
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descriptions of turn-taking practices in counselling and psychotherapy, and the 

cumulative findings of the research focusing on specific actions by (predominantly) the 

therapist, and the client, a clearer picture of the institutional nature of psychotherapy 

talk is emerging (see Vehviläinen et al. 2008; Peräkylä et al. 2008a: 21).  

 

However, while practices of therapy have been explored, how these aspects set therapy 

apart from other varieties of institutional talk has not been explicitly examined. 

Institutional talk is “an occasion of interaction which had an achieved shape of a 

particular sort, imparted to it by the practices of talk-in-interaction deployed by the 

participants who composed and produced it” (Schegloff 1988/89: 216). However, this 

can in fact be divided into two separate questions: 1) what are the interactional practices 

that participants deploy to achieve institutional tasks? and 2) how does the ‘achieved 

shape’ of the interaction differ from the shape of other varieties of talk? Research in CA 

and psychotherapy has predominantly focussed on the first of these questions without 

relating the findings to a bigger picture of psychotherapy talk as an institutional variety 

of talk.  In this respect, CA and psychotherapy research is still in its infancy with more 

research needed to pull disparate research parts together and to show how and if they 

contribute to a general ‘psychotherapy talk’ shape. The institutional practices of a 

related variety of institutional talk, doctor-patient talk, and how the practices contribute 

to the distinctiveness of the talk has been thoroughly investigated in CA. Findings from 

doctor-patient talk can be drawn on to inform, compare, and contrast findings in CA and 

psychotherapy particularly in terms of sequential organisation of stages in the 

consultation/session. 
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1.4 CA and the study of medical interaction 

Psychotherapy and general practice consultations share “a strong element of 

consultation” (Antaki et al. 2005a: 630). In both, there is a trained professional and a 

client. Typically, the client attends the professional’s consultation room at a pre-

arranged time; the client’s well-being is the central concern of both of the participants; 

and the professional’s interventions are aimed at ameliorating the client’s personal 

problems, whether physical, mental or emotional. The basic similarities between 

medical and psychotherapeutic interactions make the substantial body of research into 

the organisation of medical consultations relevant for analysing psychotherapy talk. The 

medical interaction literature informs and supports the analysis of psychotherapy talk as 

well as allowing comparisons to be made between the settings.  While the two settings 

do share some features, there are also important differences between them which are 

consequential for the organisation of the talk. Here, I give an overview of research into 

doctor-patient talk. Firstly, I outline some general observations about the 

‘institutionality’ of medical interactions. I then discuss the organisation of consultations 

into distinct activity phases.  

 

1.4.1 Institutional features of medical consultations 

The institutional nature of doctor-patient talk is characterised by interactional 

asymmetry between the doctor and the patient. Primarily, this asymmetry has been 

discussed as an asymmetry of ‘initiative’ (Frankel 1990; Maynard 1991a; ten Have 

1991; Robinson 2001a; Heritage 2006; Jones and Beach 2006) whereby doctors 

typically produce initiating actions, and patients produce responding actions.  This 

asymmetrical distribution of turns is one way participants orient to and enact the 

institutionality of the speech-exchange system. Asymmetries are also found in 

participants’ orientations to topic and participants’ epistemic rights. 
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Doctors’ ‘rights’ to initiate actions, particularly by asking questions, are sometimes 

talked about in terms of ‘authority’ or ‘control’. A question, as a first pair part of an 

adjacency pair (see Sacks 1992a: Lecture 12, Part 1), makes a response the relevant next 

action, and the design of the question constrains the response. Thus, in medical 

interactions, “questions can be seen as one component of a formatted device for 

limiting, obliging, and in some cases demanding, what the conditions for subsequent 

actions will be” (Frankel 1990: 234). Additionally, according to Sacks’ ‘chaining rule’, 

“a person who asks a question has a right to talk again” (Sacks 1992a: 49). This means 

that doctors can constrain the types of contributions that the patient can relevantly 

produce, and sustain this ‘control’ by virtue of the chaining rule. Patients’ questions are 

found to be ‘dispreferred’ in medical interviews both in terms of prevalence (Frankel 

1990) and in the way they are treated by doctors (Jones and Beach 2006).   

 

The participants also orient to the doctor as having the right to initiate phases of the 

consultation. For example, ten Have (1991) notes that although patients take the 

initiative to make the appointment with the doctor, once at the surgery or clinic, the 

doctor takes over the rights of initiative. The doctor chooses when she or he is ready to 

see the patient, when the patient may enter the consultation room, and when the 

consultation will begin. The doctor summons the patient; invites her or him to enter the 

consultation room and to take a seat; and solicits the patient’s presenting concern. While 

transitions between phases in the medical consultation are achieved collaboratively, it is 

typically the doctor who initiates activity transitions (see Robinson 2001b; Robinson 

and Stivers 2001). 
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In addition to the asymmetries in terms of turn-taking and turn-distribution, doctor-

patient talk is also characterised by asymmetrical entitlements to knowledge. In medical 

interactions, participants have to manage conflicting demands regarding their ‘rights’ to 

knowledge – patients have rights to their state of health as experiencers, whereas 

doctors have professionally sanctioned rights to patients’ health as experts with 

specialised biomedical knowledge (Drew 1991; Heath 1992; Gill 1998). The 

participants’ orientations to their epistemic roles in institutional interaction can be 

observed in the way that doctors and patients display their respective knowledge. For 

example, patients “display that they know what they are feeling and experiencing, and 

that they are entitled to this knowledge” (Gill 1998). However, patients use a number of 

interactional resources to downplay their entitlement to knowledge when putting 

forward their own ‘candidate’ or ‘lay’ diagnoses, for example, by using question 

formats, or mitigators like thinking, wondering, maybe, possibly, etc. (Gill 1998; 

Pomerantz 2002; Stivers 2002b). 

 

The institutional characteristics of medical interaction discussed above take into 

consideration aspects of turn-taking, and distribution of turns and actions; turn-design; 

and epistemic roles and entitlements. Another major dimension of interactional conduct 

that is a focus of research in institutional talk is the examination of the ‘overall 

structural organization’ of the interaction (Drew and Heritage 1992a: 28-9).  

 

1.4.2 Consultation organisation: The structural organisation of medical 

consultations 

Byrne and Long’s (1984/1976) highly influential book Doctors Talking to Patients is an 

early micro-analytic, observational examination of how doctors and patients talk to each 
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other during GP consultations. The authors identify a logical sequence of events for the 

course of a consultation: 

I. The doctor establishes a relationship with the patient. 
II. The doctor either attempts to discover or actually discovers the reason for the 

patient’s attendance. 
III. The doctor conducts a verbal or physical examination or both. 
IV. The doctor, or the doctor and the patient, or the patient (in that order of 

probability) consider the condition. 
V. The doctor, and occasionally the patient, detail treatment or further 

investigation. 
VI. The consultation is terminated usually by the doctor. 

(Byrne and Long 1984/1976: 21) 

 
The organisation of GP consultations into distinct activity stages is not a prescriptive 

sequence, but a product of participants’ orientations to the goals and tasks of the 

encounter.  

 

Consultations are comprised of ordered activity phases and each phase has an internal 

organisation which is locally managed (see Robinson and Stivers 2001; Robinson 

2003). How participants negotiate and manage each of the phases has been examined in 

detail. In the following table, I provide an outline of the stages of medical consultations 

and areas of research within each. 
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Table 1.1 – Research into stages of the medical consultation 

Stage  

 

Openings 
 

 
Organisation of openings (Heath 1981; Robinson 1998) 
 
Medical records (Heath 1982) 
 

 

Problem Presentation 

 
 
 
Design of doctors’ problem soliciting questions and implications for 
how patients present their concerns (Heath 1981; Robinson and 
Heritage 2005; Heritage and Robinson 2006b; Robinson 2006; 
Robinson and Heritage 2006) 
 

  

Soliciting patients’ 

presenting concern 

 

  

Patients’ presentation of 

their concerns 

 

 
Design of patients’ problem presentations (Ruusuvuori 2000; 
Robinson and Heritage 2005; Halkowski 2006; Heritage and 
Robinson 2006a)  
 
Symptoms vs ‘candidate diagnoses’ (Stivers 2002b) and ‘lay 
diagnoses’ (Pomerantz 2002) 
 
‘Doctorability’ (Heritage and Robinson 2006a; Heritage 
forthcoming) 
 
Patients’ explanations for their illness (Gill 1998) 
 

 

 

Examination 
 
Verbal – i.e. history taking 
 
 
 
Physical – i.e physical examination 
 

 
 
Questions in history taking (Boyd and Heritage 2006) 
 
Online commentary during examination (Heritage and Stivers 1999) 
 
 
Transition between history taking and physical examination 
(Robinson and Stivers 2001) 
 
Expression of pain in examination (Heath 1989) 
 

 

Diagnosis 

 
Aspects of delivery and receipt of diagnosis (Maynard 1991b; Heath 
1992; Peräkylä 1998; 2002; Maynard 2003; Heritage 2006; Jones and 
Beach 2006; Maynard and Frankel 2006; Peräkylä 2006) 
 

 

Treatment 

 
Prescribing (Stivers 2005b; Greatbatch 2006; Stivers 2007b) 
 
Treatment decisions (Stivers 2002a; 2006) 
 

 

Closings 

 
Organisation of closings (Robinson 2001b; West 2006) 
 
Addressing patients’ unmet concerns (Heritage, Robinson, Elliot et 
al. 2007) 
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A comparable survey of activity stages or phases in psychotherapy sessions is not yet 

available. There are a number of factors which may contribute to this, besides the 

breadth of research available in medical interactions. As discussed earlier, 

‘psychotherapy’ is not a single, homogenous treatment approach; psychotherapies are 

highly diverse and different models of therapy differ considerably in their theoretical 

underpinnings and their therapeutic interventions. Thus, the organisation of therapy 

sessions may differ substantially according to the model of therapy.  

 

Another reason is that psychotherapy sessions are, for the most part, return visits, and as 

such, they may not be as clearly ordered as medical consultations. Work on medical 

interactions has predominantly focussed on visits in which the patient presents a new 

problem. Researchers who have investigated return, routine or follow-up visits (Heath 

1981; Robinson 2006) have found these consultations to be organised somewhat 

differently, particularly in the way that the doctor initiates the consultation. Heritage and 

Maynard note that “it can be relatively easy to identify the relevant sections of the acute 

primary care encounter (follow-up and routine visits are often less clearly structured)” 

(2006: 15, my emphasis). This is because the presentation of a new problem ‘triggers’ 

the ordered stages of the consultation: “the establishment of new medical problems in 

acute visits makes relevant an organized structure of social action that is composed of 

an ordered series of medical activities” (Robinson 2003: 27). Psychotherapy sessions, as 

predominantly return visits, may be less clearly structured than medical interactions 

because they are not organised around a new problem each session. Additionally, 

sessions of psychotherapy are typically far longer than medical consultations, 45-50 

minutes, compared with an average of 12.4 minutes for medical consultations 

(Robinson and Heritage 2006). The combined effect of psychotherapy being a) less 
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homogenous; b) less clearly structured; and c) far longer in duration could explain the 

relative paucity of research into the overall organisation of psychotherapy sessions.  

 

In summary, medical consultations have been a major focus in the study of institutional 

talk. Research has established how doctor-patient talk shows systematic departures from 

everyday talk in terms of speakership rights (turn allocation and distribution), epistemic 

rights, and overall structural organisation. The institutionality of doctor-patient talk and 

the structural organisation of the consultation are set up by the participants from the 

beginning of the consultation as the participants each orient to the goals of the 

consultation: establishing the patient’s problem so that it can be treated. The 

organisation of consultations into distinct and ordered activity sequences is made 

relevant by the patient’s presentation of a medical problem (Robinson 2003). As well as 

having an overall sequential organisation, each of the activity phases of the medical 

consultation has its own tasks which are locally managed. That is, the institutionality of 

medical consultations in terms of turn-distribution and design, and sequential 

organisation – both locally and overall, is the result of participants’ sustained, 

collaborative orientations to the goals and tasks of the institution. In this thesis, I take a 

similar approach to examining psychotherapy talk. I am interested in how the central 

institutional task of psychotherapy, talking about the client’s personal experience, is 

established and managed by participants, both sequentially and through aspects of 

design, and how the participants’ orientation to, and accomplishment of, this task  is 

consequential for the organisation of the start of the session. 
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1.5 Overview of the thesis 

Using data taken from over 120 sessions of individual therapy, I examine how the two 

participants, the client and the therapist, accomplish and manage the task of talking 

about the client’s personal experience as a sequential and topical accomplishment in and 

for psychotherapy. I examine how the client’s personal experience is established and 

agreed upon as a relevant topic for joint talk at the start of the session, how the 

participants gradually and incrementally work their way into talk about the client’s 

personal experience, what sorts of talk about personal experience are treated by the 

participants as relevant for therapy, and how that talk is organised and designed. 

 

Before examining the data, I present methodological aspects of this study in chapter 

two.  As mentioned, the data consist of audio recordings of psychotherapy sessions 

recorded over the course of two years of therapy. In chapter two, I discuss the data and 

the participants, and aspects of managing a large data corpus. I describe how the data 

were collected, including ethical considerations of the study, and how sessions were 

selected for transcription and analysis.  

 

Chapters three, four, five and six form the main body of this thesis. They examine the 

sequential organisation of talk as the participants re-establish their therapeutic 

relationship, negotiate what will be talked about in the session, manage their 

institutional roles and design topic talk for therapy.  

 

In chapter three, I discuss session ‘openings’. This phase of the session encompasses the 

interaction from the point at which the participants audibly establish co-presence, to the 

point at which the therapist asks a question which initiates movement into the business 
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of the session. As in medical consultations, openings are the preliminaries that need to 

be negotiated and ‘run-through’ before talk on topic can begin (Heath 1981). I examine 

how the participants negotiate their ‘coming together’ and how they organise and 

manage their progression through this preliminary phase and prepare for the session 

‘proper’ to begin.  

 

Chapter four examines the ‘session initiation sequence’, an extended topic initiation 

sequence the participants use to negotiate their way into their first topic of talk. The 

therapist’s ‘session initiating question’ functions as a pivot from the opening into the 

session ‘proper’. The ‘first’ question, typically a ‘how are you?’-type question, plays an 

important role in initiating the business of the session. These questions work to establish 

speakership roles and propose the relevance of the client’s personal state as a topic. 

However, the ambiguity of ‘how are you?’ questions can be problematic in institutional 

settings. I discuss the therapist’s initiating question and how the participants display 

their understanding of its function as either an ‘everyday’ ‘how are you?’ or as a topic 

initiating question which projects an elaborated response. I show that the ambiguity of 

‘how are you?’-type questions is utilised by both participants. In particular, I argue that 

the session initiation sequence is an extended topic initiation sequence which the 

participants use to collaboratively negotiate how and when topic talk about the client’s 

personal experience will begin. The sequence plays an important role in the 

management of issues of recipiency, topic priority, and the client’s management of her 

role as a client. 

 

Chapter five examines how the client designs her move into elaborated talk following 

the session initiation sequence. As participants in an ongoing relationship, a task that is 

relevant near the beginning of the session is for the client to provide the therapist with 
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an ‘update’ of things that have happened since their last session. That is, the client 

demonstrates that a relevant task at the beginning of the session is to update the 

therapist on aspects of her personal experience since their last meeting. In this chapter, I 

discuss the sequential organisation of updates and examine how time references are 

utilised by the client as a resource to structure an extended telling-activity. Time 

references create relevance for the client to produce each next ‘instalment’ of her 

update. By producing an update, and through the strong reference to time in updates, the 

client can be seen to be orienting to her relationship with the therapist as ongoing, 

incremental and cumulative. Throughout the course of therapy the client and therapist 

build a shared understanding of the client’s life. By producing updates as one of the 

initial activities of the session, the client orients to the importance of the session of 

therapy as one ‘conversation-in-a-series’ (Button 1991).  

 

Having examined the sequential organisation of the early phases of the therapy session, 

and how the participants negotiate beginning to talk about the client’s personal 

experience , chapter six examines what sort of talk about the client’s personal 

experience the participants treat as relevant for therapy. In this chapter, I show how 

feelings are talked about as a central topic for therapy. Specifically, I argue that the way 

feelings are talked about contributes to the distinctiveness of therapy as a variety of 

institutional talk. I show how the therapist uses questions to: a) demonstrate the 

(in)adequacy of the client’s prior talk as relevant to and for the business of therapy; b) 

topicalise and prioritise talk about feelings over other available topics; and c) manage a 

potential challenge/complaint from the client. After examining the therapist’s actions, I 

then examine how the client designs her talk for therapy through talk about feelings. In 

therapy, the client does not so much express her feelings, but talks about them. Feelings 

are talked about as things which the client can notice, observe, monitor and account for. 
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They are explored for their causes and their consequences. Feelings are also used by the 

client in her construction of a problem for therapy. This chapter examines how feelings 

become salient objects for therapy and things to be collaboratively talked about and 

dealt with by the participants.  

 

1.6 Contribution of this thesis 

This thesis makes a number of contributions, not only to CA and psychotherapy 

research, but also to the study of institutional talk, and conversation analysis more 

generally. It also contributes to psychotherapy process research by examining how 

psychotherapy is conducted in a real-life setting. Here, I outline how this thesis makes 

specific contributions to each of these areas.  

 

Research into psychotherapy using CA has so far predominantly focussed on specific 

interactional phenomena and how they are employed to accomplish therapeutic goals; 

and vice versa: how specific institutional goals are accomplished though talk. This 

thesis takes a step back from such approaches, focussing not so much on specific goals 

and practices in psychotherapy, but a very general and pervasive feature of 

psychotherapy – the relevance of the client’s personal experience. I examine how this 

central aspect of the institutionality of psychotherapy talk is initiated, organised, and 

designed by these two participants. This thesis contributes to the study of psychotherapy 

by explicating how this key aspect of therapy-talk is accomplished by the participants. 

In doing so, it also demonstrates some of the features that make psychotherapy a unique 

and recognisable variety of talk.  I investigate how the participants in the current data 

establish their institutional roles at the start of the session; how they establish what sort 
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of talk is relevant for therapy, and when and how it will occur; and I identify elements 

of how talk is designed for therapy.  

 

This thesis also makes a contribution to the study of psychotherapy talk by placing an 

increased focus on the actions of the client. In CA and psychotherapy research so far, 

the main focus of research has been on the therapist’s professional actions. This bias 

towards the professional’s actions is not unique to CA and psychotherapy research; it is 

also the case in much of the research into institutional interaction where there is a 

professional-client relationship (e.g. doctor-patient, therapist-client, interviewer-

interviewee, police-suspect etc.). The focus on the professional’s actions is 

understandable in that the professional is the one who is the institutional representative 

and typically receives training to carry out his or her professional role. However, it is 

also important to understand client practices and the work that the client does to manage 

the interaction. In this thesis, I examine how the client and therapist collaboratively 

manage the initiation of the session; how the client structures her ‘updates’; and how the 

client designs feelings-talk as a topic for therapy.   

 

The research presented in this thesis also contributes more generally to the study of talk-

in-interaction. Despite the overt focus in this thesis on the centrality of the client’s 

personal experience to the institutionality of psychotherapy, and how this is 

accomplished by the participants, the thesis also contributes to conversation analysis in 

general through its focus on the task of reconstituting and managing an ongoing 

relationship. This aspect of the thesis’ contribution is possible principally as a result of 

the longitudinal data. The data comprise over 100 hours of interaction between two 

participants over the course of two years. The significance of the data is that the 

recordings capture the vast majority of the participants’ ‘discourse history’ (Gardner 
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2001). This allows matters of relationship management and maintenance to be 

investigated. Although the relationship here is one of therapist and client, the 

participants are, as in any other ongoing relationship, accountable for managing their 

relationship as built on a shared history.  

 

Finally, although this thesis is aimed primarily at a conversation analytic audience, this 

study also contributes to psychotherapy process research by showing how participants 

in real-world therapy undertake psychotherapy as a practical task. Increasingly, the 

value of qualitative, transcript-based research is being recognised (Lepper and 

Mergenthaler 2007). By describing the organisation and management of actual 

psychotherapeutic practice, this thesis identifies specific ways that psychotherapy talk 

differs from other types of interaction, and by doing so, may help to expose what makes 

psychotherapy work.  

 

1.7 Conclusion 

In this chapter, I have introduced psychotherapy as a treatment method; introduced 

conversation analysis as a qualitative research approach for studying talk-in-interaction; 

and discussed how and where CA can contribute to the study of psychotherapy. Many 

studies investigating psychotherapy outcome have found that psychotherapy is highly 

efficacious. However, while it is relatively well accepted that psychotherapy works, 

how or why it works is not as clear.  By investigating how participants in real-life 

psychotherapy accomplish psychotherapy as a practical social accomplishment, 

conversation analysis can provide valuable insights into the processes and practices that 

participants utilise to construct and manage psychotherapy talk.  
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In recent years, CA research into psychotherapy has grown substantially. However, so 

far, CA’s understanding of psychotherapy a variety of institutional talk is still rather 

fragmented. Research has predominantly focussed on specific phenomena, for example, 

formulations, questions, interpretations, resistance, and problem (co-)construction. This 

has resulted in detailed, yet distinct pockets of research. The focus on the details of 

psychotherapy interaction means that the bigger picture of therapy, for example, the 

overall organisation of sessions of therapy, or the institutional asymmetries that 

participants orient to and which contribute to psychotherapy as a recognisable, distinct 

variety of institutional interaction, has not been as thoroughly examined.  This thesis 

begins to address this gap in CA and psychotherapy research. A key feature of 

psychotherapy is that it is centrally concerned with the client’s personal experience. In 

this thesis, I examine how participants in therapy establish and orient to the relevance of 

the client’s personal experience for therapy both through their sequential management 

of the start of sessions of therapy, and through their design of topic talk in and for 

psychotherapy.  
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Chapter Two 
 

Data and Method 
 

2.0 Introduction 

The current study is based on audio-recordings of sessions of psychotherapy between 

two participants, one therapist and one client, over the course of two years of their 

therapy. The participants met regularly, either once or twice a week depending on the 

stage of therapy, with sessions lasting around 50 minutes to an hour. The data used in 

this thesis are recordings of sessions two to 134, of which, eighteen were selected for 

transcription. Although therapy continued past session 134, session 134 was nominated 

as a suitable point to cease data collection because, in this session, the client articulates 

positive changes in her life. The course of therapy was regarded by the therapist as 

having been successful; in session 134 the client asserts her experience of the success of 

treatment. This chapter gives some brief background information about the model of 

therapy – the Conversational Model (e.g. Hobson 1985; Meares 2005), and the 

participants, before discussing methodological aspects of the research including 

procedures for gaining ethics approval, data-collection and data selection, and 

transcription.  

 

2.1 Therapeutic approach and participants 

The therapeutic approach employed by the therapist in the current data is the 

Conversational Model, a psychodynamic approach to psychotherapy. However, in this 

thesis, I do not rely on theoretical assumptions of the model of psychotherapy to explain 

the data. CA is a bottom-up, data-driven approach to the study of talk-in-interaction 
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which regards institutional talk as a collaboratively produced social accomplishment. 

Participants’ institutional concerns and goals are treated as recoverable from the details 

of the talk. Psychotherapeutic theories intended to guide and inform therapists’ practice 

do indeed have a bearing on how psychotherapy is delivered; however, where, and how 

this happens is a matter to be revealed in the participants’ actions in the talk.  For this 

reason, the theoretical tenets of the Conversational Model are not presented in detail 

here as the theory is not used to explain the talk that occurs. However, because the data 

is taken from a single therapeutic relationship, some information is given both about the 

approach and the participants to account for how this therapeutic relationship came into 

being.  

 

The Conversational Model is an approach to psychotherapy which developed to treat 

people afflicted with “disturbances of the experience of self” (Meares 2005: 3). Meares 

writes: “In 1980, the most severe manifestation of the disturbance was officially given a 

name – the borderline personality” (Meares 2005: 3). Borderline Personality Disorder 

(BPD) is a disorder traditionally regarded as being resistant to therapeutic intervention 

(Bateman and Fonagy 2000; Meares 2004). The Conversational Model has been 

manualised in clinical outcome studies as psychodynamic interpersonal therapy 

(Stevenson and Meares 1992) and has been found to be effective for the treatment of 

BPD using outcome measures such as “time in hospital, number of episodes of violence 

and self-harm, number of medical appointments, drug use and work history” 

(Stevenson, Meares and D'angelo 2005: 79) (see also Stevenson and Meares 1992; 

Korner, Gerull, Meares et al. 2006). As well as these more objective outcomes, Meares 

argues that the resolution of the fundamental disturbances in the sense of self is the 

central goal of the Conversational Model. However, these changes are much harder to 

assess (Meares et al. 2005). 
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The client in the current data, to whom I have given the pseudonym Clöe, was in her 

mid-thirties at the time of undertaking the therapy examined in this thesis. She came to 

therapy for treatment for “recurrent major depressive disorder” (personal 

communication with the therapist, April 2005).14 Although she had been treated 

previously with both medium term cognitive-behaviour therapy and anti-depressant 

medication, neither had had long-lasting effects on her condition. In addition to her 

depressive disorder, Clöe also had a history of drug dependency. She had used heroin 

for about fifteen years and had been maintained on methadone for ten years.  

 

The therapist, to whom I have given the pseudonym Thom, is a clinical psychologist 

who works within the Conversational Model.15 He is experienced in treating clients with 

personality disorders, as well clients with substance abuse problems. Clöe was referred 

to this particular psychotherapist because of his recognised experience and expertise in 

treating people with complex psychological disorders, and patients who had not been 

successfully treated by other approaches.  

 

2.2 ‘At times I feel really enlightened’: A successful course of therapy 

This therapeutic pair was selected for the study as an example of successful therapy. 

The therapist regarded Clöe’s treatment as successful, and importantly, Clöe also 

regarded therapy as successful.  As stated previously, session 134 was chosen as a 

suitable point to cease data collection because the client explicitly comments on the 

                                                 
14 Details of the client’s diagnosis and psychological history were provided by the therapist as case 

background.  

15 Thom is also trained in other approaches to therapy, including cognitive-behaviour therapy. 
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positive changes in her life in this session. This is significant as the aim of 

psychotherapy is to effect positive change in the client’s life. The following extract is 

taken from session 134.16 

 
Extract 2.1 
[Session 134: 1147-1171] 

1147 Cl:  uh:m:_ (1.0) I’m quite happy with where I’m at; 

1148   and where my life’s at.=an:d_ (2.2) °it’s° 

1149    the littl:e_ the little cha:nges that  

1150    I’m noticing >all the time.=are just<_  

1151    (0.3) making me feel >really< good; 

1152    and give me that_ (.) empowered feeling 

1153    and that’s:_  

1154 Th:  mmm.  

1155  (0.3) 

1156 Cl:  ↑sort of_ °.hhh° (1.2)  

1157    IT’S ↑BEEN ON A ROLL for a while.  

1158  (0.7) 

1159 Cl:  and yes there’s those hiccups¿= 

1160    =there’s those low points and bad points, 

1161    but_ (0.9) uh::m:_ (.) it hasn’t_ (.) 

1162    stopped the progress¿ 

1163  (0.4) 

1164 Th:  mmm[:; 

1165 Cl:     [or my forward movement¿ 

1166  (0.4) 

1167 Cl:  it’s like it’s_ (0.6) just been; 

1168    (1.0) °getting more and more;° 

1169    for a while now¿ .hhh and things 

1170    have been getting easier and better, 

1171    (0.4) ye[a:h? 

 
Here, the client uses a number of positive formulations to explain changes in her life. 

She says: I’m quite happy with where I’m at; and where my life’s at. (line 1147-8); she 

can notice the little cha:nges (line 1149) which make her feel >really< good; (line 

1151) and give her that_ (.) empowered feeling (line 1152). She notes that even some 

hiccups and low points and bad points (lines 1159-60) have not stopped her progress 

                                                 
16 The CA transcription notation used in this thesis is Jeffersonian (Atkinson and Heritage 1984) with 

additional symbols from Gardner (2001). Transcription is discussed in section 2.5. 
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(line 1162) and forward movement (line 1165). Progressively, things have been getting 

easier and better, (line 1170).  

 

In addition to her positive assessments, a few lines later, the client talks about changes 

relating to her heroin use17 (extract 2.2). Studies investigating the effectiveness of the 

Conversational Model have considered drug use, either prescription or illicit, as an 

outcome measure to assess the effectiveness of treatment (Stevenson and Meares 1992; 

Stevenson et al. 2005). In extract 2.2, the client uses her change in drug use as an 

example of how she has changed (lines 1179-1183). 

Extract 2.2 
[Session 134: 1179-1216] 

1179 Cl:  ↑yeah; well I (      ) th(h)ink it i(h)s too:; 

1180    °is_° .hhh is getting through them  

1181    and not being overwhelmed;  

1182    and not_ (0.8) uh:m_ (0.7) ↑yeah. 

1183    »not doing things like going and« using.  

1184  (0.3) 

1185 Th:  mmm[::. 

1186 Cl:     [coz I felt crappy. 

1187  (0.6) 

1188 Th:  [mm. 

1189 Cl:  [and then feeling crappy for longer  

1190    because >I’d used<. hh 

1191 Th:  [mmm::::; 

1192 Cl:  [(h)a(h)nd u::hm_ (0.7) things like that¿= 

1193    =°u:hm::°_ 

1194 Th:  m.Hh so do you think now you can imagine 

1195    a life without °using ever again°¿ 

1196  (0.6) 

1197 Cl:  ↑yea:h. at the moment; yeah. 

1198 Th:  mmm. 

1199 Cl:  yeah. 

1200  (0.6) 

1201 Cl:  uhm_ >at the moment< I’m finding it very hard 

1202    to:_ imagine a li(h)fe ↑wi(h)th u(h)si(h)ng.= 

1203    I just_(0.4) 

1204 Th:  mm[m::; 

1205 Cl:    [>every time I think about using it’s_  

                                                 
17 Referred to by the client as ‘using’. 
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1206    (1.1) u::hm::_ (0.3) [it’s_ 

1207 Th:                       [(it’s a shock) 

1208 Cl:  ↑yeah; it’s ↑odd; it’s a lot of things 

1209    in my life at the moment;  

1210    I just_ (1.7) I ↑dunno:;=I- I keep looking 

1211    back on my pa:st and thinking go:d;  

1212    >↑how could I have been↑< so du:mb; 

1213   (.) °about >so many< thi::ngs; like_ 

1214    I ↑just_ (.) >at times I feel really<  

1215   enlightened? .hh  

1216 Th:  mmm:. 

 

The client has been talking about being able cope better with the hiccups and low points 

and bad points in the previous extract (extract 2.1: lines 1159-60).  She then supports 

her claim of improved coping skills with a change in her heroin use: now, she is not 

being overwhelmed; (line 1181) and »not doing things like going and« using. (line 

1183). The therapist then enquires further into her current attitude towards taking heroin 

by asking: so do you think now you can imagine a life without °using ever again°¿ 

(lines 1194-1195). The client initially answers: ↑yea:h. at the moment; yeah. (line 

1197), before expanding on her second pair part: >at the moment< I’m finding it very 

hard to:_ imagine a li(h)fe ↑wi(h)th u(h)si(h)ng. (lines 1201-1202). She then contrasts 

her current state with her past and formulates the change with another positive 

assessment: >at times I feel really< enlightened? (lines 1215).  

 

The client’s stance towards ‘using’ in session 134 can be contrasted with talk about 

using in the second session of therapy:  

Extract 2.3 
[Session 2: 1538-1544] 

1538 Cl:  U::h:m:_ (2.0) »I mean« >I ↑know it’s< gonna be 

1539   with me: for the rest of my li:fe.=↓°it’s like 

1540   alcohol:ism_↓° (0.2) °you kno:w, it’s:_ ° (2.3) 

1541   no matter how many yea::rs; you may go:; 

1542   without us*ing:*; (0.9) °°it’s°° always gonna 

1543   be the:re¿ 

1544  (0.8) 
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In extract 2.3, taken from the participants’ second session, the client constructs heroin 

addiction as permanent affliction, one that is pervasive even when the outward 

symptoms do not indicate its presence: no matter how many yea::rs; you may go:; 

without us*ing:*; (0.9) °°it’s°° always gonna be the:re¿ (lines 1541-1544). By way of 

contrast, in session 134, the client draws on not using heroin as support for her positive 

life changes and constructs using as something from her past that does not fit with her 

current outlook. 

 

Changes in drug use are recognised measures of the effectiveness of psychotherapy, and 

in extracts 2.2 and 2.3, the client presents contrasting stances towards using heroin.  In 

session two (extract 2.3), the client talks about using heroin and how it would ‘be with 

her for the rest of her life’, whereas in session 134 (extract 2.2) she talks about it being 

‘hard to imagine a life with using’.  These constructions, together with the client’s 

positive assessments, such as feeling ‘empowered’, ‘happy’, and ‘enlightened’, and her 

explicit claims of better coping skills, are taken as being indications that therapy has 

been successful for the client and are the basis for nominating session 134 as the final 

session of the corpus. Even though the client’s therapy continued on past this session, at 

this point, and in the client’s own words, the client had experienced positive changes in 

her life, which is the goal of therapy. 

 

2.3 Method: Data collection, data management, and ethical 

considerations  

2.3.1 Background to the project  

The corpus of data used in this thesis is comprised of audio recordings of psychotherapy 

sessions. The project was instigated with the assistance of the therapist, Thom. Thom 
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was interested in the potential for using conversation analysis as a way to gain insight 

into how he practiced psychotherapy. In his clinical supervision of training 

psychotherapists, he found that those new to practicing therapy frequently expressed 

their anxiety about, for example, what to say to clients, how to be empathic listeners, 

how to respond when the client says X or Y. Their training manuals did not cover every 

exigency of the actual practice of therapy. In his own practice, Thom could draw on his 

experience gained through years of clinical practice to deal with the array of situations 

that arise during sessions with clients. However, new, training psychotherapists do not 

have this experience to draw on. While Thom knew how to ‘do’ therapy himself, he 

found it was sometimes difficult to put his finger on exactly how he did it. Thom hoped 

that conversation analysis could illuminate and explicate the practices that he tacitly 

used, but was not explicitly aware of.  

 

Thom routinely recorded sessions with his clients. He used the tapes for clinical 

purposes: to enhance his understanding of what had transpired in sessions; and for his 

own professional supervision. Thom raised the possibility of using tapes of therapy to 

discover, broadly, how to ‘do’ therapy.  

 

With the broad aim of investigating how therapy works (rather than does not work), it 

was important to recruit a client whose treatment had been deemed successful. Client-

participants were sought from the clients attending Thom’s practice. Clöe was identified 

as a suitable participant whose progress was regarded by Thom as having been 

successful. 
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2.3.2 Ethical considerations 

Psychotherapy is an environment where clients normatively disclose the inner-most 

details of their lives. Clearly, a research project using tapes of actually therapy has 

serious ethical considerations. I sought ethics approval from the ANU Human Ethics 

Committee and was granted permission to undertake the research and to solicit consent 

from the therapist and Chloe to use tapes of their sessions for the current research 

project.18  

 

This project proposed using tapes which were initially recorded for clinical purposes, 

for research purposes. Because the tapes already existed, I was, in some respects, 

seeking retrospective consent from participants. However, there are a number of 

advantages for seeking consent ‘after the fact’.  For example, towards the end of 

therapy, the participants have the advantage of knowing what is on the tapes and can 

base their decision on that information. Also, having already undergone therapy, the 

client does not have to feel that future treatment is contingent on participating in the 

research, even though it would be expressly stated that this would not be the case.  From 

a methodological perspective, the advantage of using data originally collected for 

clinical purposes is that it passes the ‘dead social scientist’ test: “The test is whether the 

interaction would have taken place, and would have taken place in the form that it did, 

had the researcher not been born” (Potter 1996: 135).  

 

The clinical tapes were recorded from a microphone located in the consultation room. In 

the first session of therapy, the therapist sought consent from the client to record 

sessions for clinical purposes, and as a result, the first session was not recorded. Some 

                                                 
18 Consent forms and notification of ethics approval can be found in Appendix C 
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sessions were missing due to recording failures. In total, 123 sessions of therapy made 

up the corpus. 

 

Maintaining the participants’ anonymity is a central concern when dealing with natural 

data, especially data taken from a sensitive interactional environment like 

psychotherapy. Psychotherapy is a setting in which clients normatively disclose the 

inner-most details of their lives. However, it is not only the client’s anonymity which is 

important. Therapy-talk is collaboratively produced by participants, and while the 

therapist does not reveal personal information in the same way that the client does, his 

vulnerability in participating is also relevant as his professional conduct is opened up 

for scrutiny. To protect both of the participants’ privacy, I have given the participants 

pseudonyms, and I have altered potentially identifying details, including references to 

people, places, and events in transcripts. Voice changing software (AV Voice Changer 

Software) was used to disguise the participants’ voice quality in audio presentations.19  

In accordance with the approved ethics protocol, both physical and digital versions of 

data were stored securely.  

 

2.3.3 Managing a large corpus: Data selection 

Because conversation analysis is interested in the micro-details of interaction, managing 

a corpus of over 123 therapy hours was a significant aspect of the current project. As it 

was unfeasible to transcribe and analyse the entire corpus of data for the current study, it 

was necessary to select specific sessions to transcribe while at the same time utilising 

the unique nature of the data.  

                                                 
19 To protect participants’ anonymity, audio extracts of data examples are not provided with the thesis. 
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The data used in this thesis is unique in that it is longitudinal and constitutes nearly the 

entire ‘discourse history’ (Gardner 2001) of the participants.20  The first session is not 

recorded, and no doubt the first session plays a vital role in setting up the therapeutic 

relationship as the client and therapist establish the client’s primary reasons for 

attending therapy, and establish important aspects of the client’s biography. Apart from 

this first session, the vast majority of the participants’ interaction takes place in the 

consultation room, and is therefore, caught on tape. The important consequence of 

having the majority of the participants’ discourse history recorded is that it provides me, 

as the analyst, with access to the participants’ shared history.  

 

However, having two years worth of therapy sessions and discourse history brings its 

own challenges. After receiving the therapy tapes, the first step was to listen to the 

data,21 a process which in itself took weeks. I then needed to decide how to select data 

to transcribe and analyse. In order to utilise both the consecutive and longitudinal nature 

of the data, I selected five sessions from around the middle of therapy to transcribe,22 as 

well as the first session on tape (session two), and the session prior to seeking the 

client’s consent to participate (session 101). The rationale for focussing on sessions 

from the middle of therapy was to capture the participants ‘in the midst’ of therapy. The 

five consecutive sessions that are transcribed also capture a ‘crisis point’ in the therapy. 

                                                 
20 For an ‘everyday’ interactional relationship, it would be far less feasible to capture the majority of 

interactions between participants. However, in an institutional relationship, it is possible because the time, 

day and location of the interaction is pre-specified and participants generally do not talk to each other 

outside the consultation time.   

21 As I was listening to the data, I also digitised the recordings, converting them to ‘.mp3’ format.  

22 Sessions transcribed from near the middle of the course of therapy were: 83, 84, 85a, 85b, and 86.  
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The client had been experiencing depression and relationship problems for some time. 

The transcribed sessions capture one session where the client’s distress is acute and 

treated by the therapist as serious and warranting an additional, out of routine, session. 

The consecutive sessions span sessions before and after this crisis point.  

 

Having initially transcribed the seven full sessions, including the five consecutive 

sessions, I then started to examine the data according to the conversation analytic 

principle of ‘unmotivated looking’. When examining the talk, it seemed that sessions 

did not progress in a clear, ‘linear’ manner. Topics of talk seemed to have ‘tendrils’ that 

could run throughout the session, so that, for example, an extended turn at talk, for 

example, a story or explanation, produced near the end of the session could be designed 

as an additional example to support a complaint located somewhere in the prior talk. 

The difficulty of following these tendrils, and finding a suitable boundary for extracts, 

led me to examine how topics of talk were initiated in the first place. This led me to 

examine the opening stages of the session, the focus of this thesis. To investigate the 

beginnings of therapy sessions, I transcribed the first few minutes of sessions either side 

of the original five consecutive sessions, resulting in openings from fourteen ‘mid-

course’ sessions, sessions 78-9023. I also transcribed the beginning and selected parts of 

session 4 and the final session of the corpus, session 134. In total, I selected eighteen 

sessions for analysis. 

 

The course of therapy involved regular meetings between the client and therapist over a 

number of years. As in any long-term and ongoing relationship, the participants build a 

mutual history with every meeting. Examining consecutive sessions from a single 

                                                 
23 Two tapes are labeled ‘session 85’. 
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therapeutic pair allows the participants’ interactional management of their relationship 

to be examined. Their relationship to one another needs to be managed at a number of 

levels. Participants need to relate to one another as client and therapist. They also need 

to manage their shared history and the location of the current session in a series of 

sessions.  The therapeutic relationship is regarded by many as the most important of the 

‘active ingredients’ in psychotherapy (discussed in chapter one), so the question of how 

participants manage, orient to, and construct their relationship through talk-in-

interaction is important to consider. Selecting consecutive sessions of therapy for 

transcription and analysis allows aspects of the shared, cumulative nature of 

psychotherapy talk to be examined in this thesis 

 

2.5 Transcription 

The selected sessions were transcribed using conversation analytic transcription 

conventions established by Jefferson (Atkinson and Heritage 1984), as well as 

additional notation symbols from Gardner (2001).  Gardner’s modifications to the 

Jeffersonian transcription conventions includes symbols to further distinguish 

intonational contours, such as underscore ( _ ) which indicates level pitch and is a 

continuative intonational contour; semi-colon ( ; ) to indicate falling pitch, non-terminal 

contour. Gardner also provides notation for indicating voice qualities such as ( ~ ) to 

indicate tremulous voice (Gardner 2001: xi-xxi). The transcription notation used in this 

thesis is given in Appendix A. 
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I transcribed the data using ‘WavePad’ audio-editing software.24 This program provides 

a waveform of sound files which facilitates the measurement of pauses and locating 

points of overlap onset and termination.  

 

While every effort has been made to transcribe consistently and accurately, it is 

important to note that transcriptions are representations of the data, and as detailed as 

they might be, they cannot capture everything from a recording.  Nor are transcripts 

neutral representations of data. Transcripts already incorporate analytic assumptions and 

interests: “A CA transcript embodies in its format and in the phenomena it marks out 

the analytic concerns which conversation analysts bring to the data” (Hutchby 2007: 

21). A transcript is an analytic resource which is an important step in the analysis of 

interactional data, but it is not in itself the primary data. The data is the audio or video 

record of the interaction. In turn, however, audio or video recordings are only 

representations of the actual social event, and irrespective of whether recordings capture 

audio only or audio and visual information, they cannot capture everything that 

happened in a given social event (see Hutchby 2007: 21).  

 

2.6 Conclusion 

The data used in this study capture nearly the entire discourse history of a client-

therapist relationship over the course of two years of therapy. This chapter has briefly 

described the participants and the data; ethical considerations of the study; and how 

sessions were selected for analysis and transcription.  To utilise the longitudinal nature 

of the data, I primarily selected consecutive sessions for transcription and close analysis.  

                                                 
24 A free version of WavePad is available for download: http://www.nch.com.au/wavepad/  
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These sessions are taken from the midst of therapy and capture the participants engaged 

in their ordinary business of managing the session-by-session task of ‘doing therapy’.  

 

Analysing consecutive sessions of psychotherapy that was regarded by both participants 

to have been successful, this thesis examines how these two participants recurrently 

manage the task of talking the psychotherapy session into being at the start of the 

session. In the following data chapters, I show how the participants orient to and 

construct the session of psychotherapy as an interactional environment for talking about 

and dealing with aspects of the client’s personal experience. 



 71

 

Chapter Three 
 

Opening the Therapy Session 
 

3.0 Introduction 

Psychotherapy is centrally concerned with the client’s personal experience, and talking 

about the client’s personal experience. As such, talking about the client’s personal 

experience is a central task for participants in psychotherapy. However, in order for the 

client’s personal experience to become a matter of joint interactional concern, and the 

business of therapy, the participants have to make it so. This chapter examines the 

organisation of openings in therapy sessions and shows how participants negotiate their 

coordinated entry into an interactional environment where the client can relevantly 

begin to talk about herself and her personal experience. 

 

The organisation of openings to interaction has been examined in a wide variety of 

settings in conversation analysis, for example, interactions on the telephone, face-to-

face, and online; interactions in institutional and everyday settings; and interactions in a 

number of different languages. However, the organisation of openings in psychotherapy 

sessions has not yet been examined.  

 

Openings are “a natural and sequential environment through which interactants move 

from the ‘preliminaries’ to talk on topic” (Heath 1981: 71). The opening stage of an 

interaction is brought to a close when participants move into their first topic of talk. In 

institutional settings, the first topic of talk is where the participants initiate the business 
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of the interaction. In professional-client interaction, “the first move out of the opening 

to talk on topic is marked by a topic-initiating utterance, a turn typically produced by 

the professional” (Heath 1981: 71). In the current data, the move out of the opening and 

into the business of the therapy session is marked by the therapist asking a question 

which (potentially) makes the client’s personal state a relevant topic for talk. In this 

chapter, I examine the organisation of the session up to the emergence of the therapist’s 

initiating question and show how the participants manage the transition from a state of 

not talking to a point where they can relevantly and collaboratively initiate the business 

of therapy. 

 

Openings in the current data are comprised of three sequentially ordered activity phases, 

each with its own distinct tasks. These are: 1) establishing co-presence; 2) ‘ingress’ – 

entering the consultation room and settling down; and 3) initiating the session. I discuss 

the interactional resources that the participants employ to accomplish each of these 

activity phases. Before examining openings in the current data, I discuss findings from 

prior research into openings, both on the telephone and in face-to-face interactions, and 

in everyday talk and institutional settings. This prior research is presented to show how 

openings are an important interactional phase where participants manage a number of 

important tasks prior to the emergence of their first topic of talk. For whatever talk or 

activity that is to take place in any given interaction, participants have to somehow 

manage the task of ‘starting’ that interaction. In institutional settings, participants have 

the task of beginning the interaction and establishing a course of action for an overall 

sequence of activities that is relevant for the goals of the particular setting.  Openings 

play an important role in setting up the interaction that is to follow as it is here that 

participants negotiate their interactional roles, display and establish who they are to 

each other, and negotiate what they will talk about in the forthcoming talk.  
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3.1 Openings 

The organisation of interactional openings has played an instrumental role in the 

development of conversation analysis. The study of the organisation of talk began with 

Harvey Sacks’ access to tape recordings of calls to a Suicide Prevention Center in the 

early 1960s. Sacks began to consider how it was that callers to the helpline managed to 

avoid providing their name at the start of the call (see Schegloff 1992a; Sacks 1992a; 

Hutchby and Wooffitt 1998). In 1964 Sacks told Schegloff about “a ‘wild’ possibility 

that had occurred to him” (Schegloff 1992a: xvi), and gave Schegloff an example of the 

beginning of a call he had heard: 

A: This is Mr Smith, may I help you. 

B: I can’t hear you. 

A:  This is Mr Smith. 

B: Smith. 

(Sacks 1992a: 3) 

The ‘wild’ idea that Sacks raised with Schegloff was: “Is it possible that the caller’s 

declared problem in hearing is a methodical way of avoiding giving one’s name in 

response to the other’s having done so? Could talk be organized at that level of detail? 

And so designed in such a manner?” (Schegloff 1992a: xvii). Schegloff regards this 

episode and these observations as the beginning of what would become ‘conversation 

analysis’ (Schegloff 1992a: xvii-xviii). Significantly, quotations from openings of calls 

to the Suicide Prevention Center are the first examples used in Sacks’ ‘Lecture 1: Rules 

of Conversational Sequence’ (Sacks 1992a: 3; Schegloff 2004). Openings on the 

telephone were also the topic of Schegloff’s doctoral thesis from 1967, and although the 

thesis was not published in its entirety, papers from reworked chapters (Schegloff 1968; 

1979; 1986; 2004) have contributed significantly to CA.  
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Because of their importance in interaction, there have been numerous studies in CA on 

openings since Schegloff’s early work, in both everyday and institutional settings. There 

have been papers investigating telephone opening sequences across different languages 

and cultures, for example Dutch (Houtkoop-Steenstra 1991), Swedish (Lindström 

1994), Samoan (So'o and Liddicoat 2000 ), and Korean (Lee 2006). Technological 

advances have also sparked interest in how openings are achieved on mobile phones and 

with the invention of caller ID (Hutchby and Barnett 2005; Arminen and Leinonen 

2006) as well as in computer mediated or technologically medicated environments such 

as internet chatrooms (e.g. Rintel, Mulholland and Pittam 2001). The openings of 

telephone calls in a number of institutional settings have also been examined, for 

example, a children’s counselling service in Australia (Emmison and Danby 2007), 

emergency services (Whalen and Zimmerman 1987; Zimmerman 1992; Wakin and 

Zimmerman 1999), talkback radio shows (Liddicoat, Brown, Döpke et al. 1992; 

Hutchby 1999) and radio counselling (ten Have 1999b).  

 

Opening sequences are an informative and transparent site for examining social action 

in action as it is here that interactants demonstrably and efficiently work to establish 

what type of talk will relevantly follow. Through opening sequences, participants 

negotiate a number of complex tasks involved in beginning to talk, including: (re-) 

establishing their relationship to one another; negotiating speakership roles; and 

negotiating how the first topic of the interaction will emerge, who will introduce it, and 

when and how it will be introduced. Furthermore, such tasks are typically completed 

across only a small number of turns at talk. As such, opening sequences are in general 

“extremely compact, interactionally dense, and avail themselves of relatively few, 

generally simple resources [...] which are deployed and interpreted with especial 
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subtlety” (Schegloff 1986: 112). Importantly, the interactional tasks that are 

accomplished in openings need to happen at the beginning of every interaction.  

 

To demonstrate how openings work to set up and enable the interaction that is to follow, 

it is useful to compare openings in talk from different settings where there are different 

goals and contingencies. In section 3.1.1 below, I show how the organisation of 

telephone openings differs between two settings – everyday telephone calls (Schegloff 

1968; 1986) and calls to emergency services (Wakin and Zimmerman 1999). The clear 

differences between the two settings are useful for exemplifying how opening 

sequences are designed for the specific goals of the situation. In section 3.1.2, I present 

(non-CA) observations from openings in face-to-face interactions. Then, in section 

3.1.3, I discuss the organisation of openings in medical consultations as a related variety 

of institutional interaction.  

 

3.1.1 Openings on the telephone 

Schegloff’s extensive work on telephone openings (Schegloff 1968; 1979; 1986; 2002a; 

[1970] 2002) provides important insights not only into how openings are conducted, but 

how sequences are organised in relation to each other. In the articles discussed here 

(Schegloff 1968; 1986), Schegloff examines how two-party conversations on the 

telephone get underway, and how speakers negotiate what will be talked about and 

whose ‘right’ it is to introduce the first topic. These papers are particularly relevant for 

understanding the opening sequence in therapy sessions and how an observable 

conversational pattern is initiated.  
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In Schegloff’s (1968) initial work on openings on the telephone, he notes the 

significance of the observation that, in two-party conversation, turn-taking alternates 

with one speaker talking at a time – first a, then b, then a again. This alternating pattern 

is captured by the formula ababab. However, while the formula accounts for a 

conversation that is already underway, it does not provide any information about how 

the sequence gets started, or how any one speaker becomes speaker a or speaker b. 

Although hello is the first word spoken on the telephone, Schegloff realised that it is 

actually the ringing of the telephone that is the first turn. The ringing functions as the 

first pair part of a summons-answer adjacency pair, with the answerer’s hello 

functioning as the second pair part.  

 

The realisation that the ringing of the telephone functions as a summons is significant 

for the organisation of telephone openings because summons-answer sequences are 

preliminary sequences to further talk. A summons projects further talk beyond the 

answer and obligates the ‘summoner’ to speak again.  This rule accounts for the 

observation that it is the caller (i.e. ‘summoner’) who provides first topic. Schegloff 

concludes that the summons-answer sequence provides “not only for the coordinated 

entry into a conversation but also for its continued orderliness” (1968: 1092).  Because 

of the projectability of the summons-answer sequence that obligates the summoner to 

talk again, the summons-answer sequence establishes speakership roles, i.e. who is a, 

and who is b. By answering a summons, the answerer is indicating her/his availability to 

engage in conversation and aligning herself/himself as hearer.  

 

In a subsequent paper, Schegloff (1986) again examines the opening sequences of 

telephone conversations to find out “the ways in which what ends up being talked about 

gets to be talked about” (p 113). Schegloff investigates the ‘routine-ness’ of telephone 
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openings from the initiation of the call to the participants’ arrival at the first topic of 

talk, or the ‘anchor position’(p 116).  Schegloff finds that four core sequences 

recurrently occur before participants reach the anchor position: “a summons/answer 

sequence, an identification sequence, a greeting sequence, and an exchange of 

‘Howareyou’ sequences” (p 117). The following is an example of a routine telephone 

opening:  

 

(Schegloff 1986: 115) 

 

The four sequences identified by Schegloff are resources which participants deploy to 

achieve the tasks of everyday, routine telephone openings.  

 

Institutional telephone openings often display modifications to the four part opening 

sequence so that speakers arrive at the anchor position in fewer turns at talk. A clear 

example of how speakers modify the opening sequence for the contingencies of the 

institutional situation can be seen in calls for emergency assistance where time is a 

crucial element of the call. Wakin and Zimmerman (1999) show how the opening 

sequences of emergency calls are modified through ‘specialization’ and ‘reduction’ of 
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the basic four part sequence to allow for a quick transition through the opening to the 

business of the call.  

 
The following example shows a call to 911:  

 

 
 

(Wakin and Zimmerman 1999: 417) 

 
In emergency calls like the one above, the standard four part sequence is modified and 

reduced to a two part sequence so that the caller announces the business of the call in 

his or her first turn at talk. 

 

Research on the organisation of telephone opening sequences is important for 

understanding therapy openings because it shows firstly, how openings are the 

sequential means through which participants co-ordinate their arrival at a point where 

topic talk can begin, and secondly, how the routine four-part opening sequence is 

modified in institutional calls to achieve the specific goals of the interaction. Because 

participants on the telephone only have access to auditory information, an advantage of 

using telephone recordings as data is that the researcher has access to the same 

interactional information the participants themselves are using. In face-to-face 

interactions, participants have a multitude of visual and physical cues to utilise and 

attend to when beginning an interaction. This means that the organisation of face-to-

face interactions may differ somewhat to telephone openings. However, unlike 

telephone openings where the routine four-part opening sequence can be used to show 
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how participants in institutional settings systematically modify opening sequences for 

the specific goals of the setting, openings in everyday face-to-face interactions have 

been largely neglected in CA. In the next section, I discuss prior research which has 

examined how people co-ordinate coming together to interact face-to-face in everyday 

settings. 

 

3.1.2  Initiating face-to-face interaction  

The organisation of openings in everyday face-to-face interactions has been largely 

overlooked by conversation analysts. Perhaps this is due to the practical difficulties of 

capturing the detail of the initiation of naturally occurring everyday face-to-face 

interactions on video, or perhaps it is because it was assumed that the organisation of 

turns at talk in face-to-face openings would not differ substantially to those found in 

telephone openings. Whatever the reason, the organisation of everyday face-to-face 

openings has been left largely unexamined. Three studies which have investigated how 

people manage to initiate interaction face-to-face at a micro-level, published at a time 

when CA was still in its infancy, are Goffman’s (1963) Behavior in Public Places, 

Kendon and Ferber’s (1973) ‘A Description of Some Human Greetings’, and Laver’s 

(1975) ‘Communicative Functions of Phatic Communion’. These studies find that the 

management of the early stages of interaction is a finely organised process: interactants 

demonstrate a detailed awareness of their own and others’ conduct in terms of gaze, 

gesture, bodily positioning, proximal distance, facial expression and verbal actions 

when initiating interaction.  Key aspects of their findings are presented here for two 

purposes: firstly, to illustrate the level of detail that interactants produce and attend to 

during the initial stages of an interaction; and secondly, to show how openings are an 

important site for accomplishing relationship work.   
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Goffman’s (1963) influential work Behavior in Public Places examines the initial stages 

of interaction before interactants engage in talk by looking at how people conduct 

themselves non-verbally. Goffman explicated the importance of eye contact for entering 

into a ‘focused interaction’ – “the kind of interaction that occurs when persons gather 

close together and openly cooperate to sustain a single focus of attention, typically by 

taking turns at talking” (1963: 24).  Eye gaze is a tentative opening move which 

proposes initiation of an encounter; engagement occurs when the recipient responds by 

joining in eye-to-eye contact (Goffman 1963: 91). Mutual eye contact enables 

participants to monitor one another and facilitates the establishment of a shared focus of 

attention, thereby establishing ‘face-engagement’ (Goffman 1963: 95-6).  

 

The establishment of mutual eye contact as a prerequisite of interacting to talk is also 

recognised by Kendon and Ferber (1973): “before any greeting can begin, the 

participants must sight each other, and in doing so they must identify the other as 

someone they wish to greet” (Kendon and Ferber 1973: 606 emphasis in original).  

Kendon and Ferber use video recordings to analyse the behaviour of people as they 

greet each other in various social situations including a birthday party, and teenagers 

waiting for band practice. They examine how participants orient themselves to each 

other in terms of spatial distance, gaze, and body positioning during ‘greeting’25 

interactions. They find that greetings are composed of a number of stages: “a pre-phase 

of sighting and announcement, a distance salutation, an approach phase and a close 

                                                 
25 Kendon and Ferber define greetings as:  

That unit of social interaction often observed when people come into one another’s presence, 
which includes a distinctive exchange of gestures or utterances in which each person appears to 
signal to the other, directly and explicitly, that he has been seen. 

(Kendon and Ferber 1973: 592) 
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salutation” (Kendon and Ferber 1973: 658). Each of these stages is associated with 

distinct behaviours which are described in detail. For example, at various points of the 

approach phase, Kendon and Ferber observe participants directing their gaze and facial 

orientation towards and away from each other and sometimes performing grooming 

behaviours such as straightening clothes or smoothing hair. The final stage of 

‘greetings’, the close salutation, is where participants “engage in a highly formalised 

unit of interaction, usually recognisable as a handshake, an embrace, or some other well 

known category of greeting ritual” (Kendon and Ferber 1973: 642). 

 

Kendon and Ferber recognise that ‘greetings’ are an important site for relationship 

work. They write:  

It is by way of the greeting that friends acknowledge, and so confirm and continue 
their friendship. In the manner in which the greeting is performed, the greeters 
signal to each other their respective social status, their degree of familiarity, their 
degree of liking for one another, and also, very often, what roles they will play in 
the encounter that is about to begin. 

(Kendon and Ferber 1973: 592-3) 

That is, the way that participants manage themselves in relation to one another during 

the initial stages of an interaction is where they display and enact their relationship. For 

example, the way that participants conduct their ‘close salutation’, for example, by 

embracing or shaking hands, displays their recognition of their relationship to one 

another.   

 

Goffman (1963) and Kendon and Ferber (1973) examine how participants initiate 

interaction through the use of gaze and bodily orientations, and how participants get to a 

point where talk, such as greetings, can take place. As well as investigating these 

aspects of the beginning of face-to-face interaction, Laver (1975) also discusses the talk 

that takes place in this environment. Laver regards openings as transitional phases of the 
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interactional encounter and examines both the non-verbal aspects of interaction prior to 

participants starting to talk, and the talk which takes place in the opening.   

 

Like Goffman (1963) and Kendon and Ferber (1973), Laver finds that the first stage of 

an encounter is mutual eye contact, and Laver’s observations of how participants 

manage their approach to one another correspond closely to Kendon and Ferber’s 

findings. Like Kendon and Ferber, Laver finds that participants display their 

relationship to one another through their management of their proximal distance and 

their selection of ‘contact gesture’, although unfortunately, these observations are 

vaguely formulated in terms of being ‘appropriate to the relationship of the 

participants’. For example, Laver writes that participants “exchange contact gestures of 

greeting as appropriate to the relationship of the participants” (Laver 1975: 219), and 

subsequently orient their bodies “in postures appropriate to their relationship” (Laver 

1975: 220).  

 

Laver’s specific contribution to understanding face-to-face openings, and the 

contribution which is most relevant to the current investigation of psychotherapy talk, is 

his discussion of the talk participants use to manage the transition to ‘full interaction’, 

talk which he terms ‘phatic communion’. Phatic communion, which literally means: 

“communion achieved through speech” (Laver 1975: 216), is the exchange of 

“stereotyped linguistic symbols” (Laver 1975: 220) including greetings, ‘how are you?’ 

exchanges, and topics such as the weather.  Laver argues that phatic communion has a 

number of important functions during the opening phase of interaction. For example, 

phatic communion plays a role in “defusing the potential hostility of silence in 

situations where speech is conventionally anticipated” (1975: 220); it has an exploratory 

function which “allows the participants to feel their way towards the working consensus 
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of their interaction” (1975: 221); and an initiatory role which “allows the participants to 

cooperate in getting the interaction comfortably under way” (1975: 221). Just as 

participants’ management of their spatial proximity and their choice of contact gesture 

is important in (re-)establishing the participants’ relationship, Laver argues that phatic 

communion allows the interactants:  

...the opportunity to explore, in a tentative way, the social identity and momentary 
state of mind of the other participant, in order to be able to define and construct an 
appropriate role for themselves in the rest of the interaction.  

(Laver 1975: 218-9) 

 

Laver disputes previous assertions that phatic communion consists only of a finite set of 

possible utterances, and that the meaning of the utterances which are used in phatic 

communion are irrelevant. Instead, Laver argues that the frequent occurrence of 

particular topics during phatic communion, such as talk about the weather, is not an 

indication of a limited number of possible topics, but a choice to engage in talk that is 

“emotionally uncontroversial” (1975: 221). Laver states:  

The single most important detailed conclusion is that phatic communion is a 
complex part of a ritual, highly skilled mosaic of communicative behavior whose 
function is to facilitate the management of interpersonal relationships. 

 (Laver 1975: 236) 26
 

 
Laver suggests that by engaging in talk which is ‘emotionally uncontroversial’, phatic 

communion facilitates the transition into ‘full’ interaction by enabling participants to 

manage their ‘psychological distance’ and to maintain a delicate balance between being 

‘hostile’ and ‘intimate’ during this stage of the interaction.   

                                                 
26 Laver’s argument that phatic communion is a skill and a resource which is used in the management of 

relationships is similar to Schegloff’s (1986) argument that the routine of the four part sequence found 

during the openings on the telephone is not merely ceremonial as had been previously claimed, but rather 

that the routine is an achievement. 
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Lastly, Laver finds that the final stage of the opening phase and the transition to ‘full’ 

interaction is achieved by an “indication by the participants that they would like to 

initiate the main business of the session, by the use of various signals of transition” 

(1975: 220). Ways that this transition can be indicated include non-verbal gestures, such 

as head movements, a shift in gaze, or an adjustment in bodily positioning. The 

transition can also be indicated verbally, using, for example, a discourse marker such as 

well or “more overtly transitional comments such as ‘What I came to see you about 

was...’ or ‘Well, what can I do for you?’” (Laver 1975: 220).  

 

The detailed studies by Goffman (1963), Kendon and Ferber (1973), and Laver (1975) 

do not reveal a sequential organisation for openings in everyday face-to-face 

interactions which enable comparisons to be easily made with face-to-face institutional 

openings, however, they do show that face-to-face interactions are ordered, and finely 

organised social undertakings. These studies highlight just how attuned participants are 

to each other before they even exchange verbal greetings. As participants come together 

to interact face-to-face, they manage their conduct in relation to one another in terms of 

gaze, gesture, bodily positioning, proximal distance, facial expression and verbal 

actions, and in doing so, they display and (re-)constitute their relationship to each other. 

Although the visual aspects of the therapy sessions examined in this thesis are not 

available, the purpose of presenting these findings from face-to-face interactions is to 

highlight the detail which is relevant to participants as they initiate interaction face-to-

face, and to show how important relationship work is accomplished by participants as 

they manage their gaze, proximity, and verbal contributions during openings in 

everyday interaction.  
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The focus of this chapter now turns to examine the organisation openings in an 

institutional setting which has been the focus of detailed study in CA– medical 

consultations.  Again, in these interactions, speakers must establish contact, negotiate 

their roles and the nature of the talk to come, and negotiate the move into topic talk – 

the type of talk that the doctor and patient are recognisably ‘here for’ – the patient’s 

medical problem.  

 

3.1.3 Openings in medical interaction 

Openings are activity phases which are shaped to meet the specific contingencies of the 

interaction that the participants are engaging in. In medical consultations, the task of the 

interaction is to ascertain and respond to the patient’s reason for visiting. The opening 

sequence in doctor-patient talk is the sequential environment through which participants 

progress as they manage tasks preliminary to the doctor eliciting the patient’s primary 

concern (Heath 1981).  

 

Openings in medical consultations typically consist of: a summons/answer sequence; an 

entry sequence; an identity check; the doctor reading the patient’s records; and doctor’s 

initiating question (Heath 1981; Byrne and Long 1984/1976; Robinson 1998). This is 

demonstrated in the following example:  
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(Robinson 1998: 102) 

 
A doctor’s first question, for example, ‘how can I help you today?’, ‘what brings you 

here today?’, ‘how are you?’/ ‘how are you today?’, or, as in the extract above ‘so 

what’s the problem?’, initiates movement out of the opening and into the business of the 

consultation – the reason for the patient’s visit.  

 

Ten Have (2001/2002) briefly discusses openings as part of the larger activity of the 

consultation. He outlines the activities of both the patient and doctor during the opening 

phase. The doctor, who takes the role of a host, “receives the guest, offers greetings, 

invites him or her in, offers a seat and may make some initial inquiries or comments 

regarding non-professional, i.e. non-medical matters” (ten Have 2001/2002). The 

patient, as guest, “reciprocally greets, accepts to enter and sit down and may also make 

inquiries or give comments of a social nature” (ten Have 2001/2002). The opening 

phase concludes when the “the physician displays his or her readiness to receive 

expressions of the patient’s reason to visit the GP at this time” (ten Have 2001/2002). 
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In medical consultations, participants need to indicate their readiness to begin talk on 

topic. The role of gaze and body positioning has been found to play an important role in 

the participants’ management of openings (Heath 1984; Robinson 1998).  Heath (1984) 

discusses how interactants orient to each other’s gaze and body movement during a 

consultation’s opening in order to “establish and sustain mutual involvement in the 

business or topic at hand and to coordinate systematically their actions and activities” 

(Heath 1984: 247). Gaze and body position can also be used to manage the emergence 

of the doctor’s initiating question.  

 

Robinson (1998) also explores the role of gaze and body positioning by participants in 

medical consultations to display ‘engagement’ and ‘disengagement’.  He finds that as 

the doctor and patient are progressing through the various stages of the opening 

sequence, such as greetings, entering the room and sitting down, identity checks and the 

doctor’s first question, they are continually using their gaze and physical orientation to 

indicate their engagement and disengagement with one another. Some of the tasks of the 

opening sequence such as greetings, and identity checks need to be completed 

collaboratively. Other tasks, on the other hand, for example, the patient entering the 

room, closing the door, and getting seated, and the doctor retrieving and reading the 

patient’s medical records, are less collaborative. As they undertake these preparatory 

tasks, the participants use gaze and bodily orientation to indicate their engagement and 

disengagement with each other and to indicate their readiness to deal with the patient’s 

presenting concern.  

 

In summary, the opening sequence in medical interaction is a stage of the interaction in 

which participants both collaboratively and individually undertake tasks in preparation 

for the emergence of the doctor’s first question. Opening sequences display participants’ 
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orientations to, and construction of, the asymmetrical relationship between doctors and 

patients: participants orient to doctors having the rights of initiative. Typically, during 

the opening phase of a consultation a patient is invited into the room by the doctor, the 

doctor checks her or his identity, and she or he then waits for the doctor to initiate 

movement into the business of the consultation.  Non-verbal behaviours such as eye-

gaze and bodily orientation play an important role during the opening phase of the 

consultation. Through these non-verbal actions, doctors and patients indicate their 

engagement and disengagement with each other, and use these displays in the 

negotiation of when the business of the consultation – establishing the reason for the 

patient’s visit – will be initiated.  

 

3.2 Openings in therapy 

While the organisation of opening sequences in medical interactions has been 

investigated by a number of researchers, the opening of therapy session has not yet been 

systematically examined. In section 3.2.1 below, I briefly discuss the few observations 

which have been made about openings in therapy.  I then give an overview of therapy 

openings in the current data in section 3.2.2, before examining in detail the organisation 

of therapy openings from the point of the participants’ first audible contact to the 

emergence of the therapist’s question.  

 

3.2.1 Previous research on openings in psychotherapy 

Early micro-analytic examinations of psychotherapy (Pittenger et al. 1960; Labov and 

Fanshel 1977) include the start of therapy sessions, but do not examine opening 

sequences in depth. For example, the first turn of Pittenger, Hockett and Danehy’s 

transcript, “Will you sit there?” (1960: 11a), is described as the “the end of the external 
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preliminaries (the beginning of which, if really definable, is not on the record)” (1960: 

14). The ‘external preliminaries’ are described as “the necessary mechanics of getting 

into the consulting room and getting seated” (Pittenger et al. 1960). The interview 

proper then begins with the therapist’s question “What brings you here?” (pp 11a-13a).  

 

Labov and Fanshel (1977) analyse the 25th session in a series of therapeutic interviews. 

According to Labov and Fanshel, the session begins with the client initiating the 

discussion at the start of the session, although they note that this is not always the way 

sessions begin:  

The tape recording and the text begin with the very first words spoken in the 
session; there is no exchange of small talk or preliminary settling down, which 
often takes place. Instead, the patient herself immediately begins the discussion 
that provides the substance and substantive issues of this session.  

(Labov and Fanshel 1977: 113) 

Apart from noting that ‘small talk’ and ‘preliminary settling down’ often takes place at 

the beginning of sessions, Labov and Fanshel do not examine any sessions that begin in 

such a way.  

 

Although both of these early studies acknowledge that something happens prior to the 

participants’ movement into the session proper, they do not analyse this part of the 

interaction as a part of the session of therapy. In contrast, in his ethnomethodological 

study of group therapy sessions, Turner (1972) does consider the talk that happens 

before the start of the therapy to be part of the occasioned activity of therapy. Turner 

examines group therapy sessions as social occasions which have a recognisable, and 

sometimes announced, ‘start’. Turner explores the behaviours that show that 

participants are oriented to the task of ‘waiting’ for therapy to begin. He shows how 

participants’ actions can be inspected for the way they demonstrate an orientation to the 
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relevance of therapy as not yet begun, but pending, and as such, how the participants’ 

actions and talk are specifically ‘pre-therapy’. Turner makes a number of insightful 

observations about the organisation of the start of therapy sessions, particularly 

regarding the way that social occasions of talk can be segmented; how participants 

manage and display their orientation to the type of activities they are engaged in, for 

example, ‘waiting for therapy’ or ‘starting therapy’; what constitutes a change in 

activities; and how participants’ membership of category-relevant roles, such as 

therapist or patient, is displayed and oriented to prior to the ‘beginning’ of the session.  

In the following analysis of therapy openings between the two participants in the current 

data, I explore similar ideas as I discuss the sequential organisation of this phase of the 

session. I show how the opening phase of the interaction is an important site in and 

through which the participants create an environment where the therapy session can 

appropriately ‘begin’.  

 

3.2.2 An overview of openings in the current data 

In psychotherapy, the opening is the stage of the session through which participants 

manage the transition from not talking to a point where they can appropriately begin the 

business of therapy – talking about the client’s personal experience. In the current data, 

the move out of the opening and into the business of the session is marked by the 

therapist asking a question, typically a variant of ‘how are you?’, such as ‘how are you 

today?’, ‘how have you been?’, or ‘how are things?’. Using audio recordings recorded 

from a microphone located in the consultation room, openings are analysed from the 

first audible indications that the client and the therapist have established co-presence, 

for example: greetings heard in the distance, prior to the participants entering the room; 

up to the therapist’s initiating question. The following extracts show therapy openings 

taken from the current data.  
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[Session 84: 1-11] 

1 Cl:  (    ) 

2 Th:  hello Clöe, ((in distance)) 

3    ((29 seconds - clunks and noises as  

4    coming into the room, some breathing  

5    can be heard)) 

6 Cl:  hhhah. °°hh°° .hhh HHhh. 

7  (0.5) 

8 Cl:  hhh [hhh 

9 Th:      [how a(h)re you. Th’s initiating question 

 
 
[Session 85a: 1-10] 

1 Th:  (°°     Clöe,°°)((very distant)) 

2   (13.0)((footsteps and clunks)) 

3 Cl:  ((sniff)) 

4  (8.0) 

5 Cl:  ((sniff)) 

6  (1.6) 

7 Cl:  eHhh. 

8  (3.6) 

9 Th:  how are you [today. Th’s initiating question 

 
 
[Session 85b: 1-6] 

1 ((door click?)) 

2   (5.4) ((faint footsteps during this time)) 

3 Cl:  (    )’s coming back to life again eh? 

4 Th:  yes. 

5   (11.3) ((background noises, clunks)) 

6 Th:  how are you today. Th’s initiating question 

 
 
[Session 90: 1-12] 

1 ((2mins48 – some footsteps in distance) 

2 Th:  °°hello Clöe,°°((in distance)) 

3 Cl:  °°hello;°° 

4 Th:  °°come in;°° 

5  (13.8)((noises – doors, footsteps)) 

6 Cl:  .HHHHER  

7  (5.5) ((clunking noises)) 

8 Th:  >good morning?< 

9 Cl:  mo:rning¿ 

10  (0.8) 

11 Cl:  hhm hhm= 

12 Th:  =>how are you?< hh hh  Th’s initiating question 
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These extracts capture the participants as they transition from a state of not talking prior 

to the session to a point where the session ‘proper’ may appropriately begin, marked 

(for the participants) by the therapist’s initiating question.  It may seem from these 

extracts that there is little to discuss: long silences, some greetings exchanges, maybe 

some talk, but is there really much to say about it? In fact, yes, there is quite a bit to say. 

In the analysis below, I discuss the organisation of the openings and examine in detail 

how the participants are working towards their institutional goals and roles in this pre-

stage of the session. 

 

Psychotherapy is organised around the client’s talk about personal experience. As an 

activity phase in the overall organisation of the session, the goal of openings in therapy 

is for the participants to reach a point where the client can appropriately begin to talk 

about herself and her personal experience. Prior to the participants beginning to talk 

about the client’s personal experience, there are a number of preliminary tasks to be 

completed. For example, the participants establish co-presence, (re-)locate and settle 

themselves into the consultation room, and negotiate how, when, and who will initiate 

the session. The participants do not treat the session as properly starting until these tasks 

have been completed. In the current data, I show that openings are organised into three 

sequentially ordered activity phases: 1) establishing co-presence; 2) ‘ingress’; and 3) 

initiating the session. Each of these activity phases works in the service of establishing 

an interactional environment where the client’s talk about personal experience can 

become a topic for joint focus. In the following data analysis, I discuss each of these 

three phases of therapy openings and the interactional resources that the participants use 

to manage each phase. 
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3.2.3 Establishing co-presence 

First and foremost, in order engage in any kind of sustained, face-to-face interaction, the 

participants must establish co-presence. As discussed in section 3.1.2, in face-to-face 

interactions, the establishment of mutual eye-contact is a prerequisite for interacting to 

talk. Without access to visual data, it is not always clear when the participants in the 

current data have established co-presence. Sometimes, all that is caught on tape before 

the therapist’s initiating question is the sound of the participants entering the room. For 

example:  

Extract 3.1 
[Session 78: 1-5] 
1 ((door in distance)) 

2  (6.3) 

3   (18.1)((another door, closer, followed by footsteps 

4   and clunkings)) 

5 Th:  >how’re< thi:ngs. hh. Th’s initiating question 

 

In extract 3.1, it is not possible to locate when the client and therapist have established 

co-presence. All that can be discerned on the tape before the therapist’s initiating 

question is the sound of doors creaking, footsteps, and vague noises described as 

‘clunkings’. Co-presence may have been established either non-verbally through gaze 

and/or facial and hand gestures, or an inaudible verbal exchange may have been made.  

However co-presence was confirmed, it is not captured by the recording in this extract. 

Establishing co-presence verbally is accomplished in the current data through an 

exchange of greetings.  

 

3.2.3.1 Greetings 

In the current data, the therapist and the client meet outside the room in which the 

microphone is positioned. Sometimes the microphone picks up greeting exchanges in 

the distance:  
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Extract 3.2 

[Session 2: 1-5] 

1 ((two males talking in background approx 19 secs)) 

2 Cl: � °↑hi::e;° 

3 Th: � °hi Clöe, (0.2) >come in.<° 

4  (8.0)((noises, footsteps getting closer)) 

5 Th:  how are you; 

 

In this extract, the greeting exchange between the client and therapist can be heard in 

the distance, outside the room. Greetings are adjacency pairs (see Schegloff and Sacks 

1973) of the type greeting-greeting. This means that a greeting first pair part makes 

relevant a greeting as a second pair part. Extract 3.2 shows the client verbally initiating 

the greeting sequence with a high-pitched, elongated, and slightly falling ↑hi::e; (line 

2). The therapist provides the second pair part: hi Clöe, (line 3) with continuing 

intonation. He uses the same greeting token as used by the client and also addresses her 

by name.  

 
Extract 3.3 
[Session 90: 1-7] 

1 ((2mins48 – some footsteps in distance) 

2 Th: � °°hello Clöe,°°((in distance)) 

3 Cl: � °°hello;°° 

4 Th:  °°come in;°° 

5  (13.8)((noises – doors, footsteps)) 

6 Cl:  .HHHHER  

7  (5.5) ((clunking noises)) 

 
In extract 3.3, it is the therapist who initiates the greeting sequence using hello as the 

greeting token and again addressing the client by name: hello Clöe, (line 2). The client 

responds using the same greeting token with slightly falling intonation: hello;(line 3). 

 

Extract 3.4 

[Session 134 1-3] 

1 Cl: � °°hey:;°°((possible overlap)) 

2 Th: � °°hi Clöe; ↑(come in.)°°((in distance)) 

3  (17.0) ((lots of clunking, doors?)) 
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Extract 3.4 shows the greeting exchange again being initiated by the client with a quiet, 

elongated and slightly falling token: °°hey:;°° (line 1). The therapist’s return greeting 

also has a slightly falling intonation contour. As in extract 3.2, the therapist’s response 

is the greeting token ‘hi + address term’: °°hi Clöe;°° (line 2). 

 

In each of the therapist’s greetings in extracts 3.2- 3.4, he addresses her by name. The 

client, however, does not address the therapist by name.  The therapist’s use of the 

client’s name explicitly identifies the client as the recipient of the greeting and is a 

display of recognition. An identification/recognition sequence is one of the standard 

four parts of telephone openings, but Schegloff remarks that identification sequences are 

“not much found in “face-to-face” conversation” (Schegloff 1979: 25). However, 

identification sequences are components of some face-to-face institutional openings, 

including medical consultations: “identity check sequences routinely occur in doctor-

patient interaction” (Heath 1981: 75), and news interviews whereby the interviewer 

frequently identifies the interviewee for the overhearing audience (Clayman and 

Heritage 2002; Rendle-Short 2007). As the participants in the current data have a 

regular and established relationship, the therapist does not need to check the client’s 

identity, but he does explicitly display his recognition of her by using her name.  

 

By displaying his recognition of the client, the therapist is also indexing his recognition 

of their specific relationship as client and therapist. The participants in psychotherapy 

are involved in the therapeutic relationships in very different ways. It is the client’s role 

to be involved very personally in therapy. It is an environment where the client 

discloses details of her personal life, details she may not have revealed to anyone else. 

The therapist’s role, on the other hand, is that of a professional. As a professional 

psychotherapist, the therapist may see numerous clients in a day. This means that Clöe 
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is one of potentially many clients for Thom. Because she may be one of many, and 

because of the different ways they are involved in the relationship, it may be important 

for the therapist to display his personal recognition of the client. A display of 

recognition may work to show that the therapist “can personally identify the other by 

knowledge that distinguishes this other from everyone else” (Goffman 1963: 112). By 

using the client’s name, the therapist demonstrates that he recognises her, and by doing 

so implicitly claims his knowledge of, and access to, her personal history – the 

knowledge that distinguishes her from everyone else.   

 

While there is asymmetry in the use of address terms, the therapist’s use of the client’s 

first name is not necessarily a display of informality between the two, or indexical of a 

power relationship as there is a tendency to use first names in Australian society 

(Poynton 1989). However, the asymmetrical nature of the participants’ roles in the 

interaction may nevertheless be on display here. The therapist’s use of address terms 

may display his institutional role as ‘manager’ of the interaction by working as a 

summons and invitation to the client to participate. In this way, the asymmetric use of 

names may show the participants as oriented to the therapist as having, like doctors in 

medical consultations, rights of initiative (ten Have 1991).   

 

After the greeting exchange has been completed, in each of the extracts examined 

above, the therapist invites the client to enter the room.  By inviting the client to enter, 

and by accepting the invitation, the participants begin the second activity phase of the 

opening, their ingress into the consultation room. 
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3.2.4 Ingress 

While the actual physical setting does not determine whether talk is institutional or not, 

it is not the case that the setting is inconsequential for institutional interaction.  In 

psychotherapy, the consultation room as a private, confidential environment where 

personal details can be discussed is (at least partially) constructed by participants’ 

orientation to and management of the tasks involved with entering the room, and 

settling into their positions as necessarily prior to their initiation of the business of the 

session. Here, I am referring to this activity phase of the opening as ‘ingress’.  

 

The task of openings in therapy is for the participants to create an interactional 

environment where the client can begin to talk about personal experience. As I show 

later in this chapter, and show further in chapter four, in order for the client to begin 

talking about herself, it is important that the therapist display his availability as a 

recipient to the client’s extended talk. The participants orient to the relevance of 

completing the tasks of ingress, such as entering the room and settling into their 

positions before the therapist’s availability as recipient is established and the business of 

the session is initiated. There are two reasons for the relevance of the completion of 

these activities. Firstly, before they have entered the room, the participants are in a 

semi-public environment where there is potential for their talk to be overheard by 

others. The participants orient to therapy-talk as private by not initiating talk about the 

client’s personal experience until after they have entered the room. Secondly, while they 

are entering the room, they are undertaking activities which compete for their attention, 

for example, walking, closing the door, arranging any belongings they have with them, 

and sitting down. Although video data would greatly assist in understanding how 

participants are oriented to one another and the consultation room during ingress, there 

are audible indications of the activities ‘entering the room’ and ‘settling down’ such as 
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the sounds of footsteps and movement. While they are completing these actions, the 

participants are not fully engaged with one another and, in particular, the therapist is not 

positioned as a fully available recipient.   

 

The participants do not treat ingress as an appropriate interactional place to initiate the 

session and for the client to begin to talk about personal experience. However, because 

participants have exchanged greeting tokens and established what Goffman (1963) calls 

‘face engagement’, the interactants are in a state of “ratified mutual participation” 

(Goffman 1963: 100). This means that during ingress, the participants have to manage 

being together, but not ‘doing’ therapy. So, how do they negotiate this intermediary 

stage between establishing co-presence and initiating the business of therapy? Often, the 

activities of ingress are undertaken without talking, however, sometimes the participants 

do engage in non- institutionally oriented talk – ‘small talk’ or ‘chat’ – in this activity 

stage. Below in section 3.2.4.1, I discuss room-entry invitations as a means for initiating 

ingress, as seen in extracts 3.2 - 3.4 (provided again below). I then show how ingress is 

accomplished without talk (section 3.2.4.2), with talk (section 3.2.4.3), and with 

something somewhere in-between: non-speech sounds (section 3.2.4.4). 

 

3.2.4.1 Initiating ingress: room-entry invitations 

In the examples given earlier (extracts 3.2-3.4), the therapist invites the client into the 

consultation room after the exchange of greetings.  In each of the extracts, the 

therapist’s entry invitation is come in. The extracts are provided again here: 

Extract 3.5 (extract 3.2 repeated) 
[Session 2: 1-5] 

1 ((two males talking in background approx 19 secs)) 

2 Cl:  °↑hi::e;° 

3 Th: � °hi Clöe, (0.2) >come in.<° 

4  (8.0)((noises, footsteps getting closer)) 

5 Th:  how are you; 
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Extract 3.6 (extract 3.3 repeated) 
[Session 90: 1-7] 

1 ((2mins48 – some footsteps in distance) 

2 Th:  °°hello Clöe,°°((in distance)) 

3 Cl:  °°hello;°° 

4 Th: � °°come in;°° 

5  (13.8)((noises – doors, footsteps)) 

6 Cl:  .HHHHER  

7  (5.5) ((clunking noises)) 

 
 
Extract 3.7 (extract 3.4 repeated) 
[Session 134 1-3] 

1 Cl:  °°hey:;°°((possible overlap)) 

2 Th: � °°hi Clöe; ↑(come in.)°°((in distance)) 

3  (17.0) ((lots of clunking, doors?)) 

 

In each of the extracts, the entry invitation comes after the greeting-greeting adjacency 

pair. As an invitation to enter, come in is the first pair part which is accepted by the 

client entering the room.  

 

In doctor-patient interactions, ten Have (1991) discusses the doctor’s invitation for the 

patient to enter as part of the “takeover” of asymmetry of initiative:  

While patients may decide if and when they come to their physician’s consulting 
hour, it is the doctor who decides when they may enter his room. When inviting a 
patient to enter, a doctor acts like a host, inviting the patient to sit down and – 
possibly after some small talk – to provide the reason for his or her visit. 

(ten Have 1991: 142) 

In therapy, by keeping an appointment, the client has already oriented to the constraints 

of time and location of therapy. She has taken the initiative to be at the session, which is 

imperative for the progress of therapy. Then, having established co-presence and 

“ratified mutual participation” (Goffman 1963: 100), the asymmetry of initiative is 

‘taken over’ by the therapist as he becomes the ‘host’ who has the ‘right’ to invite the 

client to enter the room. 
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Following an invitation, the relevant next action is to either accept or decline with 

acceptance being the preferred response (see Pomerantz 1984). In the data, the entry 

invitation is accepted by the client entering the room rather than a verbal response. 

Room entry invitations are not always audible from the recordings. This may be because 

they are: 1) not there; 2) not captured by the microphone; or 3) the entry invitation was 

signalled non-verbally. Non-verbal entry invitations would obviously not be captured on 

the audio tapes used in this study. 

 

Entering the consultation room is oriented to as preparatory to initiating the session 

‘proper’ as the participants do not begin to talk on topic prior to their entry into the 

room. In fact, in the three extracts examined here, the participants do not talk at all. In 

the next section, I discuss silence, or periods of ‘non-talk’, during ingress.  

 

3.2.4.2 �ot talking: Silence or ‘non-talk’ 

Silence is frequently thought of as a ‘breakdown’ in conversational machinery and 

something to be avoided. In phatic communion research, one of the described functions 

of phatic communion is to avoid the occurrence of uncomfortable silences. Silence can 

be inferred as being hostile, unfriendly, or due to “bad character” (Malinowski 

1949/1923: 303). These views take the position that silence indicates some sort of 

breakdown. Scollon (1985) describes this as “the metaphor of the machine. If one 

assumes the engine should be running, the silences will indicate failures” (1985: 26).  

 

However, interactional silence, even long periods of silence, is not always considered 

problematic, particularly when participants are involved in other activities. Goffman 

(1963) gives examples of a group knitting together and a family sitting around a fire as 
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illustrations of situations where continuous talk does not occur (Goffman 1963: 103). In 

Jefferson’s paper examining a possible metric of one second for inter-turn silences in 

conversation, she finds that the “especially long ones [i.e. silences], of 6.2, 6.5, 6.5, 7.3, 

and 16.4s” (Jefferson 1988b: 170) all occur in interactions where the participants are 

occupied by other activities such as examining a train schedule, “scanning the 

surrounding scene” (Jefferson 1988b: 179), and writing down an address. Jefferson 

accounts for the length of the silences in these extracts as “occurring in quite different 

activity bits than those in which the candidate ‘standard maximum’ silences tend to 

occur” (Jefferson 1988b: 178).  Indeed, in professional-professional interactions where 

participants are jointly involved in collaborative work, for example, a pilot and co-pilot 

engaged in the task of flying a plane (Nevile 2004), participants can go without talking 

for many minutes unproblematically. 

 

Silences are also treated differently according to their placement in interaction. Sacks, 

Schegloff and Jefferson (1974) identify different types of silence: 

Intra-turn silence (not at a transition-relevance place) is a ‘pause’, and initially not 
to be talked in by others; silence after a possible completion point is, initially, a 
gap, and to be minimized; extended silences at transition-relevance places may 
become lapses. 

(Sacks et al. 1974: 715) 

For a lapse to occur, a current speaker needs to not self-select her/himself to continue, 

and the other interactant needs to not self-select (Sacks et al. 1974: 715). Thus, silence 

is co-constructed by neither participant talking. During lapses in talk, interactants can be 

said to be in a “continuing state of incipient talk” (Schegloff and Sacks 1973: 325). This 

means that talk has not been terminated with a closing sequence, and the redoing of 

greetings is not required for turn by turn talk to resume.  Participants can re-engage in 

turn-by-turn talk at any point during the lapse.  
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A notable feature of the ingress activity phase of therapy openings in the current data is 

that there are frequently long periods of time during which neither participant is 

speaking. While these periods are characterised by a lack of talking, they cannot 

accurately be described as ‘silence’. Frequently sounds of movement, such as footsteps, 

and door creakings, can be heard, as well as non-speech sounds such as audible 

breathing, sighs, and sniffs.  

 

According to the Sacks, Schegloff and Jefferson definition above, the periods of non-

talk in the therapy openings examined here are lapses as they are not intra-turn silences 

and they are longer than a gap after a transition relevance place. The lapses which are 

presented here occur after greetings and, if present, room-entry invitations.27 In 

interactional terms, the lapses can be very long (note, for example, Jefferson’s 

characterisation of silences between 6.2 and 16.4 seconds as ‘especially long’ – see 

above). For example, in the following extract, there is a 29 second lapse after the 

therapist can be heard to greet the client: 

                                                 
27 Long periods of non-talk in which various sounds of movement can be heard also occur in sessions 

where the greetings and room entry invitations are not captured on tape. However, without a verbal 

indication that the participants have established co-presence, the length of the ‘lapses’ cannot be 

accurately relied upon. For example: 

[Session 83: 1-5] 

1      �   ((30 seconds of clunking sounds, footsteps 

2           coming into the room)) 

3 Cl:  hhh hhh h[hh 

4 Th:           [so >it’s been a ↑week,< 

5    h(h)ow [have you b(h)ee:n?] 

 

In this example, it is not clear how long before the 30 second silence the participants came together. The 

silence may have been longer, or the participants may have established co-presence non-verbally or 

inaudibly during the silence. Because of this uncertainty, only examples where the beginning of the lapse 

can be ascertained are presented in this section.  
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Extract 3.8 
[Session 84: 1-11] 

1 Cl:  (    ) 

2 Th:  hello Clöe, ((in distance)) 

3   � ((29 seconds - clunks and noises as  

4    coming into the room, some breathing  

5    can be heard)) 

6 Cl:  hhhah. °°hh°° .hhh HHhh. 

7  (0.5) 

8 Cl:  hhh [hhh 

9 Th:      [how a(h)re you. 

10 Cl:  o:h. y'know¿ hh not the best. 

11 Th:  o::h. what's [been happening. 

 
The 29 second lapse contains ‘clunks’ and other room entering noises, as well as some 

faint breathing sounds. The lapse in talk is broken by the client producing an audible in-

breath, a possible laugh particle and loud in- and exhalation. This is followed by another 

lapse of 0.5 seconds before the client laughs and the therapist asks his first question, 

how a(h)re you. (line 11).  

 

Extract 3.9 again shows the client and the therapist co-creating a long lapse, this time 20 

seconds long, prior to the initiation of the session. 

 

Extract 3.9 

[Session 86: 1-10] 

1 ((approx. 3.33mins of infrequent clunking  

2 sounds at the start of tape)) 

3 Th:  (hello Clöe,)((in distance)) 

4  � (20.0) ((footsteps, clunking)) 

5 Th:  hi:¿ 

6 Cl:  h(h)h(h)i, hhh hhh 

7  (2.0) 

8 Th:  >how have you been.< 

9  (0.6) 

10 Cl:  ↑Oh=>alright.<  

 
In extract 3.9, there is a long lapse of 20 seconds following a tentative hearing of a 

greeting in line 3. The lapse is broken by the therapist instigating a candidate initiation 

sequence by offering another greeting hi:¿ (line 5). The client returns the greeting and 
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laughs (line 6). There is then another lapse of two seconds in line 7 before the therapist 

produces his first question >how have you been.< (line 8).  

 

While the lapses in extracts 3.8 and 3.9 are transcribed as long lapses which ‘contain’ 

sounds of the participants’ ingressive actions, i.e. footsteps, doors creaking and 

‘clunkings’, in sessions where there is a clear participant produced sound, I have 

transcribed the lapse as ‘broken’. For example, in extracts 3.10 and 3.11, the lapse is 

broken by the client producing non-speech sounds, such as audible breathing and/or 

sniffs (discussed further in section 3.2.4.4).  

 
Extract 3.10 (extract 3.3 extended) 
[Session 90: 1-12] 

1 ((2mins48 – some footsteps in distance) 

2 Th:  °°hello Clöe,°°((in distance)) 

3 Cl:  °°hello;°° 

4 Th:  °°come in;°° 

5  (13.8)((noises – doors, footsteps)) 

6 Cl:  .HHHHER  

7  (5.5) ((clunking noises)) 

8 Th:  >good morning?< 

9 Cl:  mo:rning¿ 

10  (0.8) 

11 Cl:  hhm hhm= 

12 Th:  =>how are you?< hh hh  

 
The participants co-construct a lapse of 13.8 seconds, which is broken by an audible in-

breath by the client, followed by another long lapse of 5.5 seconds. During the 5.5 

second lapse, various ‘clunking’ sounds can be heard. The therapist then produces 

another greeting: >good morning?< 
28

 (line 8) and the client returns the greeting: 

mo:rning¿ (line 9). After a gap of 0.8 seconds (line 11), the client laughs and then the 

therapist produces his initiating question: >how are you?< (line 12), followed by 

laughter. 

                                                 
28 The occurrence of second greetings will be discussed later in section 3.2.5.2. 
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In extract 3.11, the lapse following the (possible) hearing of the therapist’s greeting is 

interspersed with sniffs:  

 

Extract 3.11 

[Session 85a: 1-10] 

1 Th:  (°°     Clöe,°°)((very distant)) 

2   (13.0)((footsteps and clunks)) 

3 Cl:  ((sniff)) 

4  (8.0) 

5 Cl:  ((sniff)) 

6  (1.6) 

7 Cl:  eHhh. 

8  (3.6) 

9 Th:  how are you [today. 

10 Cl:              [eh hhheh 

 
In extract 3.11, there is a lapse in talk of approximately 13 seconds (line 2) after the 

therapist’s turn in line 1. During the 13 second lapse, there are sounds of footsteps and 

‘clunks’. The client can then be heard to sniff (line 3) before another lapse of 8 seconds 

(line 4). The client sniffs again (line 5) and the lapse in talk continues for another 1.6 

seconds (line 6), she then makes an audible exhalation (line 7) before a lapse of 3.6 

seconds (line 8). The therapist then asks his initiating question: how are you today. (line 

9). 

 

Extracts 3.8-3.11 show the participants collaboratively constructing very long lapses as 

they undertake their ingress. Despite suggestions that interactants might produce small 

talk to avoid silence in the opening stages of interaction to avoid their silence being 

potentially inferred as hostility (Laver 1975) or as a negative personality trait (Scollon 

1985), in the current data the participants frequently co-construct long lapses in talk and 

do not engage in ‘small talk’ during this activity phase of the opening even though they 

can, as will be shown in the next section. 
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3.2.4.3 Talking: ‘Chat’ during ingress 

Sometimes the first thing that is caught on tape is talk as the participants come into 

range of the microphone. In the current data, the talk that occurs as the participants enter 

the room typically takes the form of questions and noticings about ‘general’ topics such 

as their surroundings, including talk about the weather. Such topics are stereotypical 

examples of ‘small talk’, or ‘phatic communion’. However, because the terms ‘small 

talk’ and ‘phatic communion’ carry negative connotations of being unimportant and 

“aimless” (Malinowski 1949/1923), I will instead use McHoul and Rapley’s (2000; 

2002) term ‘chat’ to refer to the general topics of talk produced during ingress which are 

‘ubiquitous’ and available to be discussed “with pretty much anyone” (McHoul and 

Rapley 2002: 83).  Using data examples, this section will illustrate the occurrence of 

‘chat’ during ingress and show how chat allows participants to engage in talk which 

does not work in the service of the institutional goals of therapy. In therapy-talk, the 

participants orient to the relevance of talk about personal experience; in contrast, when 

engaging in ‘chat’, the participants utilise topics which are emotionally ‘safe’, for 

example, talk about the weather or their immediate surroundings.  

 

Small talk or phatic communion are terms which have not frequently been used in CA 

literature because they make a somewhat unnecessary distinction.29 Researchers 

                                                 
29 In a recent article, however, Maynard and Hudak (2008) develop the concept of ‘small talk’ in CA. 

They offer a structural definition to supplement functional notions of what constitutes ‘small talk’, 

writing: 

Small talk consists of CONCRETE CONVERSATIONAL SEQUENCES not necessary to the 

instrumental task itself – whether primarily embodied or done through talk – that form distinctly 

affirmative or what we call “prosocial” actions recognizable as such to the participants. 

(Maynard and Hudak 2008: 663) 
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focussing on small talk or phatic communion argue that it is an important area of 

language to study because it plays such an important role in social life (e.g. Malinowski 

1949/1923; Laver 1975; Coupland 2003). However, the reason the terms are not often 

used in CA is that conversation analysts regard all talk as being constitutive of social 

organisation: “Conversational interaction may be thought of as a form of social 

organization through which most, if not all, the major institutions of societies […] get 

their work done” (Schegloff 1991: 154). Therefore, distinguishing talk which has a 

primarily social function is redundant.  

 

‘Small talk’ and ‘phatic communion’ are terms burdened with connotations of being 

trivial, despite researchers in the area arguing for the vital social functions carried out 

by this type of talk. This stems from the idea that the function of language is to transfer 

ideas, therefore, talk which does not carry a strong propositional value is not 

particularly important.  Malinowski, who coined the term ‘phatic communion’ uses his 

observations about phatic communion to argue against the idea that the function of 

language is primarily to convey thoughts and meaning. He maintains that:  

...the conception of speech as serving to translate the inner processes of the speaker 
to the hearer is one-sided and gives us, even with regard to the most highly 
developed and specialized uses of speech, only a partial and certainly not the most 
relevant view. 

(Malinowski 1949/1923: 316) 

 

According to Malinowski, phatic communion is the “communion of words [that] is the 

first act to establish links of fellowship” (Malinowski 1949/1923: 314). By engaging in 

phatic communion, speakers can avoid uncomfortable silences which may be 

interpreted as alarming, unfriendly and due to “bad character” (p 314). However, as 
                                                                                                                                               
The authors then show how participants in medical interactions can use small talk to disattend to 

institutional, work-related activities that are underway. 
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shown in section 3.2.4.2 above, silence is not treated as problematic during the activity 

phase of ingress in therapy openings; long lapses in talk are co-produced by 

participants.  

 

Instead of using terms such as phatic communion or small talk, McHoul and Rapley 

(2000) use the term ‘chat’ “in its most widely accepted sense: as talk which is 

specifically informal and relaxed; the kind of talk that pretty much any co-

conversationalists can do, even in the midst of the most serious ‘business’” (McHoul 

and Rapley 2000).  In a telephone call to a computer helpdesk, they find that speakers 

use ‘chat’ as an organisation tool to manage the time it takes for a computer to uninstall 

software. Instead of the chat being an irrelevant disengagement from the business of the 

call, it is “in fact ultra-critical to keeping the ‘serious’ stuff happening” and “can, 

organisationally, be absolutely relevant to the doing of whatever serious business is in 

hand” (McHoul and Rapley 2000).  They suggest that “what chat can do inside formal 

talk (and though it may also do many other things besides) is to maintain the parties as 

being in a state of talk while, as far as the formal business is concerned, they mutually 

know they have ‘nothing to talk about’ -- for now, but must later” (McHoul and Rapley 

2000, emphasis in original). 

 

Whereas the chat described by McHoul and Rapley occurs “inside formal talk” 

(McHoul and Rapley 2000), in therapy openings, chat occurs prior to the initiation of 

the ‘formal business’ of the therapy session.30 As such, rather than maintaining parties 

                                                 
30 This is not to say that the participants in therapy have not engaged in any ‘formal work’, however. The 

participants’ presence at the specified location, at the specified time displays that they have undertaken 

some essential ‘formal work’ towards participating in therapy. As such, something formal is already 

underway, but it is not yet talk.  
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in a state of talk, chat during ingress serves to initiate a state of talk between the 

participants. The following examples show that silence is not the only way that 

participants accomplish ingress; they can also engage in chat in this phase of the 

opening.  In these examples, the chat can be heard to not be doing institutional work 

specifically in the way that it is designed as non-personal.   

 

In extract 3.12, the therapist initiates chat during ingress:  

Extract 3.12 
[Session 80: 1-10] 

1 ((24 secs at start of tape, noises – door?)) 

2 Cl:  hhh hhh ((in distance)) 

3  (2.5) 

4 ((loud noise, door?)) 

5   (16.0) (footsteps, clunking)) 

6 Th: � the whole city (    ) closing do:wn 

7   � hhh (         ) 

8 Cl: � yea:h; oh it is. 

9  (2.6) 

10 Th:  so how are you.= 

 
In extract 3.12, there is the faint sound of the client’s laughter in the distance before a 

silence of 2.5 seconds, followed by a loud noise tentatively characterised as a noise 

made by a door. This is followed by 16 seconds of ‘clunking’ noises and footsteps as 

the participants enter the room. In lines 6-7, the therapist offers a declarative comment 

about the city, not all of which is adequately heard on the tape: the whole city (    ) 

closing do:wn hhh (         ). The client responds with strong agreement: yea:h; oh it is. 

(line 8). The therapist’s comment refers to the local environment – the city – something 

which they both could be expected to have equal access to and rights to assess. The 

client does in fact claim her own primary rights to make an assessment following her 

agreement token: yea:h;  by “oh”-prefacing her assessment (Heritage 2002; Heritage 

and Raymond 2005): oh it is. (line 8). The stress on the verb is also emphasises her 

ability to make her own independent assessment in second position (Heritage and 
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Raymond 2005; Stivers 2005a). There is then another lapse, 2.6 seconds long, before 

the therapist initiates the session proper with his first question: so how are you. (line 

10).  

 

The following extract, extract 3.13, shows the client making a similar, although opposite 

observation to the therapist’s observation in extract 3.13.  

 
Extract 3.13 
[Session 85b: 1-6] 

1 ((door click?)) 

2   (5.4) ((faint footsteps during this time)) 

3 Cl: � (    )’s coming back to life again eh? 

4 Th: � yes. 

5   (11.3) ((background noises, clunks)) 

6 Th:  how are you today. 

 

While extract 3.12 has the therapist initiating a noticing about the city ‘closing down’, 

in extract 3.13, the client initiates a noticing about (something) ‘coming back to life 

again’. There are faint footsteps that can be heard prior to the client’s turn in line 3, 

however, the beginning of her turn is not clearly audible. The client’s noticing: (    )’s 

coming back to life again eh? (line 3) is a declarative statement which is modified by a 

token eh? which projects agreement like a tag question. Heritage and Robinson (2005) 

write that role of tag questions appended to assessments defers the right to assess to the 

co-participant as the tag question changes the assertion from an assessment to be agreed 

with, to a question to be answered (2005: 20). The therapist answers the question with a 

yes in line 4.  

 

In extracts 3.12 and 3.13, the audible chat consists of a single adjacency pair with long 

pauses either before (extract 3.12) or after (extract 3.13).  In the following extract, the 

chat consists of a number of adjacency pairs. 
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Extract 3.14 

[Session 88: 1-39] 

1 ((4.1 secs of footsteps)) 

2 Th: � °you warm enough yet?° 

3 Cl: � hhh n(h)ot r(h)ea(h)ly¿ (n(h)o(h)) .hh 

4 ((door shutting?)) 

5  (1.0) 

6 Cl:  oahhhh. 

7  (1.7) 

8 Cl: � it’s like winter. 

9    (          ) 

10 Th:  (↑mm.) 

11  (0.6) 

12 Cl:  ((sniff)) 

13  (0.7) 

14 Cl:  Hhohh. 

15  (1.1) 

16 Cl:  °(n    ).° hhh 

17  (2.7) 

18 Cl:  ((°sniff°)) 

19   (4.9) ((maybe an audible in-& ex-halation by cl)) 

20 Th: � (‘s tough./stuffed.) 

21  (0.6) 

22 Cl: � yea:::h. it’s coz it’s coming away from the_ 

23 Th: � right.= 

24 Cl: � =↑thing the:re_ and sometimes when I do it up 

25   � (1.1) (if I don’t) hold it down properly °it°_ 

26   � (2.3) °(never ever get it up).  

27   (13.5)((background noise – moving something?)) 

28 Cl:  O! hhh. 

29   (1.0) ((noise)) 

30 Cl:  ((sniff)) 

31   (1.2) ((noise)) 

32 Cl:  O! hhh. 

33  (3.3) 

34 Th:  °so. (apart) from being c(h)o:ld,  

35    [hhh hhh 

36 Cl:  [huh hah hah hah 

37 Cl:  hhh. °ugh:::::; yeah I’m alright.° 

38   (0.8) 

39 Cl:  CRAppy day yest’day, 

 

The ingression phase in extract 3.14 contains more talk than the ingress in extracts 3.12 

and 3.13.  In extract 3.14, the multiple sequences allow the participants to chat about 

more than one topic.  The first chat topic makes the weather relevant.  After 4.1 seconds 
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of footsteps, the therapist asks the client: °you warm enough yet?° (line 2) to which she 

answers laughingly: hhh n(h)ot r(h)ea(h)ly¿ (n(h)o(h)) .hh (line 3). The therapist’s 

other-oriented question makes a specific inquiry about the client and makes relevant a 

yes or no response. The question invokes “that ubiquitous topic par excellence – the 

weather” (McHoul and Rapley 2002: 83). The client displays her understanding of 

therapist’s question in line 2 as being a reference to the weather through her statement 

it’s like winter. (line 8) and by making a comparison with winter, simultaneously 

demonstrates the unseasonal quality of it. She then says something else which is not 

clearly audible on the tape, which the therapist acknowledges with a high falling ↑mm 

(line 10). Following this exchange, the client produces a number of non-verbal noises 

including sniffs and audible exhalations (discussed in section 3.2.4.4).  

 

The second topic of chat in extract 3.14 is something specific to the participants’ local 

environment. After a lengthy lapse in talk, the therapist offers what sounds like an 

assessment in line 20. In the transcript, two possible hearings are given, either ‘s tough. 

(it’s tough) or stuffed. (line 20). The (potential) assessment evidently refers to 

something that the client is doing, possibly dealing with a broken zipper. She agrees 

with the therapist’s assessment with an elongated yea:::h. (line 22) and then starts to 

explain what is wrong: it’s coz it’s coming away from the_ (line 22). The therapist 

responds with right. (line 23). The client then latches her continued explanation of the 

problem to the therapist’s response token: =↑thing the:re_ and sometimes when I do it 

up (1.1) (if I don’t) hold it down properly °it°_(2.3) °(never ever get it up). (lines 24-

26). After another long lapse of 13.5 seconds (line 27), the client again produces non-

verbal vocalisations. The therapist moves to initiate the session by using a segue from 

their chat. He draws on the prior talk of being cold and implies a ‘how are you?’-type 

question to initiate the business of the session: °so. (apart) from being c(h)o:ld, (line 
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34). After some laughter (lines 35-36), the client displays her treatment of the 

therapist’s turn as initiating the session in her response: hhh. °ugh:::::; yeah I’m 

alright.° (line 37), followed by an 0.8 second gap, and then: CRAppy day yest’day, (line 

39). 

 

During ingress, the move to initiate talk about the client’s personal experience has not 

yet been made, and, as such, the participants are not yet clearly oriented to their 

institutional roles of client and therapist. However, as the participants are engaging in 

chat about the weather and something in the room that the client is having a problem 

with in extract 3.14, asymmetries in the interactants’ participation in chat are 

observable. For example, in extract 3.14, it is the therapist who asks the client if she is 

warm yet. This is a question which, at least on the surface, is a bona fide therapist’s 

action: inquiring into the client’s personal state or experience, albeit physical, not 

emotional.  The client demonstrates her understanding of the question as being about the 

weather, rather than her personal state, through her subsequent expansion, it’s like 

winter. (line 8). 

 

The therapist’s noticing of the client’s item that she is experiencing trouble with (extract 

3.14, line 20) is an other-oriented noticing which occasions an explanation of the 

problem to the therapist (lines 22, 24-26). Here, the client provides a sort of troubles-

telling. Even though it is about a non-personal topic, possibly a zipper, the client can 

still be seen to be orienting to the constraints of her role as client by giving an 

explanation about a trouble.  
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Laver (1975) speculates that the speaker’s social status in relation to the other, and the 

participants’ relationship, constrain the choices that are available to speakers when 

initiating phatic communion. He suggests that in interactions initiated by an ‘inferior’ to 

“an acknowledged superior, he may choose the self-oriented category, but not the other-

oriented category”(Laver 1975: 224). When a superior initiates an interaction with an 

inferior, she or “he may choose the other-oriented category, but not the self-oriented 

category” (Laver 1975: 224). Neutral categories of talk are categories which are equally 

available to either of the participants. Talk about neutral categories can be initiated by 

either speaker regardless of their status. These constraints suggested by Laver are 

observable in the extracts above. The participants orient to their institutional roles in 

extract 3.14 as the therapist initiates inquiries into the client’s personal state and makes 

other-oriented noticings; the client does not reciprocate with questions about the 

therapist’s personal state, nor does she make other-oriented noticings. The therapist 

typically makes neutral or other-oriented comments, whereas the client makes neutral or 

self-oriented statements, but not other-oriented.31  In this way, even though the 

                                                 
31 There is one example in which the client does initiate an other-oriented inquiry in the preparatory 

space.  
[Session 81: 1-23] 
1   (3.1) 

2 Th:  (how are you Clöe?) ((very faint/distant)) 

3   (3.0) 

4  ((loud clunk)) 

5 Cl:  (goo:d.) ((very faint/distant)) 

6   (43.0) ((footsteps getting closer, 

7  clunking, shuffling)) 

8 Th:  $hi:¿ $ 
9 Cl:  $g’da:y¿$ ((not sure if Th starts laugh in o’lap)) 
10 Th:  huh [huh huh huh 

11 Cl:      [hhh 

12   (0.3) 

13 Cl: � how was your new year. 

14   (0.6) 

15 Th:  ↑it was↑ good,  

16 Cl:  [(        )] 

17 Th:  [>how was y]ours.< 

18   (0.5) 

19 Cl:  ↑it was good,↑ 

20   (0.2) 

21 Cl:  yeah. 

22   (1.0) 

23 Cl:  ↓°I didn’t want to come back yest’day;°↓ 
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participants are not yet displaying their orientation to the institutional goals of therapy, 

they can be seen to be oriented to the institutional constraints of their relationship. 

 

In summary, in chat during the ingress participants draw on “emotionally unassertive” 

(Laver 1975) topics that are mutually available, such as talk about the weather or 

noticings. Although chat is demonstrably not therapy-talk in that it is designedly non-

personal and does not implicate the client’s personal (inner) experience, the participants 

can nevertheless be seen to be orienting to their institutional roles. For example, in 

extract 3.14, the client produces an explanation of a (non-personal) trouble in response 

to an other-oriented noticing by the therapist. By engaging in chat, the participants can 

initiate a state of talk without engaging in therapy-talk until the session ‘proper’ has 

been initiated.  

 

So far, I have shown that the activity phase of ingress can be accomplished either with 

or without talking. However, there is a third option between these two poles: non-

speech sounds. In the next section, I discuss how the client uses non-speech sounds such 

as audible breathing, sighs and sniffs for interactional functions during ingress. 

 

3.2.4.4 Between talking and not talking: �on-speech sounds – breathing, sighs, 

and sniffs 

Earlier, when discussing lapses in talk in therapy openings, I noted that it is more 

accurate to describe the lapses as periods of non-talk, rather than periods of silence, as 

there are often noises during the lapses, such as the sounds of footsteps and doors 

creaking, as well as non-speech sounds. Here, I examine the interactional function of 

                                                                                                                                               
 
Rather than being a ‘chat’ initiating question, the client’s how was your new year. (line 13) seems to be 
implicated in the session initiation sequence (this example is examined further in chapter four).  
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non-speech sounds and consider how they are implicated in the management of ingress 

in the opening. 

 

During the extended periods of non-talk which are found during ingress in therapy 

openings, there are some audible indications that the ongoing lapses are being 

monitored by the client, even though there is no talk.32 During periods of non-talk, the 

client frequently produces various ‘non-speech sounds’ (Jefferson, Sacks and Schegloff 

1987) such as audible in- and exhalations, sniffs, and sigh-like noises. Here, I suggest 

that it is possible that “some of the productional features of the non-speech sounds are 

interactionally based” (Jefferson et al. 1987: 156).33 This means that rather than a non-

speech sound, for example, an audible in-breath, being only a by-product of a bodily 

function, i.e. breathing, the production of the sound plays an interactional role. Because 

of their dual functions, however, such sounds are not explicitly ‘on record’. Therefore, 

their interactional functions are necessarily couched here in rather tentative terms. 

 

One possible function of non-speech sounds is that the noises are used by the client to 

demonstrate that she is attending to the lapse as well as indicating that she is passing up 

the opportunity to talk. Non-speech sounds can thus disrupt the silence, without 

initiating a line of talk. They could also be used by the client to manage her role in the 

lapse. By indicating that she is passing up the opportunity to talk, the client displays low 

                                                 
32 In the current data, the non-speech sounds are only produced by the client. 

33 For example, detailed examinations of the occurrence of ‘emotional expressions’ like laughter 

(Jefferson et al. 1987; Haakana 2001), crying (Hepburn 2004; Hepburn and Potter 2007), ‘hysteria’ 

(Whalen and Zimmerman 1998), and expressions of pain (Heath 1989) show that such expressions are far 

from random ‘outpourings’. Instead, they are produced and treated as sequentially relevant and 

interactionally salient.  
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speakership incipiency. Indicating that there is no immediately forthcoming talk from 

her may be a way for the client to defer any responsibility for terminating the lapse and 

shift it to the therapist.  

 

In the following example, the extended lapse in talk during ingress is interspersed with 

the client producing sniffs and an audible out-breath. 

 
Extract 3.15 (extract 3.11 extended) 
[Session 85a: 1-12] 

1 Th:  (°°     Clöe,°°)((very distant)) 

2   (13.0)((footsteps and clunks)) 

3 Cl: � ((sniff)) 

4  (8.0) 

5 Cl: � ((sniff)) 

6  (1.6) 

7 Cl: � eHhh. 

8  (3.6) 

9 Th:  how are you [today. 

10 Cl:              [eh hhheh 

11  (1.2) 

12 Cl:  te(h)e(h)rrib(h)le¿ 

 
Following the greetings outside the room in extract 3.15 there are 13 seconds of 

footsteps and ‘clunks’ as the participants make their way into the room. After 13 

seconds, a sniff can be heard from the client. The lapse continues after this for 8 seconds 

before another sniff; then 1.6 seconds of non-talk and an audible out-breath. 3.6 seconds 

go by after the out-breath before the therapist initiates his first question: how are you 

[today. (line 9).  

 

The non-speech sounds in extract 3.15 may be functioning as a display of emotion. 

Sniffs and audible breathing are some of the elements of crying (Hepburn 2004). By 

displaying signs of upset during ingress, the client makes the upset interactionally 

available before moves to initiate the business of the session have been made. The 
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display of upset in this environment forecasts that there is a problem to tell: the cause of 

the upset. That there is a problem is verified in the client’s response to the therapist’s 

initiating question: te(h)e(h)rrib(h)le¿ (line 12). The non-speech sounds displaying 

upset may pre-sage the upcoming trouble by functioning as trouble-premonitory 

(Jefferson 1980). Jefferson (1980)34 writes that trouble-premonitories allow a speaker to 

orient the recipient to the presence of a potential trouble and allow the participants to 

‘track’ it together. Trouble-premonitories perform preparatory work so that a recipient is 

prepared for a trouble to be introduced. However, even though the client is displaying 

the availability of emotion during ingress in extract 3.15, she is noticeably not talking 

about it. This may be a way for the client to indicate that even though there is a problem 

available to be talked about, if it is to be talked about, it will not be volunteered.  

 

In the following extract, non-speech sounds are used by the client to ‘actively noise’ 

being cold. 

Extract 3.16 (extract 3.14 repeated) 
[Session 88: 1-34] 

1 ((4.1 secs of footsteps)) 

2 Th:  °you warm enough yet?° 

3 Cl:  hhh n(h)ot r(h)ea(h)ly¿ (n(h)o(h)) .hh 

4 ((door shutting?)) 

5  (1.0) 

6 Cl: � oahhhh. 

7  (1.7) 

8 Cl:  it’s like winter. 

9    (          ) 

10 Th:  (↑mm.) 

11  (0.6) 

12 Cl: � ((sniff)) 

13  (0.7) 

14 Cl: � Hhohh. 

15  (1.1) 

                                                 
34 Jefferson (1980) discusses downgraded conventional responses to inquiries as trouble-premonitories. 

Although non-speech sounds are different interactional items to responses to inquiries, I am utilising 

Jefferson’s discussion of the action of premonitoring a trouble  
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16 Cl: � °(n    ).° hhh 

17  (2.7) 

18 Cl: � ((°sniff°)) 

19   (4.9) ((maybe an audible in- &ex- halation by cl)) 

20 Th:  (‘s tough./stuffed.) 

21  (0.6) 

22 Cl:  yea:::h. it’s coz it’s coming away from the_ 

23 Th:  right.= 

24 Cl:  =↑thing the:re_ and sometimes when I do it up 

25    (1.1) (if I don’t) hold it down properly °it°_ 

26    (2.3) °(never ever get it up).  

27   (13.5)((background noise – moving something?)) 

28 Cl: � O! hhh. 

29   (1.0) ((noise)) 

30 Cl: � ((sniff)) 

31   (1.2) ((noise)) 

32 Cl: � O! hhh. 

33  (3.3) 

34 Th:  °so. (apart) from being c(h)o:ld,  

 

In extract 3.16, the client employs sharp out-breaths as ‘active noisings’ (O'Reilly 2005) 

during the activity phase of ingress. O’Reilly defines ‘active noising’ as “deliberate, 

active sounds made by participants to represent something specific” (p 745). Active 

noising “includes all vocalizations of noise (include onomatopoeic terms)” (O’Reilly 

2005: 749). O’Reilly finds that active noising is used by adults and children in family 

therapy for different interactional functions. The children in her data use active noising 

as “a way into the conversation” (O'Reilly 2005: 749). Through active noising, the 

children demonstrate their attendance to the prior talk and display that they are active 

participants in the interaction. The adults in family therapy “use active noises to upgrade 

their argument and strengthen their claims” (O'Reilly 2005: 749). In extract 3.16, the 

client uses active noising when she produces several ‘vocalised out-breaths’, such as 

oahhhh. (line 6), Hhohh. (line 14), and O! hhh. 35 (lines 28 and 32). These noises 

provide active noising for being cold. By producing these vocalisations, the client 

demonstrates and “authenticates” (O'Reilly 2005) that she is cold.  The client’s sniffs 

                                                 
35 The exclamation mark is used here to try to capture the strongly egressive quality of the sound. 
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may also serve an interactional function of actively noising being cold here. 

‘Authenticating’ being cold through active noisings allows the client to make an 

experiential state of cold interactionally available.  

 

As well as demonstrating her claims of being cold, the client’s active noisings are also 

involved in her management of her participation in the interaction.  The participants 

engage in some chat during ingress in extract 3.16, however, there are also substantial 

periods of non-talk. The client’s active noisings enable her to make simple contributions 

which attend to the prior talk of being cold, while at the same time not actually 

terminating the lapse in which they are produced. The client can thereby demonstrate 

that even though she is not producing talk, she is still attending to and, at least 

minimally, involved in the ongoing lapse in talk.  

 

In the examples presented here, the client (and only the client) produces non-speech 

sounds including sniffs, sighs, and audible or vocalised breathing during lapses in talk 

as the participants undertake the activities of ingress. I proposed here that these sounds 

allow the client to display her participation in the interaction as a ‘not currently 

speaking’ participant. By producing non-speech sounds, the client is able to maintain an 

interactional presence in ongoing lapses without actually initiating a line of talk. 

Through non-speech sounds, the client is also able to display the interactional 

availability of emotion as a trouble-premonitory.  In extract 3.15, the client’s display of 

upset with non-speech sounds during ingress indicates the availability of a trouble to be 

talked about, but does not initiate talk on it. As the therapist does not produce non-

speech sounds during ingress, the client’s non-speech sounds may be a subtle means for 

her to show that she is attending to the interaction, but that she is passing on the 

opportunity to speak. By displaying low speakership incipiency, non-speech sounds 
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may be an attempt by the client to attribute the task of initiating talk, particularly the 

task of initiating the move into the business of the session, to the therapist.   

 

3.2.4.5 Summary 

Ingress is an activity phase of the opening of therapy sessions where the participants 

manage the tasks of entering the consultation room, and settling into their positions 

prior to initiating the institutional business of therapy – talking about the client’s 

personal experience.  Here, section 3.2.4 has examined how the participants 

interactionally manage this transitional stage between establishing co-presence, and 

initiating the institutional business of the session.  In the current data, ingress can be 

undertaken without talk, with talk, or with non-speech sounds – sounds somewhere 

between speaking and silence. During ingress, long lapses in talk are co-constructed by 

the participants. Because silence in interaction is co-constructed, the occurrence of long 

lapses shows that periods of non-talk are non-problematic for the participants.  

Although periods of non-talk are tolerated by participants, it is not to say that talk 

cannot occur in this environment. As shown in section 3.2.4.3, the participants 

sometimes engage in chat while undertaking the activities of ingress. The chat that 

occurs in this environment does not work in the service of the institutional goals of 

therapy; whereas psychotherapy is concerned with the personal, chat is specifically non-

personal, and emotionally ‘safe’. Finally, I considered the client’s production of non-

speech sounds and the work that they do in ingress to display an interactional presence 

during extended periods of non-talk. These three interactional means of traversing the 

activity phase of ingress are important in establishing the consultation room of therapy 

as a private and confidential interactional location. By not talking, talking about non-

personal topics, or by producing non-speech sounds, the participants orient to the 
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necessity of completing the activities of ingress before they begin the session by 

initiating talk about the client’s personal experience.  

 

3.2.5 Initiating the session 

The third and final task of therapy openings is for the participants to initiate the business 

of the therapy session. The task of initiating the session involves the participants 

negotiating how the session will be initiated, and whose role it is to initiate the move 

into therapy-talk. In the current data, the initiation of the session is routinely begun by 

the therapist asking a topic initiating question, typically formulated as ‘how are you?’ or 

a variant of ‘how are you?’, such as ‘how are you today?’, ‘how have you been?’, ‘how 

are things?’. This is similar to medical consultations (discussed above in section 3.1.3) 

in which the transition out of the opening and into the business of the consultation, 

discovering the patient’s presenting concern, is typically proposed by the doctor asking 

a problem soliciting question like ‘how can I help you?’, ‘what’s the problem?’ or ‘how 

are you?’, ‘how have you been?’ (Heath 1981; Robinson 1998; Ruusuvuori 2000; ten 

Have 2001/2002; Robinson 2006; Robinson and Heritage 2006). However, while ‘how 

are you?-type questions are the turns which actually bring about the activity transition 

from the opening to the initiation the business of the session by proposing the relevance 

of the client’s personal state, 36 there are signs in the data that the therapist’s asking of a 

‘how are you?’-type question is a ‘last resort’ attempt to initiate the session after 

opportunities for the client to self-initiate topic talk have not been taken up. In this 

section, I discuss the interactional complexity of the activity phase of initiating the 

session of psychotherapy, and I discuss the possible goals of psychotherapy which may 

                                                 
36 The design of the therapist’s session initiating question, how it functions to make the client’s personal 

experience a relevant topic of talk, and how it is treated by the client, is discussed in detail in chapter four. 
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be being played out in this complex negotiation. I argue here that the difficulty 

displayed in the participants’ negotiation of the initiation of the session is due to their 

opposing attributions of whose role it is to initiate therapy-talk, and how it should be 

initiated.  

 

3.2.5.1 Initiating psychotherapy and professional ‘stocks of interactional 

knowledge’ 

Before examining how the participants in the current data accomplish the move to 

initiate the session, I will firstly discuss an example of professional interactional 

knowledge regarding the initiation of psychodynamic psychotherapy. Professional 

theories and understandings of interactional practices in institutional environments are 

what Peräkylä and Vehviläinen (2008a) term ‘stocks of interactional knowledge’ or 

SIKs – the “normative models, theories or quasi-theories concerning professional-client 

interaction … [which] can be found in professional texts, in training manuals and in 

written and spoken instructions delivered in the context of professional training or 

supervision” (2003: 727). An example of an SIK for psychodynamic psychotherapy is 

Sublette and Novick’s (2004) ‘Essential Techniques for the Beginning Psychodynamic 

Psychotherapist’. In their article, Sublette and Novick impart psychotherapy ‘pearls’ 

which the authors have drawn from literature, colleagues as well as their own clinical 

experiences (2004: 67). 37  Sublette and Novick have advice for therapists about asking 

‘how are you?’-type questions:  

Resist the temptation to direct the dialogue, even with innocuous questions such as, 
“How are you?”  Smile, look receptive with your body language and await the 
patient’s choice of starting gambit.   

(Sublette and Novick 2004: 69) 

 

                                                 
37 Although there are more thorough and in-depth SIKs for psychotherapists, Sublette and Novick’s short 

paper will be used as an example of an SIK.   
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The rationale for this advice is that “being nondirective, although socially awkward at 

times, is a sign of tremendous respect for the patient” (Sublette and Novick 2004: 69).  

They acknowledge that problems may arise from this approach, for example, when “the 

occasional patient who cannot tolerate the therapist’s receptive silence” becomes “self-

conscious and anxious (“I don’t know what I’m supposed to talk about!)” (Sublette and 

Novick 2004: 69). However, such a reaction is seen as therapeutically important as it 

gives the therapist “information about the patient’s relationship style and an opportunity 

to focus on the patient’s feelings about the therapy” (Sublette & Novick 2004: 69). 

Sublette and Novick also give an example of how such a problem could be addressed: 

“‘It sounds like you prefer me to take charge of the conversation. What do you think 

makes you feel so uncomfortable about starting to talk?’” (Sublette & Novick 2004: 69).   

 

Although Sublette and Novick refer to silence as ‘the therapist’s receptive silence’, in 

the current data, the client does not treat the therapist as a receptive interactant until he 

has initiated the session with a question. The client strongly orients to the therapist as 

having the role of initiator in that she never initiates talk about personal matters before 

the therapist has provided some sort of initiating question. However, irrespective of the 

precedent set by prior sessions, the therapist regularly provides an opportunity for the 

client to initiate topic talk herself without an initiating question.  

 

3.2.5.2 Candidate initiations 

In the activity phase of initiating the session in the current data, it seems that there is 

discordance between the participants as they negotiate whose role it is to initiate the 

session and how it should be initiated. In the SIK above, the authors recommend that 

therapists not ask an opening question but wait for the client to produce his or her 

“starting gambit” (Sublette & Novick 2004: 69). In the current data, the therapist 
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attempts to ascribe the task of topic initiation to the client through the use of a second 

greeting. I am referring to these second greetings as ‘candidate initiations’. Candidate 

initiations propose an initiation to the session by marking the point as a beginning but 

they do not initiate topic talk. The following extracts show the therapist using second 

greetings as an attempt to ascribe the task of topic initiation to the client. 

 

Extract 3.17 below shows the therapist initiating a second greeting exchange as a 

candidate initiation. 

 
Extract 3.17 (extract 3.3 extended) 
[Session 90: 1-12] 

1 ((2mins48 – some footsteps in distance) 

2 Th:  °°hello Clöe,°°((in distance)) 

3 Cl:  °°hello;°° 

4 Th:  °°come in;°° 

5  (13.8)((noises – doors, footsteps)) 

6 Cl:  .HHHHER  

7  (5.5) ((clunking noises)) 

8 Th:  >good morning?< 

9 Cl:  mo:rning¿ 

10  (0.8) 

11 Cl:  hhm hhm= 

12 Th:  =>how are you?< hh hh  

 
The therapist’s greeting: >good morning?< in line 8 is a clear example of the therapist 

producing a second greeting in the opening phase of the session.  After a few minutes of 

‘clunking’ sounds at the start of the recording, the therapist can be heard to produce a 

greeting + address term in the distance, outside the room: °°hello Clöe,°° (line 2). The 

client returns the greeting: °°hello;°° (line 3) and the therapist offers a room-entry 

invitation: °°come in;°° (line 4). After this, there is a long lapse of 13.8 seconds during 

which footsteps and ‘clunking’ sounds can be heard. The client produces a loud in-

breath in line 6, which is followed by a further period of 5.5 seconds of ‘clunking’ 

sounds, but no talk.  In line 8, the therapist produces a candidate initiation by initiating a 

second greeting exchange: >good morning?< (line 8), using a different greeting 
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formulation to the first greeting. The client returns the greeting in a truncated form: 

mo:rning¿ (line 9). There is then a gap of 0.8 seconds which is terminated by the client 

laughing (line 12). The therapist then produces an initiating question, latched to the 

client’s laughter, and followed by laughter of his own: =>how are you?< hh hh (line 

12).  

 

In extract 3.17, the client returns the therapist’s greeting but does not offer further talk. 

As a first pair part, a greeting only makes relevant a greeting as a second pair part; it 

does not in itself propose, or solicit, topic talk. However, as a second greeting, the 

therapist’s turn works as a candidate initiation as it attempts to initiate the session by 

marking this point of the interaction as the beginning. Having ‘initiated’ the session by 

marking a beginning, and then not talking after the client has returned his greeting (note 

the 0.8 second gap in line 10), the therapist has potentially created a space where the 

client could self-initiate topic talk, for example, through a news announcement (Button 

and Casey 1985).  The therapeutic goal that second greetings as candidate initiations 

may then serve here is to create a space for the client to initiate topic talk which is not 

constrained by the design of an initiating question. This ‘slot’ after the second greeting 

exchange could be treated as a relevant place for the client to present something like a 

‘reason for the visit’, or an ‘issue for the visit’ in her own terms, rather than in response 

to, and constrained by, a particular therapist question. However, in the data examined, 

second greetings are overwhelmingly unsuccessful as a means for prompting the client 

to self-initiate topic talk.   

 

Second greetings, like the greeting in line 8, work as candidate initiations, and not 

ordinary greetings for two reasons: 1) they do not occur at the beginning of the 

interaction; and 2) greetings are usually not repeated. As Sacks observes, “greetings 
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properly occur at the beginning of the conversation” (1975: 64). In extract 3.17, there 

has already been an exchange of greetings and a room-entry invitation in lines 2-4: 

°°hello Clöe,°°-°°hello;°° and °°come in;°° (line 4). When the second greeting is 

offered in line 8, the participants have been co-present for about 20 seconds. The second 

greeting is not occurring at the beginning of the conversation and is, therefore, hearably 

misplaced.  

 

The second reason for not considering the greeting exchange in lines 8-9 to be ordinary 

greetings is that greeting exchanges are typically not repeated. As Sacks (1975) notes: 

“greetings should not be combined with greetings sequentially. That is, a pair of people 

should not, after saying Hi-Hi, say Hi-Hi again” (Sacks 1975: 69). However, this is 

what happens here. The misplacement of second greetings, and their secondness, marks 

second greetings as doing more than simply greeting. This prompts a search for what 

else these greetings could be doing in this environment if not greeting, and finds its 

answer in marking a beginning of sorts. The second greeting exchange draws on the 

recognisability of greetings as “properly occur[ring] at the beginning of a conversation” 

(Sacks 1975: 64) to mark this point as a beginning of the session. It is not the beginning 

of the participants’ whole interaction, but the therapist’s greeting is produced in this 

position to mark a beginning to the session. It is not successful, however, because the 

client does not treat it as a point for her to relevantly begin talking about herself.   

 

In the next example, extract 3.18, there is an even longer gap following the candidate 

initiation exchange. 
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Extract 3.18 (extract 3.9 repeated) 
[Session 86: 1-10] 

1 ((approx. 3.33mins of infrequent clunking  

2 sounds at the start of tape)) 

3 Th:  (hello Clöe,)((in distance)) 

4   (20.0) ((footsteps, clunking)) 

5 Th: � hi:¿ 

6 Cl: � h(h)h(h)i, hhh hhh 

7  (2.0) 

8 Th:  >how have you been.< 

9  (0.6) 

10 Cl:  ↑Oh=>alright.<  

 
The therapist’s greeting hi:¿in line 5 is another example of a second greeting being 

offered as a candidate initiation. As in the previous example, the candidate initiation in 

extract 3.18 is a greeting which does not occur at the start of the conversation, and 

occurs after another (tentatively heard) greeting: (hello Clöe,) (line 3). Again, the 

second greeting works as a candidate initiation by potentially making relevant a client 

initiated topic initial – what Sublette and Novick might mean by ‘a starting gambit’ – 

however, session initiation is not ratified by the client at this point as she does not self-

initiate topic talk. The client returns the greeting, said through, and followed by 

laughter: h(h)h(h)i, hhh hhh (line 6). There is then a long gap of 2.0 seconds before the 

therapist produces an initiating question: >how have you been.< (line 8).  

 

Having attempted an initiation of the session in line 5 (extract 3.18), the two second 

lapse in line 7 is a kind of ‘stand-off’ between the client and the therapist in the 

negotiation of how topic talk will be initiated. The client does not self-initiate topic talk, 

instead she ‘waits’ for the therapist to ask a topic initiating question, while the therapist 

has already proposed an initiation and by not talking immediately after the client’s 

returned greeting, he is providing the client with an opportunity to initiate talk on topic 

without the constraints of a question.  
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There is one example in which the client does talk after the therapist’s candidate 

initiation greeting.  In the following extract, extract 3.19, the client asks the therapist a 

question after the candidate initiation sequence. 

Extract 3.19 
[Session 81: 1-23] 

1  (3.1) 

2 Th:  (how are you Clöe?) ((very faint/distant)) 

3  (3.0) 

4 ((loud clunk)) 

5 Cl:  (goo:d.) ((very faint/distant)) 

6   (43.0) ((footsteps getting closer,  

7  clunking, shuffling)) 

8 Th:  $hi:¿$ 

9 Cl:  $g’da:y¿$ ((not sure if Th starts laugh in o’lap)) 

10 Th:  huh [huh huh huh 

11 Cl:      [hhh 

12  (0.3) 

13 Cl:  how was your new year. 

14  (0.6) 

15 Th:  ↑it was↑ good,  

16 Cl:  [(        )] 

17 Th:  [>how was y]ours.<  

18  (0.5) 

19 Cl:  ↑it was good,↑ 

20  (0.2) 

21 Cl:  yeah. 

22  (1.0) 

23 Cl:  ↓°I didn’t want to come back yest’day;°↓ 

 

Although it is only a tentative hearing, extract 3.19 is somewhat unusual in that there is 

a tentatively heard ‘how are you?’ exchange prior to the participants enter the room.  

Regardless of the hearing of this exchange, it is enough to establish that the participants 

have established co-presence here. There is then a period of 43 seconds of non-talk 

during which footsteps and other noises can be heard consistent with the participants 

entering the room. The therapist produces a candidate initiation, said with smile voice: 

$hi:¿$ (line 8). The client returns the greeting in a different form: $g’da:y¿$ (line 9). 

Again, the greeting exchange is somewhat ‘misplaced’ in that it occurs some distance 

after the beginning of the interaction. Additionally, it is potentially ‘misordered’ as it 
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occurs after a (tentative) ‘how are you?’ enquiry and response. As such, the greeting 

exchange is doing something more than greeting, namely, marking this point as a 

beginning and proposing initiation to the session.   

 

After the candidate initiation sequence in extract 3.19, there is collaborative laughter, 

then a short lapse of 0.3 seconds (line 12). In line 13, the client asks a clearly other-

oriented question: how was your new year. (line 13). The therapist gives a brief, positive 

evaluation: ↑it was↑ good, (line 19) before returning the question. This extract is 

unusual in that the client rarely makes enquiries about the therapist. The client’s how 

was your new year. (line 13) enquiry is implicated in ‘session initiation sequence’ as the 

reciprocated enquiry functions as the session initiating question. The therapist does not 

treat the client’s question as expansion relevant as he offers only a minimal ‘no news’ 

response: ↑it was↑ good, (line 15), and returns the enquiry: [>how was y]ours.< (line 

17). The reciprocated enquiry is treated by the client as the session initiating question as 

she gives an initial response: ↑it was good,↑ (line 19) before subsequently elaborating 

and initiating talk about personal experience :↓°I didn’t want to come back yest’day;°↓ 

(line 23). 38 

 

In the current data, the client routinely waits for the therapist to initiate the session with 

a question before she will begin to talk about herself. That is, the client treats the 

therapist’s ‘how are you?-type questions as the point at which the business of the 

session can relevantly begin. By not electing to self-initiate talk about herself prior to 

the therapist’s question, the client treats the therapist as having the right (or 

                                                 
38 The discussion of the client’s response here is deliberately brief as the design and organisation of the 

client’s responses are discussed in detail in chapter four.  
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responsibility) of initiation. This corresponds to other institutional interactions in which 

the ‘right’ to initiate lies with the professional (Frankel 1990; ten Have 1991). However, 

in line with therapeutic ideals to not direct or constrain clients’ contributions to therapy, 

therapists may attribute the task of initiating a topic for therapy to the client.  In future 

research, more may emerge to show how or if clients take up the right to initiate. For 

example, in Labov and Fanshel’s data, they report that “the patient herself immediately 

begins the discussion that provides the substance and substantive issues of the session” 

(1979: 113). The first words that are spoken in the session are Rhoda’s: 

 

(Labov and Fanshel 1977: 113) 

 

In the current data, candidate initiations are used by the therapist to propose initiation of 

the session without proposing a topic of talk by asking a question. This allows a 

possible relevance for the client to self-initiate topic talk and to nominate her own topic 

of talk. However, invariably the client does not begin topic talk until the therapist has 

posed a question which makes relevant talk about the client’s personal state and 

experience.   

 

In addition to the silences seen in the extracts above, evidence that the negotiation to 

initiate the session is somewhat delicate and problematic for participants can be seen in 

the occurrence of laughter surrounding candidate initiation sequences and the therapist’s 

initiating question. Laughter is considered further in section 3.2.5.3 below. 
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3.2.5.3 Laughter  

In many of the therapy openings examined in this chapter, there is laughter as the 

participants manage the activity of initiating the session. Laughter in this environment 

both indexes and is evidence of the problematicity of the negotiation to initiate the 

session, and serves affiliative and remedying roles by working to diffuse any 

awkwardness.  

 

Laughter in the environment of the therapist’s initiating question can be seen in the 

following extract:  

Extract 3.20 
[Session 83: 1-7] 

1 ((30 seconds of clunking sounds, footsteps 

2 coming into the room)) 

3 Cl: � hhh hhh h[hh 

4 Th:           [so >it’s been a ↑week,< 

5   � h(h)ow [have you b(h)ee:n?] 

6 Cl: �        [h h  h a  h a  h a]  ha ha .HHUh 

7 Cl:  o::::wh, °yeah¿° >(a bit) all over the place<. 

 
In extract 3.20 there are 30 seconds of various sounds as the participants enter the room, 

however, no talking occurs during this time. The client starts to laugh in line 3, and the 

therapist initiates his opening question in overlap with her laughter. He begins by 

invoking the time since their last session, so >it’s been a ↑week,< (line 4) said quickly, 

and then asks: h(h)ow [have you b(h)ee:n?] (line 5) which is punctuated with laughter. 

The laughter in the therapist’s question is picked up by the client as she starts to laugh 

again in overlap with the end of the therapist’s question. Some of her laughter continues 

into the clear before she takes a loud in-breath and provides an answer to the question. 

 

The following extract again shows laughter in the environment of the therapist’s 

initiating question: 
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Extract 3.21 (extract 3.8 repeated) 
[Session 84: 1-11] 

1 Cl:  (    ) 

2 Th:  hello Clöe, ((in distance)) 

3    (29.0) ((clunks and noises as  

4    coming into the room, some breathing  

5    can be heard)) 

6 Cl:  hhhah. °°hh°° .hhh HHhh. 

7  (0.5) 

8 Cl: � hhh [hhh 

9 Th: �     [how a(h)re you. 

10 Cl:  o:h. Y'know¿ hh not the best. 

11 Th:  o::h. What's [been happening. 

 
In extract 3.21, the second pair part of the greeting exchange can be heard which 

confirms that the participants have established co-presence. There is then 29 seconds of 

non-talk as the participants make their way into the room. During this time, some faint 

breathing can be heard. After 29 seconds, the client produces a very clear out-breath, 

followed by a possible laugh particle, an in-breath and a loud out-breath (line 6). There 

is a 0.5 second gap after the client’s out-breath before she laughs (line 8). As in extract 

3.20, in extract 3.21, the therapist again initiates his first question in overlap with the 

client’s laughter and his turn is interspersed with laughter (line 9).  

 

Aside from its role in response to humour, laughter can perform many roles in 

interaction. In troubles talk, laughter can be used to indicate that the teller is troubles-

resistant (Jefferson 1984a). Jefferson, Sacks and Schegloff (1987) find that laughter is 

produced in an orderly fashion and that one of its functions is an affiliative role in 

constructing intimacy.  They find that breaches of conventional standards, which are 

potentially offensive, can be offered by speakers as displays of intimacy. Laughter is 

then a way of managing this invitation.  Haakana (2001) shows how laughter is utilised 

by patients in medical interactions as a resource for showing that a current activity, for 

example, rejecting the doctor’s advice, is delicate. He also finds that laughter “functions 
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as a remedying feature in different kinds of interactional problems” (Haakana 2001: 

187).  

 

In the environment surrounding session initiation in therapy, laughter is a resource used 

by both participants to manage the difficulty of the task of initiating the session. The 

data show that negotiating the initiation of the session is a complex task for participants. 

I have suggested that part of this difficulty may arise from the participants both 

orienting to the other as having responsibility for initiating the session. Through 

candidate initiations,39 the therapist works to create a space where the client can self-

initiate topic talk, however, the client does not take the opportunity to begin talking. She 

orients to the therapist as having the role of soliciting topic talk. This results in gaps in 

talk. The laughter may work to diffuse the awkwardness of these gaps. Additionally, if 

the participants each attribute the responsibility of initiating topic talk in the session to 

the other, then the silence of each could potentially be heard as resisting the incitement 

to talk. If this is the case, then laughter in this environment may mark their not talking 

as a delicate action. Laughter may thus work to offset the potential hearing of not 

talking as resistance and a hostile action.  

 

3.2.5.4 Summary 

To summarise, the activity phase of initiating the session is a phase of the opening 

where participants manage the task of initiating the move into the business of the 

session. The current data show that this is a complex negotiation for the participants. 

                                                 
39 Candidate initiations are verbal means of creating an interactional space where the client can self-

initiate topic talk, however, it is likely that in sessions in which candidate initiations are not present that 

the therapist uses gazes and body position to display his readiness to receive the client’s talk (cf. 

Robinson 1998).  
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Although the move into the business of the session is routinely accomplished by the 

therapist asking a ‘how are you?’-type question, this question is often surrounded by 

signs of interactional difficulty such as silences and laughter. I have argued that this 

difficulty is possible evidence that each of the participants is orienting to the other as 

having the responsibility to initiate topic talk, and in doing so, to initiate the session of 

therapy.  

 

In many institutional environments, the rights of initiative are oriented to by participants 

as residing with the professional in the interaction. However, according to stocks of 

interactional knowledge for some models of psychotherapy, therapists are not supposed 

to initiate the session with a question as it is seen to constrain the client’s contribution. 

Instead, the client is supposed to self-initiate topic talk. In the current data, a verbal 

device that the therapist sometimes uses to create an interactional space where the client 

can self-initiate topic talk is second greetings. By producing second, misplaced, and 

potentially misordered (see extract 3.19) greetings, the therapist marks that point in the 

interaction as a beginning of sorts. However, by not initiating topic talk following the 

greeting exchange, the client does not ratify the therapist’s attempt to initiate the 

session. Instead, she ‘waits’ for the therapist to solicit talk from her. The interactional 

difficulty of initiating the move to topic talk is both indexed, and partially resolved by 

the participants’ laughter surrounding the therapist’s initiating question.  

 

The regular difficulty that the participants encounter in initiating the session is evidence 

that openings are not merely ritualised patterns to be taken for granted and simply ‘run 

through’ (Schegloff 1986), but that the negotiations that take place in openings need to 

be negotiated anew every session. Most of the sessions of therapy examined in this 

thesis are taken from approximately 16 months into the participants’ relationship. That 
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is, the participants have an established, long-term discourse history. However, despite 

their shared history, and despite the initiation of the session recurrently not being 

successfully achieved until the therapist has asked a question, the activity phase of 

initiating the session has not ‘evolved’ to accomplish this transition with less 

complexity. For example, the transition could be accomplished more efficiently if the 

therapist produced a question earlier to quickly transition into the business of the 

session. Alternatively, the client could self-initiate topic talk to signal the end to the 

activities of ingress and to initiate the session. Instead, the participants reproduce and 

renegotiate the complexity of initiating the session of therapy anew at the start of every 

session.   

 

3.3 Conclusion 

This chapter has examined the organisation of openings in psychotherapy from the point 

of the participants’ audible establishment of co-presence to the point at which the 

participants initiate the move into the business of the psychotherapy session. Therapy 

openings in the current data are organised into three sequential activity phases, each of 

which is associated with distinct tasks. As they undertake and negotiate their 

progression through each of the activity phases, the participants accomplish the 

transition from a state of not talking at all to a point where talk about the client’s 

personal experience can relevantly begin. The first of the activity phases examined in 

this chapter was establishing co-presence (section 3.2.3). Verbally, co-presence is 

established through an exchange of greetings. Greetings take place outside the therapy 

room, and are not always caught on the recordings. In the examples presented, I showed 

the exchange of greetings and also discussed asymmetry in the use of address terms – 

the therapist addresses the client by name, however, the client does not address the 

therapist by name. 
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Having established co-presence, the participants then undertake the activities of ingress 

(discussed in section 3.2.4) – entering the room and settling into their seats.  I showed 

that silence, chat and the production of non-speech sounds are ways that the participants 

can be seen to be oriented to the relevance of completing the activities of ingress before 

moving to initiate the session and talk about the client’s personal experience. By either 

not talking – through silence and non-speech sounds – or talking about specifically non-

personal topics, such as the weather, and local references, the participants manage to 

accomplish the activities of ingress while demonstrably not initiating ‘therapeutic 

business’ talk. Not talking and chat perform important interactional functions in the 

overarching phase of openings in therapy. First of all, until the parties have entered the 

room and closed the door, they are not in a private environment, thus their talk is 

potentially accessible to bystanders or non-participants. Given that in therapy the client 

is expected to discuss personal details, initiating the session before or during room entry 

would leave the client in a vulnerable position of revealing personal details to non-

recipients. By not starting talk on topic until they are inside the consultation room, the 

client and the therapist are orienting to the room as the place to do therapy and as a 

‘communication barrier’: “The work that walls do, they do in part because they are 

honoured or socially recognized as communication barriers” (Goffman 1963: 154).  

 

As well as having a role in ensuring that the client’s ‘psychological privacy’ is not 

invaded by non-participants during the preparatory space, silence, chat, and non-speech 

sounds also play a role in managing the client’s psychological privacy within the 

therapist-client relationship.  During ingress, the participants are undertaking activities 

which compete for their attention, such as walking, turning to close the door, and taking 

their seats. While they are completing these activities, neither of the participants are 
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indicating their full engagement in the interaction or indicating that they are ready to 

begin talk on topic (see Heath 1984; Robinson 1998).  

 

The final activity phase of the opening is initiating the session. Here, the participants 

negotiate who will initiate the move into the business of the session, and how and when 

it will be initiated.  Recurrently, the session ‘proper’ begins when the therapist asks a 

topic initiating question, typically a ‘how are you’-type question. However, I showed 

that, despite their shared history and the fact that the client invariably does not begin to 

talk about herself before the therapist has posed an initiating question, the negotiation of 

who will initiate topic talk in therapy is persistently a complex matter for participants. 

The complexity of the activity phase can be seen in the therapist’s verbal attempts to 

initiate the session without a question, using what I termed candidate initiations – 

second, misplaced greeting tokens; and in the occurrence of silences and laughter 

surrounding the therapist’s initiating question. I argued that part of the complexity of 

initiating the move into the business of the session is due to participants’ opposing 

attributions of whose role it is to initiate topic talk. In institutional settings, it is typically 

the institutional representative who initiates the business of the interaction. However, a 

goal of some therapeutic models, including psychodynamic psychotherapies, the 

theoretical school to which the Conversation Model belongs, is to allow the client to 

initiate topic talk about whatever he or she wants, and to not direct the talk with a 

question. I suggested that the reason that the therapist’s candidate initiations are not 

treated by the client as sufficient to initiate the session is because they do not solicit talk 

from the client. While the second greetings mark a point in the interaction as a 

beginning, the client does not treat the space which follows the exchange as a place for 

her to relevantly self-initiate topic talk.  
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In the next chapter, I examine the therapist’s session initiating question in detail and 

show how this question plays a vital role in setting up the institutionality of 

psychotherapy talk.  Prior to his initiating question, the therapist has not yet 

demonstrated his availability as a listener or that he is oriented to his role as recipient to 

the client’s talk. Until the participants have re-established their institutional roles 

whereby the therapist is positioned as an available recipient and the client is positioned 

as having the ‘floor’, i.e. the right to produce an extended turn at talk, neither participant 

has established their readiness to deal with the potentially sensitive topics that are the 

‘stuff of therapy’, i.e. troubles, feelings, and “distressing experiences” (Antaki et al. 

2005a: 635).   
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Chapter Four 
 

Initiating the session of therapy: the session initiation 

sequence 
 

4.0 Introduction 

Following on from the previous chapter’s examination of therapy openings, this chapter 

examines how the client and therapist collaboratively negotiate the initiation of the 

therapy session; that is, how the participants manage to begin talking to each other as 

client and therapist. In the previous chapter, I examined the organisation of the session 

up to the therapist’s initiating question. This chapter examines how the session unfolds 

after this question.  

 

The initiation of the ‘business’ of the session is achieved through a ‘session initiating 

sequence’, a sequence which draws on aspects of both ‘how are you?’ exchanges in 

everyday conversation, and topic initiation sequences (e.g. Button and Casey 1985). The 

session initiating sequence in therapy is a sequence comprising of three turns at talk: the 

therapist’s initiating question, the client’s minimal initial response, and a subsequent 

elaborated response by the client. The subsequent elaborated response can occur 

immediately after the minimal initial response, or it can occur after intervening turns at 

talk including topicalising turns and questions. The session initiation sequence is 

presented below: 

Session Initiation Sequence 

A→ Therapist: Initiating question – ‘how are you?’ – type question 
B→ Client:   Minimal initial response 
   : 
   : 
C→ Client:   Elaborated response 
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The following data extract taken from the beginning of a therapy session shows the 

opening and the session initiation sequence. The session initiation sequence is 

highlighted and the component turns are marked.  

Extract 4.1 
[Session 86: 3-22] 

3 Th:  (hello Clöe,)((in distance)) Opening 

4  (20.0) ((footsteps, clunking))  

5 Th:  hi:¿  

6 Cl:  h(h)h(h)i, hhh hhh  

7   (2.0)  

8 Th: A→ >how have you been.< Th: Initiating question 

9   (0.6)  

10 Cl: B→ ↑oh=>alright.<  Cl: Minimal Initial Response 

11   (0.4)  

12 Cl: C→ >yeah.< I mean I’m probably Cl: Elaborated response 

13    better today than I’ve been   

14    in a week.   

15 Th:  ↑oh. °right.°  

16 Cl:  °yeah?°  

17 Th:  °°Mmm.°°  

18 Cl:  .hh °uhm::_° (1.8) YEA:H; (0.6)  

19    uhm:_ (1.7) »*ah*  

20    I just-« coz I planned to take it easy_ Cl: Update 

21    (1.6) >tuesday night< wednesday,   

22    and I got home and uhm_  

 

The therapist’s initiating question, typically a ‘how are you?’-type question is a pivotal 

turn which signals an end to the opening and the beginning of the session ‘proper’. 

‘How are you?’ is a highly suitable question for therapy as it allows the therapist to 

perform multiple tasks in the initiation of the session, including: managing the transition 

from the opening into the session ‘proper’; proposing the speakership roles of client and 

therapist; and proposing the client’s personal state as a relevant topic.  

 

Despite ‘how are you?’ being potentially hearable as a topic initiating question which 

proposes extended talk from the client, the client typically provides only a minimal 

initial response. The initiation of topic talk is subsequently achieved when the client 

provides an elaborated response. How the client’s elaborated response is delivered, i.e. 
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whether it is volunteered by the client or solicited by the therapist depends on how the 

therapist treats the client’s initial response. Negative responses tend to be topicalised by 

the therapist, while positive responses are not.  In this chapter, I discuss how the client’s 

responses to the therapist’s initiating questions manage aspects of recipiency and topic 

priority.  

 

The session initiating sequence in the current data is a sequence which allows the 

participants to collaboratively (re-)establish their speakership roles and to gradually 

move into topic talk about the client’s personal experience in therapy sessions. Through 

the sequence, the participants collaboratively construct, and orient to, their institutional 

identities and their associated tasks. For example, by producing a ‘how are you?’-type 

question which proposes the relevance of extended talk about the client’s personal state, 

the therapist displays his orientation to his role as a recipient to the client’s talk. At the 

same time, the client’s role as producer of extended talk about herself is also proposed.  

Therapy’s predilection towards dealing with troubles-talk is also established through the 

session initiating sequence.  

 

To understand how the move into topic talk is achieved in therapy sessions, it is useful 

to draw on findings from both everyday and other institutional environments. Before 

examining the current data, in section 4.1 I present work on how interactants manage 

the move into topic talk in both everyday conversation and institutional settings; how 

‘how are you?’ exchanges are implicated in topic initiation; and the ambiguity of ‘how 

are you?’ enquiries. In section 4.2, I examine the session initiation sequence in the 

current data. I discuss the components of the sequence as well as how the sequence 

allows the participants to interactionally negotiate a number of complex and sometimes 

competing tasks.  These tasks include the therapist and client negotiating and orienting 



 143

to their speakership roles; negotiating when topic talk will occur, what the topic will be, 

and how it will be delivered.  

 

4.1 Background: Initiating topic talk 

In the current data, the initiation of the first topic of talk in therapy is a sort of cross 

between, or ‘hybrid’ (see Emmison and Danby 2007) of the way topic talk is initiated in 

both institutional and everyday talk. As discussed in the previous chapter, the opening is 

the sequential environment that participants work through in order to reach the point 

where the first topic can be initiated. In everyday telephone conversations, the ‘anchor 

position’ for the introduction of the first topic occurs after the exchange of ‘how are 

yous?’ (Schegloff 1986); in institutional environments, the first topic is the initiation of 

the ‘business’ of the interaction. Therapy openings resemble institutional openings, in 

particular, medical openings, in that the therapist’s asking of a question is treated as 

signalling the move out of the opening and into the business of the session. In the 

current data, the therapist typically uses a ‘how are you?’-type question to accomplish 

this transition. However, in the current data, unlike medical consultations, the client 

does not orient to the interactional ‘slot’ provided by the therapist’s first question as a 

space for providing an extended turn at talk. Instead, like in everyday talk, the ‘how are 

you?’ question typically receives only a minimal response. The participants then 

collaboratively negotiate topic initiation.  This section provides a background against 

which session initiating sequences in therapy can be understood. I discuss four aspects 

of initiating topic talk: 1) how ‘how are you?’ exchanges in everyday openings are 

implicated in establishing a first topic of talk (Sacks 1975; Schegloff 1986; 2007); 2) 

how topic initiation sequences are organised (Button and Casey 1984; 1985); 3) how 

participants in institutional settings, particularly medical consultations initiate topic talk; 
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and 4) how ‘how are you?’ can be treated either as a topic inititating question or as a 

‘routine’ opening question.  

 

4.1.1 ‘How are you?’ exchanges in everyday conversation 

‘How are you?’ exchanges in everyday, routine openings play an important role in 

managing who gets to introduce the first topic of talk, and when it will be introduced. 

On the telephone, a routine opening sequence is comprised of four standard 

components: a summons/answer; identification; greetings; and a ‘how are you?’ 

exchange which includes canonical ‘how are you?’ responses such as ‘fine’, or ‘good’ 

(Schegloff 1986). In a routine opening, the anchor position after the exchange of ‘how 

are yous?’ is where the caller introduces the reason for calling. However, participants 

may initiate topic talk prior to the anchor position, or they can talk past the anchor 

position without introducing a first topic. Schegloff writes that there “is evidence that 

the parties understand something special to be involved in starting first topics or action 

sequences in various positions” and that “the claimedly preemptive moves are 

understood to involve special import, urgency, etc.” (1986: 141). Opening sequences 

“may be thought, therefore, to supply a metric of sorts for the introduction of various 

tellables” (Schegloff 1986: 118). 

 

One way to introduce a first topic prior to the anchor position is to give a non-neutral 

response to ‘how are you?’ (see Sacks 1975). Non-neutral responses to ‘how are you?’ 

have sequential implications for the trajectory of the following talk as non-neutral 

answers occasion diagnostic sequences (Sacks 1975; Jefferson 1980). Sacks writes: 

“How are you? has its proper answers among the value state descriptors. So if you ask 

somebody How are you?, he or she should pick a term from among these” (Sacks 1975: 

70). Value state descriptors, such as good, wonderful, terrible etc., fall into three 
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mutually exclusive subsets: [0], e.g. ok, fine; [+],e.g. great, wonderful; and [–], e.g. 

terrible, lousy.40 The importance of categorising the value states into the subsets [0], 

[+], [–] is that the subsets have sequential relevance for the interaction to follow: “Given 

the occurrence of an answer from subset [0], e.g., ok, fine, etc., no further inquires are 

appropriate” (Sacks 1975: 70). However, if an answerer selects a response from either 

the [+] or [–] subset, further sequences are appropriate to seek an account for the 

response. A non-neutral response triggers a diagnostic sequence, for example, given a  

[–] answer like terrible, it is relevant for a speaker to ask why? or what happened?. An 

account is then relevant from the answerer.  

 

‘How are you?’ is connected to a system of regulating information. Sacks argues that 

speakers select their answer to ‘how are you’ questions on the basis of whether the asker 

has a ‘right’ to know the reason for a non-neutral answer.  

The system of regulations involves not a potential asker’s determination of whether 
he could handle any information but, instead, an answerer’s determination of 
whether a given asker can receive the particular information or handle it now. That 
is, it is the business of one who is asked How are you? to determine whether the 
asker can handle that information, and to control his answer by reference to that 
determination. 

(Sacks 1975: 73) 

So, the selection of an answer to a ‘how are you?’ enquiry is made on the basis of the 

answer’s sequential implications. In the design of her or his answer, the answerer 

determines whether the asker is an appropriate recipient for particular information, and 

whether now is an appropriate time for such information to be introduced.  

 

                                                 
40 Jefferson (1980) finds that responses to ‘how are you’ enquiries do not all fall neatly into Sacks’ [0], 

[+],and [–] subsets. Jefferson identifies ‘trouble-premonitory’ responses as a device speakers can use to 

indicating the possible presence of a trouble without giving a response that makes a diagnostic sequence 

immediately relevant. Trouble-premonitory responses are discussed later in this chapter. 
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If a first, i.e. pre-emptive, topic has not emerged out of the opening sequence, 

participants reach the anchor position where the first topic can be initiated. On the 

telephone, this is where the caller typically introduces his or her reason for calling. The 

sequential environment after openings is a position where participants initiate new 

disjunctive topics using a topic initiating sequence (Button and Casey 1984; 1985; 

Schegloff 2007).  

 

4.1.2 Topic initiation sequences 

Topics in talk-in-interaction can be organised in two ways: they can be organised to 

‘flow’ from one to another in a stepwise movement (Jefferson 1984b; Sacks 1992b); or 

they can be disjunctive from the prior talk (Button and Casey 1984; 1985; 1988/1989). 

When a speaker uses a non-neutral response to ‘how are you?’ to ‘hijack’ the opening 

sequence and launch topic talk from within the opening sequence, participants make a 

stepwise move into topical talk. When stepwise topic transition is operating, topics seem 

to ‘flow’ from one to another and topic boundaries are not clearly distinguishable.  

 

Disjunctive topics, on the other hand, have a distinct beginning and occur in particular 

sequential environments such as after opening sequences, after topic closure, and in 

closing environments (Button and Casey 1984; 1985) as well as following troubles talk 

(Jefferson 1984b), and complaints (Drew 1998). In these environments, speakers can 

design their talk to demonstrate that a new topic is beginning and that it does not 

develop the previous line of talk.  

 

The initiation of new, distinctive topics of talk is achieved through topic initiating 

sequences. These are sequences initiated by turns such as topic initial elicitors (Button 
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and Casey 1984), itemised news enquiries (Button and Casey 1985), news 

announcements (Button and Casey 1985), and topic proffers (Schegloff 2007). These 

means of topic initiation share two features: firstly, “the sequence structure is capable of 

receiving extended talk” (Button and Casey 1985: 4); and secondly, the sequences allow 

a topic to “be produced interactionally and mutually” (Button and Casey 1985: 4). The 

sequences differ in how speakership roles are established as well as who nominates the 

topic of talk. Topic initial elicitors, itemised news enquiries and topic proffers establish 

recipient-related topics, whereas news announcements initiate speaker-related topics. In 

sequences initiated by itemised news enquiries, news announcements and topic proffers 

a topic is nominated by the speaker, while topic initial elicitors solicit the recipient to 

nominate a topic. In this section, I examine the organisation of recipient-related topic 

initiating sequences.  

 

Recipient-related topic initiation sequences project extended talk from the recipient and, 

as such, indicate the speaker’s willingness and availability to receive extended talk from 

the other participant. Topic initial elicitors (Button and Casey 1984) are the first turns of 

a three part sequence and solicit the recipient to nominate a topic. The second turn in the 

sequence is a “possible topic initial” (Button and Casey 1984: 177) while the third turn, 

a topicalisation turn, “operate[s] to transform a possible topic initial into an item for 

talking to” (Button and Casey 1984: 182). Topic talk then continues on the topic 

nominated as a possible topic initial. In this way, the generation of topic talk is achieved 

collaboratively over a number of turns. The following example of a topic initial elicitor 

sequence is given by Button and Casey (1984: 182): 
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- topic initial elicitor 
- possible topic initial 
- topicalisation 

 
The recipient’s response to a topic initial elicitor has sequential implications for the 

generation of topic. Preferred, or positive, responses are newsworthy-event reports 

which display recipient’s availability to talk on topic. Newsworthy-event reports 

provide a candidate topic which can then be topicalised for further talk in the third turn 

position. Dispreferred, or negative responses to topic initial elicitors, on the other hand, 

are no-news reports which do not provide a possible topic initial. For example: 

 

(Button and Casey 1984: 180) 

 

Following negative turns, the first speaker can use the third turn position to attempt 

topic generation again, for example, by recycling the no-news report (Button and Casey 

1984: 184).  
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While topic initial elicitors solicit a topic of talk from the recipient and do not in 

themselves nominate a topic, itemised news enquiries (Button and Casey 1985) are 

designed to nominate a topic for the recipient to talk on. The following data extracts 

show itemised news enquiries and responses: 

 

(Button and Casey 1985: 11) 

 

The design of the first turns of itemised news enquiries “constitute specific items of 

enquiry” (Button and Casey 1985: 7). By specifying a topic for talk, for example, 

‘talking to Dana’ (example 1 above); ‘getting the dining suite’ (example 2); the 

recipient’s foot (example 5); and Dez (example 6), itemised news enquiries propose: a) 

that the specified topic is newsworthy; and b) that it is something that the recipient 

knows about (Button and Casey 1985: 7). There are sequential consequences that follow 

from both of these proposals. Firstly, because an itemised news enquiry proposes that 

the item specified in the enquiry is newsworthy, it proposes that there are‘things to tell’ 

about that item and therefore creates a space for, and makes relevant extended talk on 

the topic.  
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A consequence of the second proposal, that the topic nominated in the enquiry is known 

about by the recipient, is implicit in setting up speakership roles. By specifying a 

particular item for enquiry, “itemised news enquiries display that speakers have some 

access to, and knowledge of, the proposed newsworthy item, but [...] they also display 

that the enquirer’s knowledge is only partial relative to the recipient’s” (Button and 

Casey 1985: 7). Therefore the enquiry positions the recipient as one who can 

legitimately talk on that topic. As mentioned earlier, by making a recipient-related 

enquiry, the current speaker displays a willingness and availability to receive extended 

talk on the recipient’s topic. Mutual orientation to producing topic talk occurs when the 

recipient produces an elaborated response to the enquiry and thereby also indicates a 

willingness to talk on topic. 

 

Itemised news enquiries initiate topic talk across two turns. The first turn of the 

sequence is the itemised news enquiry and it is followed by an elaborated response. The 

sequence initiates topic talk in that the elaborated response “is designed to permit 

further talk about the furnished item” (Button and Casey 1985: 17). Button and Casey 

explain: 

Consequently, the sequence, because of the design of an itemised news enquiry and 
the design of an elaborated response, does not just talk on the item of news carried 
in the two turns but, indeed, specifically creates the sequential conditions for 
extended talk; the sequence is designed to begin a topic. 

(Button and Casey 1985: 17) 

By responding in the second turn with an elaborated response, the recipient also 

indicates a willingness and availability to talk on topic.  

 

Schegloff (2007) also discusses disjunctive topic initiation and examines ‘topic 

proffering sequences’ as a distinctive type of adjacency pair. Unlike typical adjacency 



 151

pairs, topic proffering sequences are distinctive in that “preferred responses engender 

expansion and dispreferred responses engender sequence closure” (2007: 169). Like 

itemised news enquiries, topic proffers commonly initiate recipient-related topics 

whereby “the projected topic-talking sequence, if it does in fact develop from the 

proffer, will be one in which the recipient is likely to carry the burden of the talking” 

(Schegloff 2007: 170). In the second position of the topic proffering sequence, the 

recipient “displays a stance which encourages or discourages the proffered topic, 

embraces it or rejects it, accepts or declines what has been proposed” (Schegloff 2007: 

171).   

 

Itemised news enquiries and topic proffers have two sequential relevancies which both 

need to be oriented to for topic initiation to be collaboratively achieved (Button and 

Casey 1985: 19; Schegloff 2007: 169). Specifically, itemised news enquiries and topic 

proffers are turns which perform “double duty” (Schegloff 2007: 169) in that the turns 

concurrently perform two actions. They perform their own action, for example, the 

action of being an enquiry; and they are the vehicle for another action, i.e. topic 

initiating. Because of this, itemised news enquiries and topic proffers create two 

relevancies, a minimal relevance which addresses the action of the turn itself, and an 

expanded relevance addressing the topic initiating action (see Button and Casey 1985: 

13). A recipient can curtail the development of topic talk by only orienting to the 

minimal relevance. For example, a speaker can treat an itemised news enquiry which 

solicits a known trouble such as ‘How are you feeling?’(Button and Casey 1985: 9) as a 

personal state enquiry and respond with a “personal state declaration” (Button and 

Casey 1985: 19) such as Oh fi:ne. (Button and Casey 1985: 20). A minimal response 

like this only orients to the relevance of the question itself, it does not “orient to the 

relevance of providing ‘things to tell’” (Button and Casey 1985: 19). A minimal 
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response functions to curtail topic talk because it does not “actively provide material 

designed to take extended talk on the news” (Button and Casey 1985: 19).  

 

4.1.3 Initiating topic talk in institutional settings 

In institutional settings, particularly ‘health’, ‘help’, and service related settings, a 

central task for the participants is to establish the client’s reason for visiting or calling. 

Often, this is achieved by the institutional representative producing a topic initiating 

turn, for example, ‘how can I help you?’, ‘what can I do for you?’, or ‘how are you?’ 

(discussed further in section 4.1.4). In institutional settings such as medical 

consultations (Heath 1981; ten Have 1991; Frankel 1995; Robinson 1998; Ruusuvuori 

2000; ten Have 2001/2002; Walter, Bundy and Dornan 2005; Heritage and Robinson 

2006b; Robinson 2006; Robinson and Heritage 2006), paediatric encounters (Stivers 

2007a), helplines (Potter and Hepburn 2003; Edwards and Stokoe 2007; Emmison and 

Danby 2007), calls to emergency services (Wakin and Zimmerman 1999), reasons for 

calling or visiting are often formulated as extended tellings, such as troubles-tellings, 

complaints and problem presentations.  

 

In doctor-patient talk, doctors’ first questions initiate the problem presentation phase of 

the consultation and create a space for patients to present their medical problems 

(Robinson 1998; Ruusuvuori 2000; Heritage and Robinson 2006b; Robinson 2006; 

Robinson and Heritage 2006). In the following example, the patient produces an 

extended response to the doctor’s initiating question: 
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(Robinson 2006: 4) 

Patients’ orientations to the space provided by doctors’ first questions can be diverse, 

“varying from presenting biomedical symptoms and candidate diagnoses to extensive 

illness explanations, in formats varying from single sentences to lengthy narratives” 

(Heritage and Robinson 2006b: 89).  

 

There is some disagreement about how much the design of doctors’ initiating questions 

affects patients’ problem presentation. Ruusuvuori (2000) finds that in Finnish medical 

consultations patients have various ways of structuring their problem presentations and 

that their presentations do not always follow the design of the doctor’s question. She 

argues that patients orient to the activity structure of the consultation:  

... patients orient to the slot following the opening phase of the consultation as the 
place for presenting their problem, displaying an orientation to the overall 
structural organization of the consultation at the expense of more local expectations 
concerning their relevant next action 

(Ruusuvuori 2000: 84) 

In contrast, Robinson and Heritage (2006) find that the design of doctors’ first questions 

does significantly affect client’s problem presentations. They state: 

Although [...] patients have resources with which to resist the agendas of 
physicians’ questions and the norms of turn allocation, the fact remains that these 
constraints are present and that patients may need to resist them if they are to 
present their own concerns in their own terms.   

(Heritage and Robinson 2006b: 91) 
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One of the types of questions that Heritage and Robinson analyse is ‘how are you?’. 

‘How are you?’ is potentially ambiguous in medical consultations as it can be treated 

either as initiating question which solicits the client’s medical concerns, or it can be 

treated as a ‘routine’ opening question which only requires a minimal response.   

 

4.1.4 The ambiguity of ‘how are you?’ 

‘How are you?’ can be interactionally problematic as it can be treated as projecting 

either a minimal response or an elaborated response. In everyday conversations in 

English, ‘how are you?’ is the most askable of questions. ‘How are you?’ can be asked 

by any conversationalists who are capable of greeting each other. Indeed, ‘how are 

you?’ can even replace greetings (Sacks 1975). When operating as part of an opening 

sequence, ‘how are you?’ enquiries typically receive only minimal responses. However, 

in institutional environments, such as doctors’ consultations, ‘how are you?’ can be a 

problematic question for patients due to its ambiguity: it can be treated as either an 

‘everyday’ ‘how are you?’, or as a ‘genuine’ (i.e. topic initiating) enquiry into the health 

of the patient.   

 
As discussed above, in everyday opening sequences, ‘how are you?’ is a component of 

opening sequences and is implicated in the management and regulation of information 

delivery (cf. Sacks 1975; Schegloff 1986). In routine, or canonical openings, ‘how are 

you?’ enquiries receive minimal no-news responses which do not make further talk 

immediately relevant. In order to initiate topic talk about an interlocutor’s personal 

state, a speaker may relaunch a ‘how are you?’ enquiry or use a non-conventional 

design of the question, for example, ‘how’s everything with you?’, ‘how are you 

feeling?’ (Jefferson 1980), or ‘so how are you?’ (Bolden 2006). However, relaunched or 
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non-conventionally designed ‘how are yous?’, like other topic initiating turns, may be 

curtailed by the recipient orienting only to the minimal trajectory of the turn.  

 

In medical consultations, the ambiguity of ‘how are you?’ is not simply a matter of the 

question being either a canonical opening question versus a topic initiating question. 

Heath (1981) shows that doctors design their first question to demonstrate their 

awareness of whether the patient is making a new or return visit. Heath finds that the 

types of first topic elicitors used by doctors for initial visits present the doctor as not 

knowing the reason for the patient’s visit. These first topic elicitors, such as ‘How can I 

help you?’, are selected to “successfully elicit a disclosure from the patient concerning 

why he or she is visiting” (1981: 78). However, different first topic elicitors are selected 

for return visits. In return visits, the topic eliciting questions display an awareness of the 

reason for the visit and knowledge of the patient’s complaint. Questions that explicitly 

display knowledge of the problem include questions like “Ah, it’s your foot isn’t it?” (p 

80) or “How’s your arm?” (p 81). Heath finds that the apparently general first topic 

elicitor ‘how are you?’ is avoided by doctors in first visits, but can be used successfully 

to elicit the first topics in subsequent visits. In return visits, the patient treats ‘how are 

you?’ “as a specific enquiry into the state of the patient’s complaint and replies in 

consideration of that hearing” (p 82). In first visits, this treatment of the question is 

unavailable, and so there is ambiguity of whether to treat the question as a greeting or as 

a first topic initiator. 

 

In their discussion of different designs of doctors’ initiating questions, Heritage and 

Robinson (2006b) suggest that the potential ambiguity of ‘how are you?’ is “between 

the overt question agenda, which invites an evaluation and the sequential position of the 

question relative to the opening of the visit, which provides the relevance for problem 
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presentation” (Heritage and Robinson 2006b: 96). Even though doctors’ ‘how are you?’ 

questions may be produced and treated as initiating medical business when occurring 

after the opening phase of the consultation, Heritage and Robinson find that ‘how are 

you?’ questions “are designed to make immediately relevant the presentation of 

evaluations, not problem presentations” (2006b: 97).  Patients can address both of the 

potential relevancies “by first responding with somewhat bland troubles-resistant 

responses and subsequently volunteering multi-unit responsive turns that contain 

presentations of their medical business” (Heritage and Robinson 2006b: 97). For 

example: 

 

(Heritage and Robinson 2006: 97) 

 

To summarise, this section has examined a number of aspects of initiating topic talk in 

interaction. In everyday conversation, ‘how are you?’ exchanges are part of routine 

openings and receive only minimal, no-news responses. However, speakers can use the 

response space to ‘how are you?’ enquiries to pre-emptively introduce a topic for joint 

interactional concern. By initiating topic talk prior to the anchor position, speakers 

present the topic as important or high priority. As such, the opening sequence and ‘how 

are you?’ exchanges are implicated in the management of topic priority – if there is 

important ‘news’ or ‘a tellable’, it should be introduced here (Schegloff 1986). If a topic 

has not emerged out of the opening sequence, speakers have resources to initiate new, 



 157

disjunctive topics. Topic initiating turns either propose a topic for talk, or solicit the 

recipient to nominate a topic. Recipient-related topic initiators, such as topic initial 

elicitors (Button and Casey 1984), itemised news enquiries (Button and Casey 1985), 

and topic proffers (Schegloff 2007) project topic talk where the recipient will become 

the main speaker.  In institutional settings like medical consultations and helplines, 

professionals’ topic initiating turns typically solicit the patient/client’s reason for 

visiting or calling.41 In response, patients/clients orient to the space provided by the 

professional’s question as a place where they can relevantly provide an extended telling, 

such as a troubles-telling or problem presentation. In these sequential environments, 

‘how are you?’ can be interactionally problematic as it can be treated as projecting 

either a minimal or elaborated response. These aspects of the sequential organisation of 

topic initiation in both everyday and institutional interactions, and the management of 

topic priority are important for understanding and analysing the current therapy data and 

how the participants negotiate how they will initiate extended talk about the client’s 

personal experience in the session.  

 

4.2 The session initiation sequence in therapy 

In therapy, the session initiation sequence is a way of interactionally managing the 

transition from the opening to ‘therapy talk’ whereby the client can talk about her 

personal experiences in detail. It is a sequence which delicately manages issues of 

recipiency and speakership roles. It establishes the client’s personal state as a relevant 

                                                 
41 A notable exception to this is observed by Emmison and Danby (2007) in calls to ‘Kids Help Line’, a 

national counselling and helpline for children in Australia. In call takers’ opening turn, counsellors 

provide only an organisational identification and do not make an explicit offer of help. Emmison and 

Danby find that “[t]he consequence of this design is that the onus is placed on the caller to account for the 

call, a process that typically involves the announcement or description of a trouble or problem and then, 

delivered separately, a specific reason for the call” (2007: 63). 
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topic, and is used by the client to manage when she will begin to talk about her personal 

life – “the raw material for the therapeutic work” (Labov and Fanshel 1977: 35).  

 

In the current therapy data, the therapist often uses ‘how are you?’-type questions to 

initiate the session and solicit talk from the client.  However, the client does not orient 

to the space provided by the therapist’s question as a relevant place to immediately 

present an extended troubles-telling or problem presentation; she orients to the minimal 

relevance of ‘how are you?’ and gives an evaluative response. It is not clear from either 

the therapist’s question, or the client’s response, whether either is treating the therapist’s 

question as projecting topic talk. It is not until the third position, the slot following the 

client’s initial response, that the ambiguity of the initial adjacency pair is resolved. Here 

it becomes clear that neither is treating his question as a routine ‘how are you?’. In the 

third turn of the sequence, the client produces an elaborated response which functions as 

a possible topic initial.  

 

4.2.1 Therapist’s first question 

As in medical consultations, the therapist’s ‘first’ question is a pivotal point which 

marks the transition from the opening of therapy into the session proper. In the current 

data, the session is typically initiated when the therapist produces a ‘how are you?’-type 

question (marked with A�). For example: 

Extract 4.2 
[Session 84: 2-10] 

2 Th:  hello Clöe, ((in distance)) 

3    (29.0) ((clunks and noises as  

4    coming into the room, some breathing  

5    can be heard)) 

6 Cl:  hhhah. °°hh°° .hhh HHhh. 

7  (0.5) 

8 Cl:  hhh [hhh 

9 Th: A�     [how a(h)re you. 

10 Cl:  o:h. y'know¿ hh not the best. 
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Extract 4.3 
[Session 87: 1-8] 

1 ((22 secs of background noises)) 

2 Th:  morning? hhh [huh huh huh 

3 Cl:               [m(h)or(h)ni(h)ng¿  

4 Cl: ((faint breathing sounds)) 

5 Cl:  ((faint sniff or laugh))((these are over 4 secs)) 

6 Th: A� >how are you<? 

7  (0.7) 

8 Cl:  °I’m alright.° 

 

Extract 4.4 
[Session 90: 2-13] 

2 Th:  °°hello Clöe,°°((in distance)) 

3 Cl:  °°hello;°° 

4 Th:  °°come in;°° 

5  (13.8)((noises – doors, footsteps)) 

6 Cl:  .HHHHER  

7  (5.5) ((clunking noises)) 

8 Th:  >good morning?< 

9 Cl:  mo:rning¿ 

10  (0.8) 

11 Cl:  hhm hhm= 

12 Th: A� =>how are you?< hh hh  

13 Cl:  I’m al↑ri:ght? 

 

Although each of the therapist’s questions in extracts 4.2- 4.4 is designed simply as 

‘how are you?’, each of them is marked in some way. In extract 4.2, how a(h)re you. 

(line 9) is in overlap with, and interspersed with laughter; ‘how are yous?’ in extracts 

4.3 and 4.4 are said quickly, and 4.4 is latched to the client’s laughter and is followed by 

the therapist’s laughter.  These prosodic markings and laughter are potentially 

differentiating these ‘how are yous?’ from being hearable as purely ‘routine’ ‘how are 

yous?’. 

 

In the following example, the therapist’s initiating turn in line 10 is again a marked 

variant of ‘how are you?’.  ‘How are you?’ is prefaced by the discourse marker ‘so’:  
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Extract 4.5 
[Session 80: 1-11] 

1 ((24 secs at start of tape, noises – door?)) 

2 Cl:  hhh hhh ((in distance)) 

3  (2.5) 

4 ((loud noise, door?)) 

5   (16.0) (footsteps, clunking)) 

6 Th:  the whole city (    ) closing do:wn 

7    hhh (         ) 

8 Cl:  yea:h; oh it is. 

9  (2.6) 

10 Th: A� so how are you.= 

11 Cl:   I’m ↑good,  

 

The ‘how are you?’ enquiry in extract 4.5 comes after some chat during ingress and a 

2.6 second pause.  The initiating question is ‘so’-prefaced (Bolden 2006) with stress on 

the ‘you’: so how are you. (line 10). Bolden examines ‘so’-prefaced ‘how are yous?” 

and argues that ‘so’ is an other-attentive marker which is used in sequence-initial 

position to “launch new conversational issues” (p 662). By using ‘so’ as preface to a 

‘how are you?’ enquiry, speakers “pursue expanded responses, inviting the addressee to 

introduce personal issues” (Bolden 2006: 668).  

 

The therapist also uses ‘how are you?’-like question formats to initiate therapy sessions 

as seen in the following examples:  

Extract 4.6 
[Session 78: 5-7] 

5 Th: A� >how’re< thi:ngs. (hh.) 

6  (0.3) 

7 Cl:  »↑orright.«  

 
Extract 4.7 
[Session 79: 11-13] 

11 Th: A� how’re you feeling? 

12  (0.3) 

13 Cl:  pretty goo:d¿ ↑yeah. 
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Extract 4.8 
[Session 86: 8-10] 

8 Th: A� >how have you been.< 

9  (0.6) 

10 Cl:  ↑oh=>alright.<  

 

Like ‘how are you?’, each of the questions in extracts 4.6- 4.8 can take value state 

descriptors such ‘good’, ‘fine’, ‘okay’ etc. as answers (see Robinson 2006: 30). 

However, different question formats have been shown to accomplish different actions in 

interaction (see Jefferson 1980; Button and Casey 1985; Robinson 2006). ‘How are you 

feeling?’ has received particular attention. Button and Casey (1985) and Jefferson 

(1980) regard ‘how are you feeling?’ as a trouble solicitation which presumes the 

presence of a trouble, whereas ‘how are you?’ generally does not.42 In medical 

consultations, Robinson (2006) argues ‘how are you feeling?’ “is narrow and 

biomedically focussed” (2006: 30). On the other hand, Sacks (1992b: 561-9) does not 

distinguish between question formats ‘how have you been?’ and ‘how are you?’ in his 

discussion of things that come at the beginning of conversation. In the current data, all 

of these question formats are used as vehicles to accomplish the action of initiating the 

session.  

 

Another way that the therapist formulates initiating questions is to modify ‘how are 

you?’ and ‘how have you been’ with a time reference:  

Extract 4.9 

[Session 82: 7-8] 

7 Th: A� °how have you been since we last met.° 

8 Cl:  >↑yeah pretty good,< uhm_ (2.7) °↑a:h yea::h;° 

 

                                                 
42 Although, ‘how are you?’ enquiries can be prosodically marked to index the speaker’s awareness of a 

trouble, for example, ‘how are you?’ or ‘how are you?’. 
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Extract 4.10 
[Session 83: 4-7] 

4 Th: A�          [so >it’s been a ↑week,< 

5   A� h(h)ow [have you b(h)ee:n?] 

6 Cl:         [h h  h a  h a  h a]  ha ha .HHUh 

7 Cl:  o::::wh, °yeah¿° >(a bit) all over the place<. 

 

Extract 4.11 
[Session 85a: 9-12] 

9 Th: A� how are you [today. 

10 Cl:              [eh hhheh 

11  (1.2) 

12 Cl:  te(h)e(h)rrib(h)le¿ 

 

Extract 4.12 
[Session 85b: 6-7] 

6 Th: A� how are you today. 

7 Cl:  °oh:; (0.6) a bit better.° ((dull sounding)) 

 

Modifying a ‘how are you’-type question with a time reference has a number of 

functions. In Button and Casey’s (1985) examination of topic initiating turns, they 

observe that itemised news enquiries may be designed to solicit updates on a known 

trouble, or “developments concerning an ongoing recipient-related activity or 

circumstance” (Button and Casey 1985: 8). By using a time reference in his session 

initiating question, the therapist designs the question to solicit any news, changes or 

developments in the client’s personal situation.   

 

A time reference also specifies a particular time period for the scope of the question, for 

example, making the question relevant to the time since the last meeting: how have you 

been since we last met. (extract 4.9, line 7), and: so >it’s been a ↑week, (extract 4.10, 

lines 4-5). This serves a “clock function” (Sacks 1992b: 564) and indexes the ongoing 

relationship of the client and therapist. By referring to the time since their last meeting, 

the status of the current session as one-in-a-series (Button 1991) is made explicit. 
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Additionally, as ‘‘how are you?’ + a time reference’ invites a comparative evaluation of 

the client’s personal state, these formulations of the initiating question locate the client’s 

current well-being within the context of her well-being in previous sessions. As such, 

the questions contribute to a sense of therapy as a course of therapy in which the client’s 

well-being is a joint concern which they collaboratively and progressively monitor.  

 

Extracts 4.9 to 4.12 show time references being used to modify ‘how are you?’-type 

questions. In one session (extract 4.13 below), the time since the last session alone is 

used to initiate the session.  

Extract 4.13 
[Session 134: 36-37] 

36 Th: A� °it’s been abou:t ten days (or more¿/or so¿)° 

37 Cl:  ↑yea::h; it has.=uhm_ (2.3) yea:h. 

 

By invoking the time between sessions, the therapist is using the time reference to invite 

the client to provide an update on what has happened in the time since their last 

meeting, despite the design of the question initially projecting only confirmation or 

disconfirmation. As these participants usually meet twice weekly, a break of ten days is 

a long break, and this is departure from routine is marked in the formulation of the 

statement. 

 

In another example, extract 4.14 below, a ‘how are you?’ question is implied. Through a 

contrast with a previously established personal state of being cold, the therapist is able 

to formulate a session initiating turn in which the question is implied: 
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Extract 4.14 
[Session 88: 34-37] 

34 Th: A� °so. (apart) from being c(h)o:ld,  

35    [hhh hhh 

36 Cl:  [huh hah hah hah 

37 Cl:  hhh. °ugh:::::; yeah I’m alright.° 

 

By acknowledging and setting aside a personal state of being cold: °so. (apart) from 

being c(h)o:ld, (line 34), which the speakers established during ingress chat, the 

therapist marks the transition from the opening phase of the session into the session 

‘proper’. Here, the ‘how are you?’ part of the question is implied rather than explicitly 

stated. The client’s understanding of the implied question is demonstrated in her 

answer: °ugh:::::; yeah I’m alright. (line 37).  

 

Another extract shows that the therapist’s question is a returned question: 

Extract 4.15 
[Session 81: 13-19] 

13 Cl:  how was your new year. 

14  (0.6) 

15 Th:  ↑it was↑ good,  

16 Cl:  [(        )] 

17 Th: A� [>how was y]ours.<  

18  (0.5) 

19 Cl:  ↑it was good,↑ 

 

In the previous chapter, I discussed how the client’s question: how was your new year 

(line 13) is somewhat unusual in that the client rarely makes enquiries of the therapist. 

The client’s question here is possibly an attempt to prompt the therapist to initiate the 

session. The therapist responds: ↑it was↑ good, (line 15) and then returns the enquiry: 

how was yours. (line 17). 
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Each of the therapist’s topic initiating turns examined so far has nominated, either 

explicitly or implicitly, a topic for talk, namely, the client’s personal state. The 

following session initiating question is different in that the therapist uses a topic initial 

elicitor (Button and Casey 1984) to solicit a topic nomination from the client: 

Extract 4.16 
[Session 89: 11-13] 

11 Th: A� °so what would you like  

12  A� to talk about today.° 

13 Cl:  I dunno? hhh 

 

As discussed earlier, topic initial elicitors, like itemised news enquiries, are turns which 

are designed to generate topic talk on a recipient-related topic. However, whereas 

itemised news enquiries nominate a topic for talk, for example, ‘how the client is’, topic 

initial elicitors invite the recipient to nominate a topic for talk. In extract 4.16, the 

therapist’s initiating question °so what would you like to talk about today.° (line 11) 

asks the client to nominate a topic for talk in the current session. This example will be 

discussed in greater detail later in this chapter. 

 

This section has examined the therapist’s design of his session initiating questions. 

Often, the therapist uses a ‘how are you?’-type question as an itemised news enquiry to 

initiate the session. ‘How are you?’-type questions, whether designed as modified ‘how 

are yous?’, formulated using time references, or designed as a ‘how are you?’-type of 

question, such as ‘how are you feeling?’, set up some of the institutional asymmetries of 

the therapy session. As recipient-related topic initiators, the therapist’s session initiating 

questions create a space for the client to produce extended talk. The questions function 

to establish the client’s personal state as a relevant and legitimate topic; and they 

establish speakership roles by projecting the therapist as the recipient and the client as 

the speaker. Although previous research has found that different formats of ‘how are 
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you?’-type questions, such as ‘how are you feeling?’ and ‘how have you been?’, 

perform different actions, in the current data, a number of different formulations are all 

used as vehicles for accomplishing session initiation and proposing topic initiation. The 

next section examines the second turn of the session initiating sequence: the client’s 

initial minimal response.  

 

4.2.2 Client’s minimal initial response 

In therapy, it is the client’s ‘job’ to talk about herself and her experiences. The 

therapist’s session initiating turns examined above function to initiate the session of 

therapy by proposing topic talk about the client’s personal state. However, despite the 

therapist posing questions which could be treated as topic initiating, the client does not 

orient to the space immediately after the initial turn as a space to deliver an extended 

turn. Instead, she regularly responds to the therapist’s initiating turn with a minimal 

initial response. An elaborated response which provides a possible topic initial is not 

provided until later in the sequence. Giving a minimal initial response allows the client 

to avoid providing an elaborated response in the second position of the sequence. This 

results in the session initiating sequence being an expanded version of a topic initiation 

sequence. Making the sequence take place over more turns allows the client to ensure 

the therapist is clearly positioned in the role of recipient before she provides an 

elaborated response; that is, it allows interactional space for the participants to each 

interactionally disambiguate the therapist’s initial question from a routine ‘how are 

you?’ enquiry. It also allows the client to manage issues of topic priority. In this section, 

I will firstly examine the client’s minimal initial turns, and how these turns are designed 

to fit the therapist’s first-pair part. I will also discuss how the client’s initial turns are 

minimal, and not simply treating the therapist’s first pair part as a ‘routine’ question. I 

will then discuss how the minimal initial responses are an adaptation of topic initiation 
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sequences designed for the contingencies of therapy: how they work to delay an 

elaborated response and how they extend the session initiation sequence.  

 

As discussed above, the therapist’s session initiating turn is often formulated as a 

variant of a ‘how are you?’ question. In response, the client initially gives a minimal 

evaluative response (marked with B�). The evaluative responses range from positive to 

negative, for example:  

 
Extract 4.17 
[Session 4: 6-8] 

6 Th: A� >how have you been.< 

7 Cl: B� ↑good. really good.  

8   (1.2) 

 
Extract 4.18 
[Session 80: 9-12] 

9  (2.6) 

10 Th: A� so how are you.= 

11 Cl:  B� =I’m ↑good¿  

12  (1.1) 

 
Extract 4.19 
[Session 84: 8-11] 

8 Cl:  hhh [hhh 

9 Th: A�     [how a(h)re you. 

10 Cl: B� o:h. y'know¿ hh not the best. 

11 Th:  o::h. what's [been happening. 

 
Extract 4.20 
[Session 83: 4-8] 

4 Th: A�          [so >it’s been a ↑week,< 

5   A� h(h)ow [have you b(h)ee:n?] 

6 Cl:         [h h  h a  h a  h a]  ha ha .HHUh 

7 Cl: B� o::::wh, °yeah¿° >(a bit) all over the place<. 

8 Th:  o:h.= 

 
Extract 4.21 
[Session 85a: 9-14] 

9 Th: A� how are you [today. 

10 Cl:              [eh hhheh 

11  (1.2) 

12 Cl: B� te(h)e(h)rrib(h)le¿ 

13 Th:  terrible¿= 

14 Cl:   =hhh. ((sniff)) 
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The client’s minimal responses in extracts 4.17- 4.21 represent a continuum of 

evaluative responses from positive: ↑good. really good. (extract 4.17, line 7) to 

negative: te(h)e(h)rrib(h)le¿ (extract 4.21, line 13) (discussed further in section 4.4). 

However, often, the client’s minimal initial responses are formulated more ambiguously 

as downgraded conventional responses (Jefferson 1980) such as ‘alright’ or ‘pretty 

good’:  

Extract 4.22 
[Session 78: 5-8] 
5 Th: A� >how’re< thi:ngs. hh. 

6  (0.3) 

7 Cl: B� »↑orright.«  

8  (0.7) 

 

Extract 4.23 
[Session 79:10-14] 
10  (2.0) 

11 Th: A� how’re you feeling? 

12  (0.3) 

13 Cl: B� pretty goo:d¿ ↑yeah. 

14  (2.5) 

 

Extract 4.24 
[Session 82: 7-9] 
7 Th: A� °how have you been since we last met.° 

8 Cl: B� >↑yeah pretty good,< uhm_ (2.7)  

9    °↑a:h yea::h;° 

 

Extract 4.25 
[Session 86: 7-11] 
7 (2.0)   

8 Th: A� >how have you been.< 

9   (0.6) 

10 Cl: B� ↑oh=>alright.<  

11   (0.4) 
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Extract 4.26 
[Session 87: 6-9] 

6 Th: A� >how are you<? 

7  (0.7) 

8 Cl: B� °I’m alright.° 

9  (0.7) 

 

Extract 4.27 
[Session 88: 34-38] 

34 Th:  °so. (apart) from being c(h)o:ld,  

35    [hhh hhh 

36 Cl:  [huh hah hah hah 

37 Cl: � hhh. °ugh:::::; yeah I’m alright.° 

38   (0.8) 

 

Extract 4.28 
[Session 90: 12-14] 

12 Th:  =>how are you?< hh hh  

13 Cl: � I’m al↑ri:ght? 

14   (1.7) 

 

Among Jefferson’s work on how participants talk about troubles (Jefferson 1980; 

Jefferson and Lee 1981; Jefferson 1984a; 1984b; 1988a), Jefferson identifies (1980) the 

‘trouble-premonitory’ response as a device speakers can use to manage the dual 

relevancies of attending to troubles, and managing ‘business as usual’ (Jefferson 1980: 

153). Trouble-premonitories are responses to enquiries like ‘how are you?’ which are 

“mildly downgraded version[s] of standard, conventional responses” (Jefferson 1980: 

154-5). Downgraded conventional responses such as pretty good, not too bad, and oh 

fine, are close enough to [0] responses to not trigger a diagnostic sequence as a [–] 

response would, however, they can precede reports on troubles. On the other hand, [0] 

responses such as fine do not indicate a forthcoming report on a trouble. In this way, 

trouble-premonitories manage to both foreshadow a potentially available trouble, while 

not making it an immediate interactional concern. As such, trouble-premonitories allow 

speakers to present themselves as being ‘troubles-resistant’. This will be discussed 

further in section 4.3.   
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In response to the therapist’s session initiating questions formulated as ‘how are you?’-

type enquiries, the client gives short, evaluative minimal initial responses. However, the 

therapist’s first question is not always formulated as a ‘how are you?’-type question. 

Different question formats are employed as session initiating questions in the following 

extracts, and they receive minimal responses which are designed to fit the constraints of 

the question. 

 

In extract 4.29, the therapist’s initiating question is a returned enquiry, [>how was 

y]ours.< (line 17):  

 
Extract 4.29 
[Session 81: 8-43] 

8 Th:  $hi:¿ $ 

9 Cl:  $g’da:y¿$ ((not sure if Th starts laugh in o’lap)) 

10 Th:  huh [huh huh huh 

11 Cl:      [hhh 

12   (0.3) 

13 Cl:  how was your new year. 

14   (0.6) 

15 Th:  ↑it was↑ good,  

16 Cl:  [(        )] 

17 Th: A� [>how was y]ours.< 

18   (0.5) 

19 Cl: B� ↑it was good,↑ 

20   (0.2) 

21 Cl:  yeah. 

22   (1.0) 

23 Cl:  ↓°I didn’t want to come back yest’day;°↓ 

 
The client’s response in extract 4.29, as in other extracts, is a minimal, evaluative 

response. In response to the therapist’s return enquiry about her ‘New Year’, the client 

produces a similar evaluative response to the therapist’s response in line 15, ↑it was 

good,↑ (line 19).   
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In extract 4.30, the therapist invokes the time since their last meeting as a topic 

initiating turn.  

Extract 4.30 
[Session 134: 36-40] 

36 Th: A� °it’s been abou:t ten days (or more¿/or so¿)° 

37 Cl: B� ↑yea::h; it has.=uhm_ (2.3) yea:h. 

38   (2.8) 

39 Cl:  °uhm_° (1.0) ° I sorta wanted to come in 

40    >a little bit last week¿<° hhh hhh 

 

The therapist’s first pair part, °it’s been abou:t ten days (or more¿/or so¿)° (line 36) is a 

statement which makes relevant a confirmation or disconfirmation as a second pair part. 

As a topic initiating turn, the statement makes relevant elaborated talk on what has 

happened during this time. The client’s initial answer provides agreement with the 

statement: ↑yea::h; it has. (line 37). To her initial answer, she then latches an ‘uhm’ 

with level intonation: uhm_ (line 37) which allows her to hold the turn and indicates 

that she has more to say. However, the client does not produce a further elaboration of 

her response at this point. Instead, she pauses for a 2.3 seconds and then reaffirms, or 

recycles, her initial response: yea:h. (line 37). Given that the therapist’s first pair part in 

extract 4.30 is designed to project either confirmation or disconfirmation as well as an 

elaborated response, it is again perhaps unsurprising that the client provides a minimal 

response in line 37. However, the client demonstrates her understanding of the 

elaborated projection of the therapist’s turn when she uses uhm_ (line 37) as a turn-

holding device. She demonstrates that she recognises the potential topic initiating action 

of the turn, yet she does not take the opportunity to produce an extended turn of talk 

immediately. 

 

Another example in which the client gives a minimal initial response to a non-‘how are 

you?’ session initiating question is given below: 
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Extract 4.31 
[Session 89: 10-14] 

10   (1.2) 

11 Th: A� °so what would you like  

12  A� to talk about today.° 

13 Cl: B�  I dunno? hhh 

14 Th:  hh hh n(h)ot ↑s(h)ure?  

 

The therapist’s topic initial elicitor in lines 11-12 asks the client nominate a topic for 

talking about in today’s session. By responding with I dunno? hhh (line 13), the client 

provides only a minimal second pair part to the therapist’s first pair part, however, she 

does not supply a possible topic initial. This example is examined in detail in section 

4.3.  

 

In the extracts presented here, the client regularly responds to the therapist’s session 

initiating turn with a minimal initial response. In therapy, unlike medical consultations, 

the client does not treat the space provided by the therapist’s initiating question as a 

place for her to initiate an extended telling. Indeed, for the most part, the client does not 

even indicate the availability of a topic, for example, by giving a response which 

triggers a diagnostic sequence, e.g. a [+] or [–] response (Sacks 1975) (discussed in 

section 4.4). Most of the client’s responses are downgraded conventional responses such 

as ‘alright’ or ‘pretty good’.  

 

As discussed earlier, ‘how are you?’ enquiries are ambiguous as they can be treated as 

either ‘routine’ or topic-initiating questions. However, just as the question can be 

ambiguous, the same can be true of the response. In the current data, the client’s 

minimal initial responses retain the ambiguity of the ‘how are you?’ question in that it is 

not clear whether she is treating the therapist’s question as ‘routine’ enquiry by 

providing a ‘routine’ response, or whether she is treating it as a ‘real’ question and 
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providing a ‘real’ evaluation of her personal state. Evidence that neither the client nor 

the therapist treats the therapist’s initial first pair part as a ‘routine’ ‘how are you?’ can 

be seen in what happens after the client’s initial second pair part.  

 

4.2.3 The third position 

The interactional ‘slot’ after the client’s minimal initial response is the location where 

the ambiguity of the ‘how are you?’ question-answer is resolved. Firstly, the therapist 

does not treat the client’s initial minimal responses as being complete. Following the 

client’s initial response, he either treats the space as still belonging to the client by not 

self-selecting to talk again (extracts 4.32 - 4.35 below), or he topicalises the client’s 

initial response and prompts further talk about it (extracts 4.36 -4.37 below), for 

example: 

Extract 4.32  
[Session 78: 5-8] 
5 Th:  >how’re< thi:ngs. hh. 

6 (0.3)  

7 Cl:  »↑orright.«  

8  � (0.7) 

 

Extract 4.33 
[Session 80: 10-12] 
10 Th:  so how are you.= 

11 Cl:   =I’m ↑good¿  

12  � (1.1) 

 

Extract 4.34 
[Session 86: 8-11] 
8 Th:  >how have you been.< 

9   (0.6) 

10 Cl:  ↑oh=>alright.<  

11  � (0.4) 
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Extract 4.35 
[Session 90: 12-14] 

12 Th:  =>how are you?< hh hh  

13 Cl:  I’m al↑ri:ght? 

14  � (1.7) 

 

Extract 4.36 
[Session 83: 4-8] 

4 Th:           [so >it’s been a ↑week,< 

5    h(h)ow [have you b(h)ee:n?] 

6 Cl:         [h h  h a  h a  h a]  ha ha .HHUh 

7 Cl:  o::::wh, °yeah¿° >(a bit) all over the place<. 

8 Th: � o:h.= 

 

Extract 4.37 
[Session 85a: 9-13] 

9 Th:  how are you [today. 

10 Cl:              [eh hhheh 

11  (1.2) 

12 Cl:  te(h)e(h)rrib(h)le¿ 

13 Th: � terrible¿= 

 

Although recipient-related topic initiating questions propose speakership roles by 

projecting extended talk by the recipient, in the extracts above, the therapist confirms 

that he is positioned as a listener who is available to receive the client’s talk by not 

talking after the client’s initial response (extracts 4.32-4.35), or by producing a 

topicalising turn such as ‘oh’ (extract 4.36) or a repeat of the client’s response (extract 

4.37).  Although negative observations can be difficult to make (Sacks 1992a; Schegloff 

2003), Sacks’ (1992a) ‘chaining rule’ specifies that “A person who asks a question has 

a right to talk again, after the other talks” (Sacks 1992a: 49). So, having asked a 

question, the therapist could be expected to talk again after the client has provided an 

adequate response. By not talking again, the therapist indicates that the turn space still 

belongs to the client.  
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Secondly, the client demonstrates that this is not a ‘routine’ ‘how are you?’ exchange in 

the third position of the sequence as she does not reciprocate the enquiry after her initial 

response. For example:  

Extract 4.38 
[Session 78: 5-8] 

5 Th:  >how’re< thi:ngs. hh. 

6 (0.3)  

7 Cl:  »↑orright.«  

8  � (0.7) 

 

Extract 4.39 
[Session 79: 10-14] 

10 (2.0)  

11 Th:  how’re you feeling? 

12  (0.3) 

13 Cl:  pretty goo:d¿ ↑yeah. 

14  � (2.5) 

 

Extract 4.40 
[Session 80: 10-12] 

10 Th:  so how are you.= 

11 Cl:   =I’m ↑good¿  

12  � (1.1) 

 

Extract 4.41 
[Session 86: 8-11] 

8 Th:  >how have you been.< 

9   (0.6) 

10 Cl:  ↑oh=>alright.<  

11  � (0.4) 

 

Extract 4.42 
[Session 90: 12-14] 

12 Th:  =>how are you?< hh hh  

13 Cl:  I’m al↑ri:ght? 

14  � (1.7) 

 

In each of the examples above, there is silence after the client’s minimal initial 

response. In routine openings on the telephone, there is an exchange of ‘how are you?’ 

enquiries (Schegloff 1986). These exchanges provide both participants with an 
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opportunity to introduce ‘tellables’ prior to the anchor position. By not returning the 

‘how are you?’ enquiry after her minimal initial response, the client does not ‘hand off’ 

the floor to the therapist. Although the client is not talking in these silences after her 

initial responses, she retains the option to produce more talk as she has not moved out of 

the answer space provided by the therapist’s question.  

 

The third position of the session initiating sequence, the slot after the client’s minimal 

initial response, is where the ambiguity of the therapist’s initiating ‘how are you?’-type 

question and the client’s minimal initial response is resolved. Here, both participants 

display their treatment of the therapist’s initiating question as more than a ‘routine’ 

enquiry by both orienting to space after the client’s minimal initial response as still 

belonging to the client. The therapist shows that the floor still belongs to the client by 

either refraining from talk, or topicalising the client’s initial response. The client retains 

the floor by not terminating the answer space with a reciprocal ‘how are you?’ enquiry.  

Here, institutional asymmetries of turn allocation – whereby the therapist asks questions 

and the client answers, and topic – where it is the client’s personal state which is 

relevant for therapy, are interactionally and collaboratively produced. 

 

4.2.4 The client’s elaborated response 

The third turn (as opposed to the third position) of the session initiating sequence is the 

client’s elaborated response. The elaborated response (labelled C� in the extracts) 

functions as a potential topic initial in that it provides information about the client’s 

personal state or experience that the participants can talk about further. It can occur 

shortly after the client’s minimal initial response (for example, extracts 4.43- 4.49 

below), or it can be delivered some time later with a number of other sequences 
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intervening between the minimal initial response and the elaborated response (as will be 

discussed later in section 4.3, extract 4.51). 

 

Extract 4.43 
[Session 86: 8-14] 

8 Th: A� >how have you been.< 

9   (0.6) 

10 Cl: B� ↑oh=>alright.<  

11   (0.4) 

12 Cl: C� >yeah.< I mean I’m probably 

13    better today than I’ve been  

14    in a week.  

 

Extract 4.44 
[Session 78: 5-13] 

5 Th: A� >how’re< thi:ngs. hh. 

6  (0.3) 

7 Cl: B� »↑orright.«  

8  (0.7) 

9 Th:  alright? 

10 Cl: C� yea::h. °↓uhm_° (1.5) I almost rang you last friday.= 

11    =hh[h   

12 Th:     [oh.  

13 Cl:  hm hm 

 

Extract 4.45 
[Session 80: 10-18] 

10 Th: A� so how are you.= 

11 Cl: B� =I’m ↑good¿  

12  (1.1) 

13 Cl:  yea:h. 

14  (0.7) 

15 Cl:  .h[h 

16 Th:    [°>oh.<°= 

17 Cl: C� =u:hm_ (1.2) °°>I’ve had good< (.) good°° 

18    (0.4) few da:ys¿ 

 

Extract 4.46 
[Session 83: 4-12] 

4 Th: A�          [so >it’s been a ↑week,< 

5   A� h(h)ow [have you b(h)ee:n?] 

6 Cl:         [h h  h a  h a  h a]  ha ha .HHUh 

7 Cl: B� o::::wh, °yeah¿° >(a bit) all over the place<. 

8 Th:  o:h.= 

9 Cl:   =yea:h. 
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10   C� ~°uhm_°~ (0.4) °lying in bed’s (all I feel  

11    like doing,) ° 

12    yesterday, I’m a bit better no:w,  

 

Extract 4.47 
[Session 85a: 9-17] 
9 Th: A� how are you to[day. 

10 Cl:                [eh hhheh 

11   (1.2) 

12 Cl: B� te(h)e(h)rrib(h)le¿ 

13 Th:  terrible¿= 

14 Cl:   =hhh. ((sniff)) 

15   (1.9) 

16 Cl: C� .hh ((sniff)) °~(it was all) I could do 

17    to dr:a::g myself in here y’know¿ 

 

Extract 4.48 
[Session 88: 34-40] 

34 Th: A� °so. (apart) from being c(h)o:ld,  

35    [hhh hhh 

36 Cl:  [huh hah hah hah 

37 Cl: B� hhh. °ugh:::::; yeah I’m alright.° 

38   (0.8) 

39 Cl: C� CRAppy day yest’day, 

40 Th:  oh. 

 

Extract 4.49 
[Session 134: 35-41] 
35  (2.4) 

36 Th: A� °it’s been abou:t ten days (or more¿/or so¿)° 

37 Cl: B� ↑yea::h; it has.=uhm_ (2.3) yea:h. 

38   (2.8) 

39 Cl: C� °uhm_° (1.0) ° I sorta wanted to come in 

40    >a little bit last week¿<° hhh hhh 

41    (like) from about last thursday;= 

 

Whereas minimal initial responses orient only to the enquiry constraint of the therapist’s 

initiating question, elaborated responses orient to the relevance of the question as a topic 

initiating question. The client’s elaborated responses furnish the therapist with some 

kind of ‘tellable’ which permits further talk on it (see Button and Casey 1985: 17). For 

example, in the extracts above, elaborated responses are designed as: a marked 

improvement: >yeah.< I mean I’m probably better today than I’ve been in a week. 



 179

(extract 4.43, lines 12-14); an indication of a trouble: yea::h. °↓uhm_° (1.5) I almost 

rang you last friday.= (extract 4.44, line 10), and: °uhm_° (1.0) ° I sorta wanted to 

come in; >a little bit last week¿<° (extract 4.49, lines 39-40); a ‘clue’ or pointer to 

negative personal-state: ~°uhm_°~ (0.4) °lying in bed’s (all I feel like doing,) yesterday, 

I’m a bit better no:w, (extract 4.46, lines 10-12) and .hh ((sniff)) °~(it was all) I could 

do to dr:a::g myself in here y’know¿ (extract 4.47, lines 16-17); and specific 

evaluations =u:hm_ (1.2) °°>I’ve had good< (.) good° (0.4) few da:ys¿ (extract 4.45, 

lines 17-18) or: CRAppy day yest’day, (extract 4.48, line 39). These responses are 

“oriented to further sequential development of the newsworthy material” (Button and 

Casey 1985: 14). The elaborated responses make relevant further talk about, for 

example, why the client ‘almost rang’ the therapist (extract 4.44) or ‘sort of wanted to 

come in’ (extract 4.49), why she is ‘better today than in a week’ (extract 4.43), and why 

yesterday was a ‘crappy day’ (extract 4.48). The client’s elaborated responses also 

orient to the relevance of providing updates, developments, and accounts of her personal 

state and experience (this is examined further in chapter five).  

 

In summary, the organisation of the session initiation sequence in therapy is a topic 

initiating sequence which, like other topic initiating sequences, is a sequence through 

which participants collaboratively negotiate a new topic of talk. The session initiating 

sequence is particularly similar to the organisation of itemised news enquiries (Button 

and Casey 1985) in that topic initiation is achieved through a question which proposes a 

recipient-related topic, and an elaborated response in which the recipient (in this case, 

the client) provides an elaborated response which projects further talk. However, 

itemised new enquiries initiate topic talk in two turns: the elaborated response is 

provided in the second turn of the sequence. In the current data, session initiation 

sequences achieve topic initiation in three turns. In the second turn of the sequence, the 
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client recurrently provides only a minimal initial response. Her elaborated response is 

delivered later, sometimes quite soon after the minimal response (for example, extract 

4.43), although sometimes quite a while afterwards (see extract 4.51 in the next 

section).  The session initiation sequence is integral to how the participants in therapy 

set up their institutional roles. Through the session initiating sequence, the participants 

set up the speaker-recipient roles which align with their institutional roles of client and 

therapist. It allows the participants to collaboratively negotiate their roles of therapist as 

recipient and to the client’s extended talk, and the client as the ‘teller’. Through a 

question which invokes the client’s personal state and/or the time since their last 

meeting, the therapist proposes the relevance of the client’s personal experiences for 

therapy. The client demonstrates her complicity in talking about her personal state and 

experiences for therapy when she provides an elaborated response. In the turns which 

intervene the therapist’s initiating question and the client’s elaborated response, the 

participants negotiate and confirm their orientations to their roles of speaker and 

recipient.  

 

The ‘extended-ness’ of the session initiating sequence is a striking feature of the 

organisation of the initiation of therapy sessions. This is particularly evident in 

comparison to the organisation of the initiation of other institutional settings, like 

medical consultations, where the initiation of the institutional business is organised 

around the non-professional providing an extended turn such as a troubles-telling or 

problem-presentation in response to the professional’s initiating question. So, what is 

achieved through this extended, multi-turn move into topic talk? In the following 

section, I discuss how the sequence is implicated in important aspects of managing topic 

priority and the client’s role as client in therapy.   
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4.3 Managing topic priority 

Despite the therapist’s initial ‘how are you?’-type question being posed as a topic 

initiating turn (as demonstrated in the third position), the client does not orient to the 

space immediately after the question as a space for her to produce an extended turn at 

talk, or even to necessarily provide a response which indicates the availability of a topic 

(examined in section 4.4). As discussed earlier, in doctor-patient talk, the doctor’s first 

question solicits patients’ presenting concerns and patients orient to the space provided 

by the first question as a place to present their problem (Ruusuvuori 2000). However, in 

the therapy sessions examined here, the client does not present a problem in the space 

created by the therapist’s first question. Instead, she produces only a minimal response 

to the therapist’s initial enquiry. A potential topic initial does not emerge until some 

turns later when the client provides her elaborated response.  

 

So, what is achieved by this? By producing a minimal initial response as the second pair 

part to the therapist’s initial question, rather than launching a problem presentation or 

providing a topic initial turn at the first opportunity, the client ensures that the initiation 

sequence is collaboratively achieved over a multi-turn sequence rather than a two part 

sequence. This provides the participants with more turns in which they can demonstrate 

their orientation to their speakership roles. Consequently, the client has firmly 

established that the therapist is positioned as a recipient by the time she delivers her 

elaborated response. In an institutional environment where the client’s personal 

experience is discussed in detail, it may not be enough for the therapist to simply 

display recipiency; recipiency may need to be confirmed. 

 

Another consequence of the client not providing an explicit problem in the first 

interactional space which is available to her is that she manages issues of topic priority. 
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First topics have a special, ‘preservable’ status in the conversation (Schegloff and Sacks 

1973: 300-1). In turn, this can have implications for the status of the initiator of the first 

topic, particularly if it is a ‘troublesome’ first topic like a troubles-telling or a complaint. 

For example, Edwards (2005) discusses how speakers presenting complaints manage 

the potential negative inferences that may be made about the complainant, i.e. that the 

speaker is a moaner, whinger, over-sensitive etc. With regard to first topics, Schegloff 

and Sacks write: 

These features of ‘first topics’ may pose a problem for conversationalists who may 
not wish to have special importance accorded some ‘mentionable’, and who may 
not want it preserved as ‘the reason for the conversation’. It is by reference to such 
problems affiliated with the use of first topic position that we may appreciate such 
exchanges at the beginnings of conversations in which news is later reported, as: 

A: What's up. 
B: Not much. What's up with you? 
A: Nothing. 

Conversationalists, then, can have mentionables they do not want to put in first 
topic position, and there are ways of talking past first topic position without putting 
them in. 

(Schegloff and Sacks 1973: 301) 

By not providing an elaborated response immediately after the therapist’s initial 

enquiry, i.e. at the first available opportunity, the client avoids providing an explicit first 

topic.  

 

Through her management of topic priority, the client also manages aspects of her role as 

client in therapy, and as client in a long-term therapeutic relationship. In therapeutically 

oriented health settings where a professional’s interventions are intended to ameliorate 

the client’s condition, the client needs to manage his or her role as a ‘sick’ person – the 

so-called ‘sick role’ (Parsons 1975). The ‘sick role’ is a delicate role to balance. To 

warrant receiving professional help, a person needs to present themselves as ‘sick 
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enough’ to warrant treatment, yet at the same time, demonstrate that being unwell is 

undesirable and that he or she is committed to getting well.43  

 

In therapy, the session initiation sequence is implicated in the client’s management of 

her ‘sick role’. By managing issues of topic priority, the client presents herself as 

managing her problems and being troubles resistant. Just as the opening sequence in 

everyday telephone conversations provides “a metric of sorts for the introduction of 

various tellables” (Schegloff 1986: 118), the session initiation sequence in therapy 

provides a metric for hearing the client’s first topic of talk as more or less urgent. For 

example, by providing a minimal initial response which indexes the availability of a 

topic to talk about immediately, the client can present a problem as important. For 

example:  

Extract 4.50 
[Session 85a: 9-17] 
9 Th: A� how are you to[day. 

10 Cl:                [eh hhheh 

11   (1.2) 

12 Cl: B� te(h)e(h)rrib(h)le¿ 

13 Th:  terrible¿= 

14 Cl:   =hhh. ((sniff)) 

15   (1.9) 

16 Cl: C� .hh ((sniff)) °~(it was all) I could do 

17    to dr:a::g myself in here y’know¿ 

 
In extract 4.50, the client produces a negative evaluation: te(h)e(h)rrib(h)le¿ (line 12) as 

a minimal initial response to the therapist’s initiating question: how are you to[day. 

(line 11). By providing a strongly negative self-assessment, the client indicates the 

availability of a problem to talk about. The therapist topicalises the client’s response 

through a repeat: terrible¿= (line 13) and, after some audible breathing, sniffs, and a 

pause, the client goes on to provide an elaborated response which provides some further 

                                                 
43 Cf. Heritage (forthcoming) on the ‘doctorability’ of medical problems. 
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information about the nature of the trouble: °~(it was all) I could do to dr:a::g myself in 

here y’know¿ (lines 16-17). By indexing a trouble in her minimal initial response, the 

client’s te(h)e(h)rrib(h)le¿ (line 12) triggers a sort of ‘diagnostic sequence’ (Sacks 

1975) where the response is topicalised by the therapist.  The negative self-evaluation 

makes a trouble an interactional priority by immediately indicating its availability as a 

topic for talk.  

 

However, in many cases, the design of the client’s minimal initial response does not 

indicate the availability of a topic for talk. This is particularly evident in sessions where 

the client’s minimal initial responses are either ‘neutral’ (Sacks 1975) or downgraded 

conventional responses to enquiries (Jefferson 1980), such as ‘pretty good’ or ‘alright’. 

Downgraded conventional responses to enquiries are described by Jefferson as trouble-

premonitories which can precede a trouble, but do not make the trouble an immediate 

interactional concern by triggering a diagnostic sequence. By giving a neutral or 

downgraded conventional response to the therapist’s first question, the client presents 

herself as not having an urgent, ‘ready to go’ or ‘pre-prepared’ first topic of talk. This 

allows the client to present herself as coping and troubles resistant in that any problem 

that is produced later in the session will be hearable as being non-urgent.  

 

Furthermore, just as there are ways to talk past the first topic position in everyday 

openings (see Schegloff and Sacks 1973 above), the session initiating sequence provides 

a means for the client to delay the move into topic talk, and by doing so, allows her to 

downgrade the topical priority of her first topic. Put another way, the greater the 

distance between the therapist’s initiating question and the client’s elaborated response, 

the less urgent the client’s first topic of talk is hearable to be, and the more the client 

presents herself as stoic, troubles-resistant, and ‘being alright’ (cf. Jefferson 1980; 
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Maynard 2003). An extreme example of how the client presents herself as coping and as 

‘being alright’ by delaying providing an elaborated response is demonstrated in extract 

4.51. In this extract, the client resists providing an elaborated response, despite 

numerous attempts by the therapist to solicit the client to expand on her minimal 

response.  

Extract 4.51 
[Session 90: 12-44] 

12 Th: A� =>how are you?< hh hh  

13 Cl: B� I’m al↑ri:ght? 

14   (1.7) 

15 Cl:  °↑yea:h,° hhh. 

16   (1.7) 

17 Th:  alright¿ hh ↑hhm >[huh huh huh huh huh huh huh huh]= 

18 Cl:                    [hih hih y(h)ea(h)h? huh huh huh 

19 Th:  =huh< 

20   (0.5) 

21 Cl: � yea:h. °yeah I’m alright.° 

22   (0.2) 

23 Cl: � °°not too bad.°° 

24   (0.7) (Cl: .hhh) 

25 Th:  ↑hmm. 

26 Cl:  hhuhh. 

27   (0.8) 

28 Th:  not too bad.=>does that< mean that (0.7) 

29    HOW ARE YOU (0.2) °since the other day.° 

30   (1.9) 

31 Cl:  °°oh I s’pose (     ).°° 

32   (2.3) 

33 Cl:  ↑*uhm_* (0.3) »oh’ll y’know¿« 

34    I s’pose much the sa:me, just- 

35   � >I’m alright.< °°yeah?°° 

36 Th:  ↑mm. 

37 Cl:  hhh huh 

38 Th:  mm. 

39   (2.0) 

40 Cl:  yeah.  

41   (0.2) 

42 Cl: C� UH-I MEAN ON THE WHOLE I THINK I:- I: 

43    COULD BE BETTER BUT_ (0.5) as I said 

44    I think it’s gonna take me ↑ti:me¿= 

 

In extract 4.51, the client presents herself as being ‘okay’ by not having anything to 

produce as a readily identifiable topic initial, despite multiple attempts by the therapist 
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to elicit an elaborated response. The therapist’s session initiating question, =>how are 

you?< hh hh (line 12) receives a downgraded conventional response from the client: I’m 

al↑ri:ght? (line 13). There is then a long, 1.7 second lapse before the client gives a 

quiet, high, and slightly rising ‘yeah’ and audible outbreath: °↑yea:h,° hhh. (line 15). 

This turn may be designed to solicit or allow for some kind of acknowledgement from 

the therapist, however, the therapist does not respond verbally and there is another 1.7 

second lapse.  In line 17, the therapist topicalises the client’s minimal initial response by 

repeating her response with questioning intonation: alright¿. The therapist starts to 

laugh, and the client joins in. She also produces another ‘yeah’, this time with high-

rising intonation through the laughter (line 18). 

 

In line 21, the client re-confirms and repeats her initial response: yea:h. °yeah I’m 

alright.°. After a 0.2 second lapse, she then reformulates her response with another 

downgraded conventional response, said very quietly: °°not too bad.°° (line 23). After 

another lapse, this time 0.7 seconds, the therapist provides an acknowledgement token: 

↑hmm. (line 25). The client does not produce further talk, only a non-speech sound 

which could be either a laugh particle or an audible exhalation (line 26). As discussed in 

chapter three, the non-speech sound may function here to indicate the client’s 

involvement in and monitoring of the ongoing interaction, without adding to it.  

 

After another lapse of 0.8 seconds, the therapist again attempts to topicalise the client’s 

response and to solicit further talk. He repeats the client’s not too bad. (line 28) and 

starts to formulate a question to unpack it: =>does that< mean that (0.7) (line 28), 

before abandoning it and reformulating his topic initiating question: HOW ARE YOU 

(0.2) °since the other day.° (line 29). The therapist appends a time reference to the ‘how 

are you?’ which, as discussed earlier, makes relevant any news or updates from the 
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specified time period. There is a 1.9 second pause before the client initiates a very quiet 

response. There is another long pause, 2.3 seconds (line 32) and the client formulates a 

‘no change’ response as: ↑*uhm_* (0.3) »oh’ll y’know¿« I s’pose much the sa:me, just- 

(lines 33-34). She cuts off at ‘just’ and goes back to her original response: >I’m 

alright.< °°yeah?°° (line 35). Finally, after more lapses, acknowledgments, ‘yeah’ 

tokens, and some laughter (lines 36-41), the client produces an elaborated response: 

UH-I MEA! O! THE WHOLE I THI!K I:- I: COULD BE BETTER BUT_ (0.5) as I 

said I think it’s gonna take me ↑ti:me¿= (lines 42-44). 

 

In this very long session initiation sequence, the client repeatedly resists moving into 

topic talk despite multiple attempts by the therapist to elicit more talk. The therapist 

uses topicalisations and a reformulation of his initial question to solicit further talk from 

the client, but the client just repeats or reformulates her initial downgraded conventional 

response. Through this extended sequence, the client defers her elaborated response and 

by doing so, downgrades the priority of her first topic. By delaying the elaborated 

response and stretching out of the session initiating sequence, the client presents herself 

as troubles-resistant and coping. In her elaborated response, the client explicitly 

formulates her coping in that she ‘could be better but it’s just going to take time’. The 

client manages her role as a client who warrants treatment by presenting herself as 

having an objective understanding of her current personal state, i.e. she is ‘alright’, but 

‘could be better’, and as having realistic expectations of improvement: I think it’s gonna 

take me ↑ti:me¿ (line 44). 

 

Further evidence that the client uses the session initiation sequence to manage topic 

priority can be seen in extract 4.52. Many of the therapist’s session initiating questions 

are formulated as ‘how are you?’-type questions. These questions create the relevance 
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of topic talk about the client’s personal state in the session. In extract 4.52, the therapist 

uses a topic initial elicitor (Button and Casey 1984) to solicit a topic initial from the 

client.  

Extract 4.52 
[Session 89: 3-32] 

3 (Th: hey Clöe.)((very faint, not confident on hearing)) 

4   (22.7) ((lots of noises, no talking)) 

5 Cl:  hh hh. 

6 Th:  ↑morning? 

7 Cl:  g(h)ood morning? 

8   (2.6) 

9 (Cl:  .hh °°hm°°) 

10   (1.2) 

11 Th: A� °so what would you like  

12   to talk about today.° 

13 Cl: B� I dunno? Hhh 

14 Th:  hh hh n(h)ot ↑s(h)ure?  

15 Cl:  y(h)ea(h)eah. hh  

16   (0.5) 

17 Cl:  yea:h. 

18 Cl: � ↑no I’m uhm_↑ ohw I sorta do:, °there’s- 

19   � yeah. there is stuff to (say    ),°  

20    [hhuh 

21 Th:  [mmm. 

22   (0.9) 

23 Cl: C� but yeah. I’m feelin’ a lot better. 

24    HHhh. 

25   (0.5) 

26 Th:  [↑oh okay, 

27 Cl:  [(     ) b(h)urst into ↑t(h)ears  

28    a(h)ll of a su(h)dden 

29    ou(h)t of no(h)wh(h)ere. 

30    (hh hh .hh) 

31   (0.4) 

32 Cl:  but nah. (0.3) °yeah.° 

 
The topic initial elicitor: °so what would you like to talk about today.° (lines 11-12) asks 

the client to name a topic for discussion in the session. However, in the second position 

of the sequence, the client declines to nominate a topic. Instead she curtails the 

development of the topic initiating sequence with her answer: I dunno? hhh (line 13).44 

                                                 
44 Potter (1997) discusses the use of ‘I dunno’ as a ‘stake inoculation’. By using ‘I dunno’, speakers can 

manage issues of culpability, personal interest and motive. Here, the issue at ‘stake’ is having a readily 

identifiable, available, ‘nameable’ first topic of talk. This is discussed further below. 
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The therapist again attempts topic initiation by reformulating the client’s response: hh 

hh n(h)ot ↑s(h)ure? (line 14).45 The therapist’s question offers a gloss of the client’s 

initial response for confirmation or disconfirmation. The client does not amend her 

initial response, she merely confirms it twice: y(h)ea(h)eah. hh (line 15) and yea:h. (line 

17).  

 

However, despite having reconfirmed her initial response twice, the client then recants: 

↑no I’m uhm_↑ ohw I sorta do:, °there’s- yeah. there is stuff to (say  ),° (line 18-19). In 

this turn, the client claims that her initial answer was not right, that she does in fact have 

‘stuff to (say)’. In the first part of her amendment, the client begins with no and then 

starts to say something about herself: I’m uhm_ (line 18). This is abandoned as she 

changes trajectory by disagreeing with her initial ‘I don’t know’ (line 13) response: ohw 

I sorta do:, (line 18). She begins an elaboration: there’s- which is cut-off. After the cut-

off, the client again uses a ‘yeah’ token which in this environment seems to reiterate or 

reconfirm the trajectory of the current talk.46 The client cuts off there’s- and repairs the 

emphasis of the turn so that the verb is is not only articulated as a full word but also 

stressed: there is stuff to (say  )(line 19). In line 23, the client produces a possible topic 

initial:  but yeah. I’m feelin’ a lot better. (line 23), an evaluation of her personal state.  

 

                                                 
45 The laughter around the client’s ‘no-news’ response and the therapist’s redoing of it could be orienting 

to the curtailing action of the initial SPP and working to manage the delicacy of the non-collaborative 

nature of the turn.  

46 The function of ‘yeah’ as a reiteration/reconfirmation marker is not explored in depth in this thesis. 

Preliminary analysis suggests that ‘yeah’ can function to reiterate or reconfirm something from the prior 

talk as a way of creating coherence. ‘Yeah’ with falling intonation often occurs with other discourse 

markers, see for example but yeah. (extract 4.52, line 23). By indicating agreement with a speaker’s own 

talk, it can function as a skip-linking, or back-connecting device (see Broe 2003; Local 2003) allowing 

the speaker to pick up a prior line of talk. 
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Although the therapist’s question asked the client to nominate a topic of talk, the client 

declines to specify an overt first topic. Instead, she curtails the topic initiation in the 

initial response space. She subsequently recants and amends her initial response. When 

the client does eventually provide a potential topic initial, it is designed as a self-

evaluation of improvement. The client’s potential topic initial displays her orientation 

towards providing an update on her personal circumstances and it is formulated as 

though it is designed for a ‘how are you?’-type question. 

 

Again, in extract 4.52 the client can be seen to be delicately balancing her role of client 

in the negotiation of producing a first topic. Being able to provide an explicit, 

‘nameable’ first topic may present the client as having a readily available, possibly even 

pre-determined or pre-formulated problem. This positioning may elevate the importance 

of any topic named in that space. However, not having anything to talk about is also 

problematic as it may present the client as either not having anything to talk about, and 

therefore, not warranting therapy; or as not having thought about what to talk about, and 

therefore, as being unprepared for the session and not complying with therapy.  By 

declining to name a topic in the first ‘slot’, then disagreeing with her initial response 

and asserting that there is there is stuff to (say  )(line 19), the client manages the 

multiple implications of the initiation sequence. After she has dealt with the topic initial 

elicitor sequence, the client is then able to initiate topic talk in her own terms by 

providing a self-evaluation, although she is notably still not ‘naming’ a topic for talk.  

 

In topic initiating sequences, moves to curtail topic expansion, or no-news responses are 

potential indicators of disalignment between parties, i.e. one speaker is attempting to 

initiate an expanded sequence while the other is making moves to minimise the 

expansion. In therapy, the client often gives a minimal initial response which only 
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responds to the minimal projection of the initiating turn and does not project upcoming 

topic talk. Effectively, these responses have a curtailing function. However, I have 

shown that these responses are being used to achieve distinct organisational goals rather 

than signalling disalignment between the parties.  

 

In summary, the client utilises the session initiation sequence as a resource to manage 

issues of topic priority and her role as a client in therapy. By managing how and when 

she produces her elaborated response, the client can present her first topic of talk as 

more or less urgent. The techniques that the client employs to downgrade the 

importance of a first topic of talk in therapy, such as delaying the production of an 

elaborated response, or declining to ‘name’ a specific topic for talk, allow the client to 

avoid presenting herself as constantly having an urgent problem. By managing issues of 

topic priority, the client is able to vary the interactional importance of her first topic. In 

a long-term therapeutic relationship, this may be an important way for the client to 

balance competing aspects of her role as client – she manages to present herself as 

someone who warrants treatment in that she has things to talk about in therapy, but yet, 

also someone who is generally troubles resistant, and thus committed to improving.  

 

4.4 Constructing therapy’s preference for troubles 

The final point I will examine in this chapter is how the design of the client’s initial 

response has implications for how the session initiation sequence develops. Therapy is 

geared towards dealing with troublesome and problematic aspects of the client’s 

personal experience: if there were no problems or troubles to talk about, there would be 

no need for therapy. In other words, therapy is an environment where the client’s 

problems and troubles are relevant topics of talk; and, for therapy to be successful, the 

client needs to be willing to talk about troubles. This has been observed by others, for 



 192

example, Antaki, Barnes and Leudar observe that “psychotherapy is normatively a 

setting in which distressing experiences can, and perhaps ought, to be frankly 

described” (Antaki et al. 2005a: 635). Hutchby (2007) notes that:   

It is a general feature of counselling that the practice depends for its success on the 
collaborative production of talk about ‘therapeutic objects’: particular concerns, 
feelings, worries or difficulties the client is experiencing and that furnish a reason 
for him or her to be in counselling. 

(Hutchby 2007: 59) 

 

In Schegloff’s (1968; 1986) examinations of openings, he is interested in how the 

conversational patterns which can be observed from a conversation underway are 

established, and how “what ends up being talked about gets to be talked about” 

(Schegloff 1986: 113). Here, I examine one of the ways in which what ends up being 

talked about in therapy comes to be talked about. That is, how the relevance of troubles 

for therapy is established at the start of the session.  

 

The session initiation sequences found in the current data draw on aspects of both topic 

initiation sequences and ‘how are you?’ sequences found in everyday openings.  In 

everyday talk, an answer to a ‘how are you?’ has implications for the sequential 

development of the following talk. An answer from the [0] class of responses, like ‘fine’ 

or ‘good’, does not prompt further enquires, whereas an answer from either the [+] or  

[–] does occasion further talk (Sacks 1975).  In session initiation sequences in therapy, 

the class of the client’s initial answer also has sequential implications for the following 

talk. Like in everyday talk, [–], or negative, initial responses receive immediate uptake 

from the therapist and are topicalised for further talk. Non-negative responses do not 

receive an immediate response from the therapist. However, unlike in everyday ‘how 

are you?’ exchanges, non-negative responses are also expansion relevant. In other 

words, therapy initiation sequences are like everyday ‘how are you?’ exchanges in that 
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the class of the answer determines how the sequence develops; but they are like topic 

initiation sequences (and unlike routine ‘how are you?’ sequences) in that any initial 

response is topicalisable.  

 

There are two classes of initial responses that emerge from the current data: negative 

responses and non-negative responses. Negative responses are treated by the therapist as 

news and receive immediate uptake. Non-negative responses, on the other hand, do not 

receive immediate uptake from the therapist. Consequently, the expansion of the client’s 

initial response is achieved differently depending on the class of her initial response. 

Despite differences in their sequential development, both trajectories are expanded 

versions of topic initiation sequences that allow the participants to confirm their 

orientation to their roles of client-speaker and therapist-recipient. 

 

4.4.1 5egative initial responses 

Just as a negative response to an everyday ‘how are you?’ has sequential implications 

for the following talk, so too does a negative initial response in therapy. The therapist 

treats negative responses as ‘news’ by responding immediately through the use of 

newsmarks and topicalisations. As well as receipting the prior turn, newsmarks and 

topicalisations affect the trajectory of the following talk in that they occasion further 

talk. This results in the subsequent elaborated turn being hearable as occasioned rather 

than volunteered by the client.  

 

The simplest way the therapist can orient to the ‘tellability’ of the client’s initial turn is 

to mark it as news by producing an ‘oh’ (Heritage 1984a) as in the following example: 
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Extract 4.53 
[Session 83: 3-15] 

3 Cl:  hhh hhh h[hh 

4 Th: A�          [so >it’s been a ↑week,< 

5   A� h(h)ow [have you b(h)ee:n?] 

6 Cl:         [h h  h a  h a  h a]  ha ha .HHUh 

7 Cl: B� o::::wh, °yeah¿° >(a bit) all over the place<. 

8 Th: � o:h.= 

9 Cl:   =yea:h. 

10   C� ~°uhm_°~ (0.4) °lying in bed’s (all I feel  

11    like doing,) ° 

12    yesterday, I’m a bit better no:w,  

13    °I’m still not° .hhh as good I’d like to ↑be¿ 

14    [hh. huh huh  

15 Th:  [mmm::.  

 

The client’s initial response: o::::wh, °yeah¿° >(a bit) all over the place<. (line 7) is a 

negative response which is receipted immediately by the therapist’s o:h. (line 8). ‘Oh’ is 

a change-of-state token which, in certain sequential environments, “is used to propose 

that its producer has undergone some kind of change in his or her locally current state of 

knowledge, information, orientation or awareness” (Heritage 1984a: 299). In this 

example, the therapist’s ‘oh’ proposes that the client’s initial response has provided him 

with new, relevant, information. The client confirms her initial response with an 

elongated yea:h. (line 9) before going on to provide an elaborated response about ‘how 

she’s been’ (lines 10-13). 

 

As well as orienting backwards to receipt the prior talk, ‘oh’ also projects forwards. 

‘Oh’ has implications for what follows in that it can promote further talk from the prior 

speaker, particularly when combined with other topicalisation turn components 

(Heritage 1984a: 303).  By combining ‘oh’ with a topicalisation turn, the therapist treats 

the client’s talk so far as having provided an informing and makes further talk on the 

topic sequentially relevant. The following extract is an example which shows ‘oh’ co-

occurring with a topicalising turn to encourage the client to elaborate. 
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Extract 4.54 
[Session 84: 7-21] 

7   (0.5) 

8 Cl:  hhh [hhh 

9 Th: A�     [how a(h)re you.  

10 Cl: B� o:h. y'know¿ hh not the best.  

11 Th: � o::h. what's [been happening.  

12 Cl:               [((sniff)) 

13 Cl: C� ↑u::hm:; (0.5) I think my neck and back 

14    is (           ). hh hh 

15 Th:  o:h. 

16 Cl:  I've got an appointment with the chiro tomorrow. 

17 Th:  oh good. 

18 Cl:  ((sniff)) 

19 Cl:  but yeah, it's just uhm; ((sniff)) 

20    I've got no energy at all¿ huh huh .hh 

21 Th:  o:h. 

 

In extract 4.54, the client’s initial response, o:h. y'know¿ hh not the best. (line 10) is a 

negative answer which receives an immediate receipt, o::h., followed by a topicalising 

turn: what's [been happening. (line 11). The client then provides an account for being 

‘not the best’ as being a result of her neck and back problems (line 13-14) which is 

again treated by the therapist as an informing with his o:h. (line 15). The change-of-

state token and an explicit topicalisation turn in line 11 work both retrospectively and 

prospectively in that they indicate his stance towards the prior turn as news, as well 

making further talk on the client’s news a relevant next action. 

 
In another example, the therapist topicalises the client’s negative initial response by 

repeating the client’s initial response: 

Extract 4.55 
[Session 85a: 8-29] 
8   (3.6) 

9 Th: A� how are you to[day. 

10 Cl:                [eh hhheh 

11   (1.2) 

12 Cl: B� te(h)e(h)rrib(h)le¿ 

13 Th: � terrible¿= 

14 Cl:   =hhh. ((sniff)) 

15   (1.9) 
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16 Cl: C� .hh ((sniff)) °~(it was all) I could do 

17    to dr:a::g myself in here y’know¿ 

18 Th:  o[h. 

19 Cl:   [don’t wanna go to work, 

20    (          ) face it. ~° 

21 Cl:  ((sniff)) 

22 Th:  °o::h.° 

23   (2.0) 

24 Cl:  AHHHH. (0.7) ((sniff)) 

25    ~oh I went away from meeting 

26    you on thursday and I jus- I ↑just 

27    wanted to cry and cry¿~ 

28 Cl:  ((sniff)) 

29 Th:  mmm. 

 
The client responds to the therapist’s how are you to[day. (line 9) in extract 4.55 with a 

strongly negative response: te(h)e(h)rrible¿ (line 12). The therapist immediately 

topicalises it for further talk by repeating the evaluative turn: terrible¿ (line 13). There 

is audible breathing, two sniffs from the client and a long (1.9 second) pause before she 

goes on to elaborate on her personal state.  

 

These examples have shown that when the client gives a negative initial response, the 

therapist treats it as news and responds to it immediately. Therapy has a ‘preference’ for 

dealing with troubles in that negative initial responses receive immediate uptake, 

whereas non-negative responses are treated as ‘dispreferred’ – if they do receive uptake 

by the therapist, it is delayed. The therapist marks the client’s negative initial response 

as news by using change-of-state tokens/newsmarks, and topicalisations immediately 

after the completion of her turn. As well as displaying a stance towards the prior turn, 

the therapist’s uptake of the client’s talk has implications for the talk to come. 

Newsmarks and topicalisations make further talk sequentially relevant next actions 

which means that the client’s elaborated responses are occasioned rather than 

volunteered. In contrast, when the client gives a neutral or a positive initial response, 

her responses are not immediately receipted or topicalised by the therapist.   
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4.4.2  5on-negative initial responses 

When the client’s initial response is non-negative, i.e. either positive, neutral or a 

downgraded conventional response, the topic initiation sequence develops along a 

different trajectory to those examined above. The therapist does not treat non-negative 

initial responses as news in that they do not receive immediate uptake. Following a non-

negative response from the client, there is frequently a silence before the participants 

negotiate how elaboration will take place.   

 

In the following extract, the client gives a non-negative response to the therapist’s 

initiating turn. It does not receive immediate uptake from the therapist. 

 
Extract 4.56 
[Session 80: 9-20] 
9   (2.6) 

10 Th: A� so how are you.= 

11 Cl:  B� I’m ↑good,  

12  � (1.0) 

13 Cl:  yea:h. 

14  � (0.7) 

15 Cl:  .h[h 

16 Th: �   [°>oh.<°= 

17 Cl: C� =u:hm_ (1.2) °°>I’ve had good< good°° 

18    (0.4) few da:ys¿ 

19   (0.3) 

20 Th:  ↑mmm. 

 

The client’s initial answer, I’m ↑good, (line 11), is a positive assessment which has 

‘punched up’ pitch and continuing intonation. At this point, the client’s turn is 

syntactically and pragmatically complete, although not intonationally complete. The 

therapist could potentially come in here, but does not and there is a 1.0 second pause 

(line 12). He may, however, be treating the client’s talk as incomplete because of the 

intonation. The client’s elongated yea:h. (line 13), however, does have final intonation, 
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so it is syntactically, pragmatically and intonationally complete, but the therapist does 

not come in here either and there is a 0.7 second lapse (line 14). The client can then be 

heard to take an in-breath which is possibly indicating that she is preparing to talk again, 

however, the therapist overlaps her in-breath with a quiet and quickly said [°>oh.<°= 

(line 16). The client’s elaboration: =u:hm_ (1.2) °°>I’ve had good< good°° (0.4) few 

da:ys¿ (lines 17-18) is latched to the therapist’s delayed ‘oh’ response token.  

 
The client’s non-negative initial response in extract 4.56 does receive a receipt token, 

[°>oh.<°= (line 16), but it does not occur immediately after the client’s initial 

evaluation or after her reconfirmation. The delayed position of the ‘oh’ in line 16 shows 

the prospective function of ‘oh’ as prompting further talk as it seems that ‘oh’ in line 16 

is an effort by the therapist to encourage the client to continue and elaborate on her 

initial response. The therapist’s response occurs slightly after the client’s in-breath, 

which suggests the client was already preparing to talk, so her elaboration can be heard 

as volunteered rather than prompted by the therapist’s ‘oh’. 

 
In extract 4.56, the client uses ‘good’ as the evaluative term in her initial response. In 

everyday talk, ‘good’ is a [0] response: a ‘no-news’ response that does not make further 

enquiries relevant. According to Sacks’ (1975) [+], [0], and [–] subsets, non-uptake of a 

[0] response would be expected. However, a [+] response would make further talk 

relevant. In the next example, the client gives a positive response, and while it does 

trigger a diagnostic sequence, again it is not taken up immediately. 

Extract 4.57 
[Session 4: 6-24] 

6 Th: A� >how have you been.< 

7 Cl: B� ↑good. really good.  

8  � (1.2) 

9 Cl:  ↑yea::h. 

10  � (1.4) ((clunk in pause)) 

11 Th:  really good. 

12 Cl:  ↑yeah. 
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13  � (0.3) 

14 Cl:  h! [hah HA ha  

15 Th: �    [ha ha ha wh(h)at’s been good. °ha° 

16 Cl:  >o:h. the weather¿< 

17 Th:  huh huh huh 

18 Cl:  li:fe, I guess; 

19  � (1.5) ((noise in pause)) 

20 Cl: C� ↑uhm:_ (0.5) °yeah; I just seem to be:- 

21    been° improving; 

22    (1.1) .hhh °I dunno° over the la:st month or so; 

23    °I’m getting better each (◦day◦),° 

24   (0.4) 

 

In extract 4.57, the client initially responds to the therapist’s initiating question with 

↑good. (line 7), a [0] response. However, she then upgrades it to really good. (line 7), 

which in everyday openings, would be a [+] response which would make relevant a 

diagnostic sequence. However, in extract 4.57, there is a long 1.2 second lapse (line 8) 

before the client reconfirms her initial response: ↑yea::h. (line 9). There is then an 

even longer lapse, 1.4 seconds (line 10) before the therapist attempts to topicalise the 

clients’ response with a repeat: really good. (line 11). The client confirms the repeat in 

line 12: ↑yeah. but does not offer further talk. The therapist launches a diagnostic 

sequence through laughter in line 15: wh(h)at’s been good.  

 

Although the therapist treats the client’s [+] response as making a diagnostic sequence 

relevant, he does not initiate the sequence straight-away. There are long lapses which 

seem to be providing the client with the opportunity to move into topic talk, however, 

the client resists providing an elaborated response until after the therapist has explicitly 

asked: wh(h)at’s been good. (line 15). Again, the organisation of the session initiation 

sequence as an extended topic initiation sequence allows the participants to negotiate 

matters of recipiency, speakership, and how topic talk about the client’s personal 

experience will be produced.  



 200

 

In the next example, extract 4.58, the client’s evaluation is a downgraded conventional 

response. As in extract 4.56 and 4.57, the therapist’s uptake of the client’s minimal 

initial response is again delayed. 

 
Extract 4.58 
[Session 78: 5-15] 

5 Th: A� >how’re< thi:ngs. (hh.) 

6   (0.3) 

7 Cl: B�  »↑orright.«  

8  � (0.7) 

9 Th: � alright? 

10 Cl:  yea::h.  

11   C� °uhm_° (1.5) I almost rang you last friday. 

12    hhh 

13 Th:  oh. 

14 Cl:  huh huh 

15   (0.8) 

 

In extract 4.58 the therapist initiates the session by asking the client >how’re< thi:ngs. 

(line 5). There is a short pause, 0.3 seconds, before the client supplies her initial 

response: »↑orright.« (line 7). Again, the client’s response has punched up pitch, 

however, in this example, the response is said with falling intonation. Following her 

response there is a 0.7 second lapse (line 8) before the therapist topicalises her initial 

answer through a repeat: alright? (line 9). The therapist’s recycling of the client’s turn 

provides an opportunity for her to amend her initial answer. The client does not redo her 

answer, she simply confirms it with yea::h. (line 10). The client then self-selects and 

provides an elaborated response: °uhm_° (1.5) I almost rang you last friday. (line 11).  

 

To summarise, examples 4.53- 4.58 above show that when the client gives a non-

negative initial response to the therapist’s initiating question, it does not receive 

immediate uptake from the therapist, however, when the client’s response is negative, it 
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does receive an immediate response from the therapist in the form of a newsmark or 

topicalising turn. The therapist’s treatment of the client’s initial response according to 

whether it is negative or non-negative is how therapy’s ‘preference’ for talking about 

troubles or problematic aspects of the client’s personal experience is created and 

oriented to. Preferred turn shapes are produced without delay, while dispreferred turns 

are routinely delayed and mitigated (Pomerantz 1984; Bilmes 1988). Elements of 

preference organization are displayed in the therapist’s uptake of the client’s initial 

response, that is, the client’s negative initial responses are treated by therapist as 

‘preferred’ as they receive immediate uptake, whereas non-negative responses are 

treated as ‘dispreferred’ in that they receive no uptake or delayed uptake. 

 

The therapist treats negative responses as providing therapeutically relevant ‘news’. As 

such, the client’s initial minimal response has implications for how the topic initiation 

sequence develops. Because negative aspects of the client’s personal experience are the 

aspects that therapy aims to change, they are most relevant for the work of therapy. This 

is apparent in the details of interaction in that when the client gives a negative response, 

it is immediately topicalised by the therapist. By topicalising the client’s minimal initial 

response, the therapist makes further talk on it a relevant next action. That is, the 

client’s elaboration is occasioned by the therapist, rather than being volunteered by the 

client. When the client gives a ‘no-news’ response, such as a non-negative evaluation, it 

does not provide a clear project for the participants to do therapeutic work on. This can 

be seen in that the client’s non-negative initial second pair parts do not receive 

immediate uptake from the therapist. When the client gives a non-negative response, 

there is a silence, and then frequently reconfirmed by the client herself with ‘yeah’. 

Although there are two trajectories for the development of topic talk depending on the 
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class of the client’s initial response, both trajectories achieve topic initiation over an 

extended sequence.  

 

Both trajectories allow the therapist and client to achieve important work in confirming 

their speakership roles and negotiating the move into talk about the client’s personal 

experience. When the client gives a negative response and the therapist topicalises it, 

the therapist demonstrates his continuing orientation to his role as the recipient of the 

client’s talk. In initiation sequences where the client gives a non-negative response, the 

therapist does not respond to the client immediately and there are often quite long lapses 

(see Jefferson 1988b) in these trajectories.  By virtue of the chaining rule which 

provides that after a response, the questioner has the right to talk again (Sacks 1992a), 

the therapist treats the client’s non-negative initial minimal responses as being 

incomplete by not taking the floor.  This treats the interactional space as still belonging 

to the client and indicates that the therapist is still positioning himself as the recipient. 

 

A difference between ‘how are you?’ sequences in openings in everyday conversation, 

and session initiating sequences in the current therapy data is that, in therapy, although 

negative initial responses are treated as ‘preferred’ in the way they are topicalised, topic 

talk is relevant after any response the client gives in the initial response position. In 

contrast, in everyday ‘how are you?’ exchanges, it is only non-neutral responses to ‘how 

are you?’ enquiries which occasion topic talk. However, a sequential pattern which is 

similar to both initiating environments is how the nature of the answer determines how 

the topic will develop. In therapy, both trajectories achieve the same aim of establishing, 

ensuring, confirming the participants’ speakership roles of client as speaker and 

therapist as recipient of the client’s talk, however, they achieve their aims through 

different means. In a non-negative trajectory, speakership roles are oriented to by the 
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therapist declining to talk following a non-negative initial response by the client. The 

therapist displays his commitment to the role of recipient by declining to talk in a place 

where the client’s turn is potentially complete. In negative response trajectories, the 

therapist topicalises the client’s response and, by doing so, again places himself into the 

role of recipient to the client’s talk. 

 

4.5 Conclusion 

The session initiating sequence found in these therapy sessions is a complex phase of 

the session during which multiple tasks are accomplished. In this chapter, I have 

considered how the client and therapist in psychotherapy manage the initiation of the 

session; how they begin talking to each other as client and therapist; how they negotiate 

their institutional roles; and how they negotiate what they are going to talk about, and 

when it will occur. The sequence produced by the participants to accomplish session 

initiation draws on aspects of ‘how are you?’ exchanges in everyday opening sequences 

and topic initiation sequences to manage specific institutional goals. The sequence 

achieves topic initiation over three turns at talk: an initiating question from the therapist, 

a minimal initial response from the client, and a subsequent elaborated turn produced by 

the client.  The therapist typically utilises a ‘how are you?’-type question to initiate the 

‘business’ of the session. ‘How are you?’ is particularly well suited to achieving the 

goals of therapy as it proposes the speakership roles of therapist as recipient and client 

as speaker, and nominates the client’s well-being as a relevant topic.  

 

Topic initiating turns are turns which perform ‘double duty’ (Schegloff 2007): there is 

the action of the actual turn, and the action that is carried by that turn, i.e. topic 

initiating. In particular, ‘how are you?’ questions are ambiguous as they can be treated 

as projecting either a minimal response, or an elaborated response. In the current data, 
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the client responds to the therapist’s first pair parts with minimal initial responses which 

retain the ambiguity of the question. It is not until the third ‘slot’, after the client’s 

response, that the ambiguity is resolved and it becomes clear that neither the client or 

therapist is orienting to the initial question as an ‘everyday’ ‘how are you?’. The result 

of the client’s production of a minimal initial response is that the session initiating 

sequence is an expanded topic initiation sequence.  

 

By providing a minimal initial response, as opposed to launching a troubles-telling or 

problem presentation in the second turn of the sequence, the client ensures that the 

move into topic talk is achieved collaboratively over multiple turns at talk. This enables 

the client to manage aspects of recipiency and topic priority. As an extended topic 

initiation sequence, the session initiation sequence provides the therapist with multiple 

opportunities to demonstrate that he is positioned as a recipient to the client’s talk. By 

providing minimal initial responses, the client avoids producing details of her personal 

experience before the therapist’s recipiency has been firmly established. The session 

initiation sequence provides the client with a means for managing topic priority in that 

she produces an evaluative turn, and not a topic initial, in the first ‘slot’ after the 

therapist’s question. The distance between the therapist’s initiating question and the 

client’s move into topic talk with an elaborated response enables the client to manage 

matters of topic priority. By delaying her elaborated response, the client can present 

herself not having an urgent first topic of talk. This enables the client to manage her role 

as a client in therapy who is coping with her troubles.  

 

Therapy’s ‘preference’ for dealing with troubles is also oriented to in the session 

initiating sequence. The client’s formulation of her initial response has sequential 

implications for the development of the following talk. If her initial response is 
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negative, the therapist treats it as news and provides an immediate response; if the 

client’s initial response is non-negative, it is not treated by the therapist as news as it 

does not receive immediate uptake. However, both classes of the client’s initial response 

allow the therapist to demonstrate his orientation to his role as recipient. Therapy is an 

environment where the client’s troubles and problematic experiences are relevant for the 

participants’ institutional work. The therapist’s immediate uptake of negative initial 

responses is one way that the relevance of troubles is constructed in the session.  

 

The participants in the current data move into topic talk when the client provides an 

elaborated response. Elaborated responses orient to the topic projecting function of the 

initial question by projecting further talk beyond the elaborated response, on the topic 

nominated in the initiating question. ‘How are you?’-type questions make relevant topic 

talk about the client’s well-being and personal experience, and elaborated responses are 

designed to furnish some information on this topic, as well as projecting more to come. 

Elaborated responses also give an indication about what type of talk the client will go 

on to produce. In the next chapter, the projecting and prefacing functions of the client’s 

elaborated responses are further explored.  I also show how the client organises and 

structures her extended talk on ‘how she is’. 
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Chapter Five 
 

Telling what’s new: Updates and time references 
 

5.0 Introduction 

This chapter continues the task of uncovering the order produced by two participants in 

therapy as they work their way into the therapy session. So far in this thesis, I have 

examined the opening sequence up to the point of the therapist’s first question, and the 

session initiating sequence: an extended topic initiating sequence which the participants 

use to manage the beginning of topic talk in the session over multiple turns.  This 

chapter examines what happens next in the session.  

 

A task we, as participants in interaction, have at the beginning of a conversation is to 

“re-find each other” (Sacks 1992b: 564). To do this, we need to: 

... locate right off as soon as possible, and use when the last time we talked was. 
That will then throw off a whole bunch of things I have to tell you, i.e., the things 
that have happened since. 

 (Sacks 1992b: 564).  

Just as in ordinary conversation, the task of re-finding each other is also relevant for 

participants in therapy. Near the beginning of therapy sessions, the client and therapist 

orient to the task of re-finding each other – locating when it was they last talked and 

what has happened in the meantime.47 Labov and Fanshel observe: “It is common in 

many interviews for the patient to begin with a narrative portrayal of events during the 

                                                 
47 Asymmetry in the roles of therapist and client is apparent in this phase of the session as both 

participants orient to the relevance of what has been happening in the client’s life, and not the therapist’s, 

since the participants’ last session.   
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past week: it is understood that this material will be the raw material for the therapeutic 

work” (1977: 35). In this chapter, I investigate how such ‘narrative portrayals’ of the 

client’s recent personal experience are organised and delivered in an activity structure I 

am calling ‘updates’.  

 

In the current data, updates are extended activity structures which are comprised of 

multiple individual tellings, which I refer to here as ‘instalments’.  The coherence of 

updates is created through the use of time references as a binding device (see Sacks 

1986). Individual instalments of the update are introduced with a time references, for 

example, ‘last Tuesday’, ‘yesterday’, ‘Friday morning’, etc. Instalments are tellings 

produced by the client, however, aspects of the instalment may be topicalised by the 

therapist for further talk by both of the participants. As a result, an update is not a 

single, extended telling by the client, but an extended telling-activity comprising of 

multiple instalments which may be separated by periods of turn-by-turn talk by both 

participants. Time references are strong tying devices which allow the client to create 

coherence across instalments which may not be sequentially adjacent. This chapter 

examines updates and the integral role played by time references in updates. I examine 

the sequential organisation of updates, including how they are occasioned by the client’s 

elaborated response in the session initiation sequence, and how they are organised into 

an overall activity structure through the use of time references. As well as examining 

how time references are utilised as a device for organising and structuring updates, I 

also examine the important role they play in the management and maintenance of the 

participants’ ongoing therapeutic relationship. Time references and updates allow the 

participants to accomplish important relationship and identity work by positioning the 

current session as one in a series of sessions. By locating the current session in relation 

to previous sessions and addressing the deficit in the therapist’s knowledge of the 
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client’s life that has developed since they last met, the participants construct and 

reconstitute their relationship as long-term and ongoing. 

 

5.1 Moving into the update: Projecting a multi-unit turn 

In general, speakers are entitled to produce a single turn-constructional unit (TCU) at a 

time (Sacks et al. 1974). At the end of a TCU, the current speaker reaches a transition 

relevance place (TRP) where speaker change can take place (Sacks et al. 1974). 

However, some conversational activities, for example, stories, jokes, explanations, 

troubles-tellings, etc., take more than one TCU to complete. In such cases, participants 

collaboratively negotiate the right of one party to produce a multi-unit turn (see 

Schegloff 1982). A potential multi-unit turn speaker may produce a device at the 

beginning of a turn, or use a whole turn, to project that her or his upcoming talk will 

take more than one TCU to complete. Such devices include list-initiating markers, story 

prefaces (cf. Sacks 1992b: 221-8), and ‘pre-pres’ (cf. Schegloff 1980; 1982). Schegloff 

writes: “Beginning a turn this way recognizes the turn-taking contingency, and, by 

projecting a multi-unit turn, invites recipients to hold off talking where they might 

otherwise start” (1982: 75).  

 

Story prefaces (Sacks 1974; 1992b: 221-8) not only provide speakers with a methodical 

way of indicating that their projected talk will take more than one TCU, but they also 

give “information about what it will take for the story to be over” (Sacks 1992b: 228). 

For example, if a speaker uses a story preface such as: “Something really terrible 

happened to me today”, the inclusion of the characterisation ‘terrible’ sets the recipient 

the task of monitoring the talk for something recognisably ‘terrible’ to know when the 

story will be over. The story preface also provides information about what sort of 
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response will be appropriate at the conclusion of the telling. For example, “indicating 

that ‘a real dirty joke’ is being projected informs that laughter is desired and that it 

should be done on recognition of the punchline” (Sacks 1974: 341).  

 

Elaborating further on Sacks’ analysis of the functions of story prefaces and the role of 

‘characterising adjectives’ such as ‘terrible’ or ‘wonderful’ in story prefaces (Sacks 

1992b: 228), Goodwin (1996) identifies ‘prospective indexicals’. Prospective indexicals 

project further talk in that they require further talk to be understood. That is, what a 

prospective indexical means in the environment in which it occurs is not yet available to 

recipients and as such, “recipients are set the task of attending to subsequent events in 

order to find what particulars constitute [the prospective indexical] on this specific 

occasion” (Goodwin 1996: 384). Following the deployment of a prospective indexical, 

“[h]earers must engage in an active, somewhat problematic process of interpretation in 

order to uncover the specification of the indexical that will enable them to build 

appropriate subsequent action at a particular place” (Goodwin 1996: 384-5). 

 

In the previous chapter, I examined the client’s elaborated response, the third turn in 

session initiation sequences, as a turn which orients to the topic initiating potential of 

the therapist’s first question and projects further talk to come. The client’s elaborated 

responses project further talk by, for example, presenting some ‘news’, a change or 

development in the client’s personal experience, or a ‘clue’ to a trouble. The client also 

presents physical problems in her elaborated response to project further talk. Time 

references also play a role in projecting further talk and provide information about the 

trajectory of the update. In this way, elaborated responses are designed to contain 

prospective indexicals. In this section, I discuss the deployment of prospective 
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indexicals in the client’s elaborated responses before examining the projecting function 

of time references in some detail. 

 

5.1.1 Elaborated responses and prospective indexicals 

In the current data, the client uses three general types of prospective indexicals in 

elaborated responses to project further talk and to create an interpretative framework 

through which the following talk can be understood. In some sessions, the client utilises 

‘characterising adjectives’, in others, the client presents a ‘clue’ or a ‘pointer’ to a 

problem which can be unpacked, and in others, the client reports physical symptoms in 

her elaborated response. Data extracts are examined below and the component turns of 

the session initiating sequence are again marked with A, B, and C arrows.  

 

In extracts 5.1- 5.5, the client uses characterising adjectives to warrant further talk, and 

characterise the nature of the upcoming talk. 

Extract 5.1 
[Session 4: 6- 37] 
6 Th: A� >how have you been.< 

7 Cl: B� ↑good. really good.  

8   (1.2) 

9 Cl:  ↑yea::h. 

10   (1.4) ((clunk in pause)) 

11 Th:  really good. 

12 Cl:  ↑yeah. 

13   (0.3) 

14 Cl:  h! [hah HA ha  

15 Th:     [ha ha ha wh(h)at’s been good. °ha° 

16 Cl:  >o:h. the weather¿< 

17 Th:  huh huh huh 

18 Cl:  li:fe, I guess; 

19   (1.5) ((noise in pause)) 

20 Cl: C� ↑uhm:_ (0.5) °yeah; I just seem to be:- 

21   � been° improving; 

22    (1.1) .hhh °I dunno° over the la:st month or so; 

23   � °I’m getting better each (◦day◦),° 

24   (0.4) 

25 Cl: � [(feeling) better¿ 
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26 Th:  [mmm:. 

27   (0.8) 

28 Th:  mmm. 

29 Cl:  spring certainly helps, 

30 Th:  mmm. 

31   (0.7) 

32 Cl:  ◦*↑yeah. *◦ °°(         )°° 

33 Cl:  (Y’know ) enjoying myself.  

34   (0.5) 

35 Cl:  doin’ a lotta gard’ning:; 

36    lotta looking after  

37    the wildli:fe_ (1.0) keeping ↑busy¿ 

 

Extract 5.2 
[Session 80: 10- 18] 
10 Th: A� so how are you.= 

11 Cl:  B� =I’m ↑good¿  

12  (1.1) 

13 Cl:  yea:h. 

14  (0.7) 

15 Cl:  .h[h 

16 Th:    [°>oh.<°= 

17 Cl: C� =u:hm_ (1.2) °°>I’ve had good< (.) good°° 

18    (0.4) few da:ys¿ 

 

Extract 5.3 
[Session 86: 7-14] 
7   (2.0) 

8 Th: A� >how have you been.< 

9   (0.6) 

10 Cl: B� ↑oh=>alright.<  

11   (0.4) 

12 Cl: C� >Yeah.< I mean I’m probably 

13   � better today than I’ve been  

14    in a week.  

 
Extract 5.4 
[Session 87: 6- 17] 
6 Th: A� >how are you<? 

7  (0.7) 

8 Cl: B� °I’m alright.° 

9  (0.7) 

10 Cl:  (°°yep.°°) 

11  (0.5) 

12 Cl:  ((faint sniff)) 

13 Th:  °bit lo:w, (alright/or_)° 

14 Cl:  ↑UHM_ yea:h¿ wu:ll_ hh hh 

15 Th:  mmm? 

16 Cl: C� .hh (I mean better.)=(I’m-/uhm) I think I’m  

17   � gettin’ a bit better everyda:y¿ 
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Extract 5.5 
[Session 88: 34-40] 
34 Th: A� °so. (apart) from being c(h)o:ld,  

35    [hhh hhh 

36 Cl:  [huh hah hah hah 

37 Cl: B� hhh. °ugh:::::; yeah I’m alright.° 

38   (0.8) 

39 Cl: C� CRAppy day yest’day, 

40 Th:  oh. 

41   (2.4) ((noise for first half of pause)) 

42 Cl:  yea:::h; ((noise)) (°°y’know°°.)) 

43    ((sniff)) 

44   (1.2) 

45 Cl:  bit down °I suppose¿° hhh hhh 

46 Th:  o:h. 

47 Cl:  .hhh [°°uhm_°° 

48 Th:       [what was crappy about it. 

49   (4.6) 

50 Cl:  ↑I dunno::.=y’know¿↑ uhm_ (1.4) >I mean< 

51    I was meant to get up at six so I could  

52    go and clean my mother’s before I went to work; 

 

The client’s elaborated turns in extracts 5.1- 5.5 are designed as possible topic initials 

and contain characterising adjectives to project and characterise upcoming talk.  The 

client uses ‘better’ as an adjective which marks improvement and indexes prior 

knowledge from prior talk, for example: ↑uhm:_ (0.5) °yeah; I just seem to be:- been° 

improving; (1.1) .hhh °I dunno° over the la:st month or so; °I’m getting better each 

(◦day◦),° (extract 5.1, lines 20- 23); >yeah.< I mean I’m probably better today than 

I’ve been in a week. (extract 5.3, 12-14); .hh (I mean better.)=(I’m-/uhm) I think I’m 

gettin’ a bit better everyda:y¿ (extract 5.4, lines 16-17). The client also uses the 

adjectives ‘good’ and ‘crappy’ as characterising adjectives: =u:hm_ (1.2) °°>I’ve had 

good< (.) good°°(0.4) few da:ys¿ (extract 5.2, lines 17-18), and CRAppy day yest’day, 

(extract 5.5, line 39). 
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In addition to the characterising adjectives, the client’s elaborated responses in extracts 

5.1- 5.5 also employ time references. For example, the client indicates that she has been 

improving over the la:st month or so; (extract 5.1 line 22) and getting better each 

(◦day◦),° (extract 5.1 line 23), or that she is getting a bit better everyda:y¿ (extract 5.4, 

line 17); and that she is probably better today than I’ve been in a week. (extract 5.3, 

lines 13-14). Her ‘crappy’ day, was yest’day, (extract 5.5, line 39), and she reports 

having a good few da:ys¿ (extract 5.2, line 18). The time references and adjectives work 

together to create an interpretive framework for the upcoming talk. For example, the 

client’s formulation: .hhh °I dunno° over the la:st month or so; °I’m getting better each 

(◦day◦),° (extract 5.1, lines 22- 23) creates a sense of her generalised, gradual, and 

incremental improvement. As a prospective indexical, this sets the therapist up to listen 

for fairly ‘mundane’ causes for her improvement. The client goes on to present a list of 

‘everyday’ things, such as the weather: spring certainly helps, (extract 5.1, line 29), and 

doin’ a lotta gard’ning:; (extract 5.1, line 35).  

 

In contrast, a specific time reference, such as CRAppy day yest’day, (extract 5.5, line 

39), sets the therapist up to monitor the upcoming talk for something ‘crappy’ (or a 

number of ‘crappy’ things) that happened in the specific time frame of yesterday. The 

client then initiates her update with a telling about yesterday: I was meant to get up at 

six (line 51). Characterising adjectives and time references work together in the client’s 

elaborated turns to project further talk by inviting unpacking, and they provide 

information about how the upcoming talk is to be heard by the therapist. 

 

Another class of prospective indexicals used by the client are turns which point to the 

presence of a problem, and thereby make the problem available for talking about.  These 
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prospective indexicals (marked C�) again provide information about the nature of the 

upcoming talk. 

Extract 5.6 
[Session 78: 5-17] 
5 Th: A� >how’re< thi:ngs. hh. 

6  (0.3) 

7 Cl: B� »↑orright.«  

8  (0.7) 

9 Th:  alright? 

10 Cl: C� yea::h. °↓uhm_° (1.5) I almost rang you last friday.= 

11    =hh[h   

12 Th:     [oh.  

13 Cl:  hm hm 

14 Cl:  °.hhh° oh yea::h; by the end of last week I just_ 

15    (1.0) uh:m:_ ((possible quiver in voice)) 

16    (0.4) it’s like_ (0.3) °>I was going back 

17    into the depression.° (0.2) °basically¿° 

 

Extract 5.7 
[Session 81: 13-24] 
13 Cl:  how was your new year. 

14   (0.6) 

15 Th:  ↑it was↑ good,  

16 Cl:  [(        )] 

17 Th: A� [>how was y]ours.< 

18   (0.5) 

19 Cl: B� ↑it was good,↑ 

20   (0.2) 

21 Cl:  yeah. 

22   (1.0) 

23 Cl: C� ↓°I didn’t want to come back yest’day;°↓ 

24    hhhhh 

 

Extract 5.8 
[Session 83: 4-13] 
4 Th: A�          [so >it’s been a ↑week,< 

5   A� h(h)ow [have you b(h)ee:n?] 

6 Cl:         [h h  h a  h a  h a]  ha ha .HHUh 

7 Cl: B� o::::wh, °yeah¿° >(a bit) all over the place<. 

8 Th:  o:h.= 

9 Cl:   =yea:h. 

10   C� ~°uhm_°~ (0.4) °lying in bed’s (all I feel  

11   � like doing,) ° 

12   � yesterday, I’m a bit better no:w,  

13    °I’m still not° .hhh as good I’d like to ↑be¿ 
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Extract 5.9 
[Session 85a: 9-18] 
9 Th: A� how are you to[day. 

10 Cl:                [eh hhheh 

11   (1.2) 

12 Cl: B� te(h)e(h)rrib(h)le¿ 

13 Th:  terrible¿= 

14 Cl:   =hhh. ((sniff)) 

15   (1.9) 

16 Cl: C� .hh ((sniff)) °~(it was all) I could do 

17   � to dr:a::g myself in here y’know¿ 

18 Th:  o[h. 

 

Extract 5.10 
[Session 134: 36-45] 
36 Th: A� °it’s been abou:t ten days (or more¿/or so¿)° 

37 Cl: B� ↑yea::h; it has.=uhm_ (2.3) yea:h. 

38   (2.8) 

39 Cl: C� °uhm_° (1.0) ° I sorta wanted to come in 

40   � >a little bit last week¿<° hhh hhh 

41    (like) from about last thursday;= 

42    no I actually came good thursday¿  

43 Th:  mmm::. 

44 Cl:  ↑yea:h¿ I was just- monday tuesday wensday 

45    I was_ (0.6) ↑exhausted. 

 

In each of the extracts 5.5- 5.10, the client designs her elaborated response to include a 

prospective indexical which projects a problem to be discovered in the subsequent talk. 

In extracts 5.6 and 5.10, the client projects a problem by indicating that she wanted to 

talk to the therapist in between sessions: I almost rang you last friday. (extract 5.6, line 

10) and °uhm_° (1.0) ° I sorta wanted to come in >a little bit last week¿<° (extract 

5.10, lines 39-40). By indicating that she ‘almost rang’ the therapist, or ‘sort of wanted 

to come in’, the client indicates that she had something to talk to the therapist about and 

makes herself accountable for providing further information. Introducing these past 

occasions of ‘non-contact despite it being wanted or needed’ makes relevant a report 

from the client whereby she supplies the reason for wanting to make contact.  The 

client’s elaborated response in extract 5.7: ↓°I didn’t want to come back yest’day;°↓ 
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(line 23) is somewhat similar in that the client makes relevant a report or account for 

why she ‘didn’t want to come back yesterday’. 

 

The client’s elaborated responses in extracts 5.8: ~°uhm_°~ (0.4) °lying in bed’s (all I 

feel like doing,) (lines 10-11), and 5.9: °~(it was all) I could do to dr:a::g myself in 

here y’know¿ (lines 16-17), point to the availability of a problem for further talk in that 

they are designed as symptoms of a problem, as such, they make relevant further talk 

about the cause of the problem. In both elaborated responses, there is a tentative hearing 

of ‘all’. As a “maximum case proportional unit” (Pomerantz 1986), ‘all’ is a way of 

presenting an ‘extreme case formulation’. However, even without relying on the hearing 

of ‘all’, the client constructs a problematic personal state by indicating an inability or 

difficulty to undertake normal, routine tasks, namely getting out of bed, and attending 

therapy.48 Additionally, both are said with tremulous voice. The client’s elaborated 

responses project further talk and prepare the ground for troubles and attributing causes 

for the negative personal state to be delivered.  

 

Finally, the client also utilises physical symptoms to function as prospective indexicals. 

The client’s elaborated responses in extracts 5.11, 5.12 and 5.13 are similar to extracts 

5.8 and 5.9 examined above in that they project problems as available for further talk by 

providing symptoms pointing to a problematic personal state. The causes can then be 

discovered in the subsequent talk. However, in the following extracts, the client uses 

                                                 
48 The client’s elaborated responses here are potentially offered as recognisable symptoms of depression. 

The client’s formulations: lying in bed’s (all I feel like doing,) (extract 5.8, lines 10-11) and °~(it was all) 

I could do to dr:a::g myself in here (extract 5.9, lines 18-19) characterise the client’s lack of motivation, 

and lack of energy, and depicts difficulties with ordinary activities. The client’s association of these 

symptoms and depression can be seen in extract 5.14. 



 217

physical symptoms to set up an interpretive framework where the cause for the 

symptoms will be recoverable from the following talk. 

Extract 5.11 
[Session 79: 11-35] 

11 Th: A� how’re you feeling? 

12  (0.3) 

13 Cl: B� pretty goo:d¿ ↑yeah. 

14  (2.5) 

15 Th:  is it- is that a:- is that a: 

16    >pretty good< o::r ‘re you  

17    not feeling g(h)o(h)o:d,  

18 Cl:  ↑yeah [(no;  I’m-   no I’m     very )] good. eh. 

19 Th:        [(you’re not sure you want    )] 

20  (0.3) 

21 Th:  [alright. 

22 Cl:  [uhm:_ 

23 (Th:  °°good.°°) ((very faint, tape echo?)) 

24 Cl:  yeah. 

25  (0.7) 

26 Cl: C� I got this °tightness in my back;° °°which_°° 

27  (0.5) 

28 Th:  ow::h. 

29  (1.2) 

30 Cl:  °I think I need to get sorted.° 

31 Cl:  °°(’m thinking)°° °of going and trying  

32    to get a massage done¿° 

33  (0.4) 

34 Th:  MMm:. 

35 Cl:  just getting really_ (1.2) noticeable. 

 

Extract 5.12 
[Session 84: 9-30] 

9 Th: A�     [how a(h)re you. 

10 Cl: B� o:h. y'know¿ hh not the best. 

11 Th:  o::h. what's [been happening. 

12 Cl:               [((sniff)) 

13 Cl: C� ↑u::hm:; (0.5) I think my neck and back 

14    is (           ). hh hh 

15 Th:  o:h. 

16 Cl:  I've got an appointment with the chiro tomorrow. 

17 Th:  oh good. 

18 Cl:  ((sniff)) 

19 Cl:  but yeah, it's just uhm; ((sniff)) 

20    I've got no energy at all¿ huh huh .hh 

 



 218

Extract 5.13 
[Session 85b: 6-16] 

6 Th: A� how are you today. 

7 Cl: B� °oh:; (0.6) a bit better.° ((dull sounding)) 

8 Th:  ↑o:h. 

9  (1.4) 

10 Cl: C� (mm) hh hh exh(h)austed an:d °shaky  

11    and° (0.6)°°(        ),°° 

12  (1.2) 

13 Th:  °and what do you think_° °°(       ).°° 

14  (2.3) 

15 Cl:  ~(he ↑knows).~ hhh 

16 Th:  ↑O:h. 

 

In each of the extracts above, the client uses physical symptoms to point to further talk 

and to inform the therapist of how to attend to the upcoming talk. The client’s neck and 

back problems have been a recurrent trouble for her and here she uses them to invoke a 

process where their underlying cause can be discovered in the ensuing talk. The client 

uses her neck and back concerns as physical manifestations of a problem: I got this 

°tightness in my back;° °°which_°°|°I think I need to get sorted.° (extract 5.11, lines 26, 

30), and: ↑u::hm:; (0.5) I think my neck and back is (           ). hh hh (extract 5.12, lines 

13-14). In extract 5.13, the client projects a trouble with her elaborated response, (mm) 

hh hh exh(h)austed an:d °shaky and° (0.6)°°(        ),°° (lines 10-11), and invokes a 

search in the coming talk for something that could cause such symptoms.  

 

Elaborated responses in the session initiating sequence function both retrospectively and 

prospectively. They orient to the therapist’s first question by providing news, or 

developments in the client’s condition, and they also work forwards to not only project 

further talk but to establish a framework through which the upcoming talk can be heard. 

Prospective indexicals include characterising adjectives, ‘clues’ or ‘pointers’ to the 

presence of problems, and symptoms of problems, both physical and psychological. 

Achieving a multi-unit turn is a collaborative interactional accomplishment. The client’s 
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elaborated responses play an important role in the participants’ establishment of an 

interactional space where the client can produce extended talk about the latest 

developments and happenings in her life. The elaborated responses also perform 

important prefacing functions which prime the therapist to hear the ensuing talk in a 

particular way.  

 

5.1.2  The projecting power of time references 

As is apparent from the previous examples, time references often occur in the client’s 

elaborated responses. In addition to characterising adjectives, time references also play 

a part in projecting further talk, indicating the direction that the talk will take, and what 

it will take for it to be over. In doing so, the client’s use of time references also provide 

the therapist with resources for negotiating his role in the upcoming talk. Here I 

examine two of the extracts given above in further detail to show how time references 

work to project and build updates. 

 
Extract 5.14 (extract 5.3 extended) 
[Session 86: 8- 26] 
8 Th: A� >how have you been.< 

9  (0.6) 

10 Cl: B� ↑oh=>alright.<  

11  (0.4) 

12 Cl: C� >yeah.< I mean I’m probably 

13   � better today than I’ve been  

14   � in a week.  

15 Th:  ↑oh. °right.° 

16 Cl:  °yeah?° 

17 Th:  °°Mmm.°° 

18 Cl:  .hh °uhm::_° (1.8) YEA:H; (0.6) 

19    uhm:_ (1.7) »*ah* 

20    I just-« coz I planned to take it easy_ 

21   � (1.6) >tuesday night< wednesday,  

22    and I got home and uhm_ 

23    (1.3) °↓I knew John was gonna 

24    turn up around,↓° (0.2) 

25    six o’clock;° (0.2) and he ↑did. hhh 

26 Th:  mmm. 
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In extract 5.14, the client uses time references ‘today’ and ‘a week’ in her elaborated 

response: I mean I’m probably better today than I’ve been in a week. (lines 12-14). The 

time references create a contrast between her personal state ‘today’ versus how she has 

been recently (i.e. ‘in a week’). By using ‘today’, the client presents her improvement as 

new information to the therapist, and the latest development in her personal state. In line 

20, the client initiates a telling: I just-« coz I planned to take it easy_(1.6) >tuesday 

night< wednesday,(lines 21-22). The client begins her telling by using ‘coz’ to design 

her turn as an explanation of her elaborated response, using a markedly first verb 

‘planned’ (Sacks 1986), and using the time references ‘Tuesday night’ and 

‘Wednesday’.  The previous session had been on the Tuesday, so the client’s use of the 

time reference ‘Tuesday night’ and ‘Wednesday’ designs the telling as an update of 

things that happened soon after their last session. 49  

 

As well as indicating that she will be producing a multi-unit turn by using the verb 

‘planned’, the client also indicates that she will be producing an extended turn by 

creating a discrepancy between her elaborated response: I mean I’m probably better 

today than I’ve been in a week. (lines 12-14) and the turn which initiates her telling: I 

just-« coz I planned to take it easy_ (line 20). The initiation of her telling with ‘planned 

+ time reference’ indicates that there is a complication which got in the way of her 

                                                 
49 In addition, the client designs her update to be linked to the last session of therapy . Toward the end of 

the previous session, the therapist gives the client ‘homework’:  

[Session 85b] 

1891 Th:  So I’d like to give you some homework;= 
1892   =I want you to take care of °yourself.°  

 

The client’s formulation of her telling as: I just-« coz I planned to take it easy_(1.6) >tuesday night< 

wednesday, (lines 21-22) designs the telling to follow on from the last session by referencing the 

homework she was set. 
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‘plans’ to ‘take it easy’. However, her evaluation that she is ‘probably better today than 

in a week’ indicates that her telling will not be over until the reason for her 

improvement has been identified. The use of time references in the formulation of the 

elaborated response: I’m probably better today than I’ve been in a week. (lines 12-14) 

also supplies the therapist with some indication of how to identify the reason for her 

improvement, i.e. if it has caused her to feel better than she has in a week, it may be 

quite a significant ‘good thing’. 50 

 

In extract 5.14, time references are used for multiple purposes. They are used in the 

design of the client’s elaborated response as a possible topic initial in that they cast the 

turn as new information. As a possible topic initial, the elaborated response makes 

further talk on the topic relevant. In this case, the client’s use of time references in the 

elaborated response projects that there is further talk to come which will supply the 

reason for the improvement. The time references set up the listener to search for that 

reason, as well as providing a guide to the magnitude of the reason.  Time references are 

also used in the initiation of the telling projected by the elaborated response.  These time 

references locate the current session in relation to the prior session and make the telling 

hearable as an update of things that have happened to the client since the last session.  

 

I will briefly present another extract in which a similar process is in operation. In the 

following extract, extract 5.15, the client again uses time references in her elaborated 

response.  

 

                                                 
50 The ‘good thing’ is revealed at lines 176-178 in session 86 where the client explains that her husband 

has packed and gone to stay with a friend, thus relieving her of some pressure. 
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Extract 5.15 (extract 5.10 extended) 
[Session 134: 36-54] 

36 Th:  °it’s been abou:t ten days (or more¿/or so¿)° 

37 Cl:  ↑yea::h; it has.=uhm_ (2.3) yea:h. 

38   (2.8) 

39 Cl:  °uhm_° (1.0) ° I sorta wanted to come in 

40   � >a little bit last week¿<° hhh hhh 

41    (like) from about last thursday;= 

42    no I actually came good thursday¿  

43 Th:  mmm::. 

44 Cl:  ↑yea:h¿ I was just- monday tuesday wensday 

45    I was_ (0.6) ↑exhausted. 

46 Th:  mmm;= 

47 Cl:  =u:hm_ (2.4) yea:h;=there’s (0.7) °>just 

48   exhausted really¿<° and so I didn’t really 

49    get much do:ne; .hhh and it’s frustrating 

50    because_ that’s when I’m meant to be doing 

51    my stuff. hhh hhh 

52 Th:  mmm. 

53 Cl:  hhh and you know; the garden has been  

54    getting put off for weeks; *I:* hadn’t mowed  

 

The therapist’s initiating turn in line 36 is a formulation of the time since the 

participants’ last meeting: °it’s been abou:t ten days (or more¿/or so¿)° (line 36). The 

client confirms the therapist’s statement in her minimal initial response: ↑yea::h; it has. 

(line 37) and then produces an elaborated response in lines 39-40: °uhm_° (1.0) ° I sorta 

wanted to come in >a little bit last week¿<° hhh hhh. Just as the therapist’s initiating 

first pair part orients to the longer than usual time between sessions, the client’s 

elaborated response also orients to the notable absence of a session last week by 

indicating that she sorta wanted to come in (line 39).51 By disclosing that she ‘sort of 

wanted to come in last week’, the client indicates the availability of a problem for 

further talk, she then uses time references to further specify the time location of the 

problem. The time reference ‘last week’ is modified for specificity: from about last 

                                                 
51 The participants’ orientation to the regularity of sessions is on display here. Whereas in medical 

consultations patients have to account for their visit by presenting a problem, in therapy, sessions are pre-

arranged and it is deviations from the regular pattern that is accountable. This is discussed further later in 

this chapter. 
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thursday; (line 41), which in turn is corrected: no I actually came good thursday¿ (line 

42), and then revised: I was just- monday tuesday wensday I was_ (0.6) ↑exhausted. 

(lines 44-45).  

 

In extract 5.15, the client has used time references to project two different completion 

points. Firstly, that there are ‘problems’ available for talking about with regard to 

‘Monday, Tuesday, and Wednesday’, and secondly, she has projected that there is 

something ‘good’ in relation to ‘Thursday’ that can be talked about. Again, the client’s 

use of time references in her elaborated response projects upcoming talk and projects 

how the upcoming talk will be organised. In this session, the client projects that her 

update will include negative reports for ‘Monday, Tuesday, and Wednesday’ and then 

something positive about ‘Thursday’. The use of time references projects the 

availability of topic talk as well as giving an indication of how it will develop, and when 

it will be complete.  

 

In conclusion, this section has explored how elaborated responses project that the client 

will go on to produce a multi-unit turn, and indicate what sort of talk is to come. 

Elaborated responses are designed to include prospective indexicals which require more 

talk to be understood. Prospective indexicals, including characterising adjectives, 

problem ‘clues’, and symptoms, provide information about the direction that the 

projected talk will take and when it will be potentially complete. The client also uses 

time references in her elaborated responses to project a trajectory for her upcoming talk. 

For example, by creating a mismatch between the elaborated response and the initiation 

of the telling, the client indicates how and where the initiation of a telling fits into the 

projected update as a whole, and also that the initial telling is not all there is to the 
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update. In the following section, I explore in more detail how time references are used 

to indicate how parts, or instalments, of the update fit into the overall update.  

 

5.2 The organisation of updates: Time references and instalments 

Elaborated responses are prefaces to extended, multi-unit turns. The client’s elaborated 

responses orient to the relevance of providing the latest news, developments, and 

progress in the client’s personal life and project further talk about these matters. This 

section examines the organisation of updates as extended turns produced by the client in 

which she provides details of things that have happened in the time since the 

participants’ last meeting. An update is not a single, long telling of happenings from the 

time in between sessions; it is more like a collection, or chronicle, of individual tellings 

which are grouped together into the activity structure of ‘doing an update’ or ‘doing 

updating’. Time references play an integral role in the structure and organisation of 

updates. Firstly, by using a time reference to locate a telling in the time between 

sessions, the client marks the talk as an update. Throughout their interactions, the 

therapist and the client have built a shared understanding of the client’s history; 

however, the therapist’s knowledge of the client’s experiences extends only to the end 

of the prior session. Things that have happened since their prior session are only known 

to the client. Updates orient to the relevance of repairing this deficit in the therapist’s 

knowledge and to the ongoing relevance of building a shared history. Time references 

also play a crucial role in organising and structuring an update.  

 

An update may consist of multiple tellings, for example, an update may include distinct 

tellings about something on Thursday, something on Friday, etc. Aspects of each telling 

can also be taken up by the participants for further talk. This means that the tellings 
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which make up the update may not be sequentially adjacent. Time references are used 

as an effective binding technique (Sacks 1986) which allow the client to demonstrate 

that individual tellings are instalments of the ongoing activity structure of the update. 

The structure of an update as comprised of instalments is depicted below. 

 

Figure 5.1 

Structure of an update 

 
 

Time references allow the client to create coherence and order in an update. As noted 

above, sequences of turn-by-turn talk sometimes develop out of a telling when 

something is topicalised for further talk. These ‘side-tracks’ take the participants away 

from the trajectory of the update, however, the strength of time references as a device 

for creating coherence is such that, by using a time reference to introduce a telling, the 

client can easily return to the trajectory of the update and produce the next instalment. 

Not only do time references indicate that tellings are part of the update, they also create 

a sequential order within the update. Time references have a natural, i.e. chronological, 

order, so that, for example, Tuesday is sequentially ordered after Monday. Through time 
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references, the client shows how tellings are sequentially ordered and related to each 

other; and how the tellings are located in relation to the current session, the prior 

session and where they fit into the ongoing update. Through time references, the client 

creates coherence across multiple tellings by indicating that individual tellings are 

instalments of an update.  

 

Time references also allow the client to create coherence across aspects of her personal 

experience. Through time references, the client charts changes and developments in her 

personal experience, and documents the activities and events which contribute to, and 

shape her experience.  

 

The client’s use of time references as a resource for structuring the update and creating 

and maintaining coherence is examined in detail in three extracts presented below. In 

the first extract presented here, time references are used to create a timeline along which 

the client’s depression can be tracked. 

 

Extract 5.16 (extract 5.6 extended) 
[Session 78: 5-30] 

5 Th:  >how’re< thi:ngs. hh. 

6  (0.3) 

7 Cl:  »↑orright.«  

8  (0.7) 

9 Th:  alright? 

10 Cl: � yea::h. °↓uhm_° (1.5) I almost rang you last friday.= 

11    =hh[h   

12 Th:     [oh.  

13 Cl:  hm hm 

14 Cl: � °.hhh° oh yea::h; by the end of last week I just_ 

15    (1.0) uh:m:_ ((possible quiver in voice)) 

16    (0.4) it’s like_ (0.3) °>I was going back 

17    into the depression.° (0.2) °basically¿° 

18  (0.3) 

19 Cl: � .mh[h  [>which I SAID< y’know; last monday. 

20 Th:     [ri:[ght. 



 227

21 Cl:  that_ (0.7) I was havin’ trouble with the  

22    mornings; >and I felt-< 

23    it felt like_ (1.5) the depression thing.= 

24   � >and by the end of the< week_  

25    it’s like uhm_ (1.6) my energy levels; 

26    (0.2) were really dropping off; 

27    my enthusiasm_ (0.4) 

28 Th:  mmm::.= 

29 Cl:  =u::hm_ (1.7) and I was getting headaches 

30    a bit_ a::nd_ wanting to go and lay do::wn_ 

 

Extract 5.16 is an extended excerpt of the same session examined in extract 5.6 above. 

As discussed, the client’s elaborated response, °↓uhm_° (1.5) I almost rang you last 

friday. (line 10), is a ‘clue’ to the presence of a problem which can then be discovered 

in the subsequent talk.  In the elaborated response, the time reference ‘last Friday’ is 

used to specifically locate the problem in the time between sessions.  It would be 

unusual for the client to call the therapist between sessions, so the client not calling 

would not be a notable absence to the therapist. Here, the client makes the absence 

notable and accountable through the use of ‘almost’. It implies that she had a reason for 

almost ringing the therapist and that it was important enough for her to consider calling 

him outside of their scheduled sessions. The therapist treats this information as 

newsworthy by receipting it with a change-of-state token oh. (line 12). The client then 

moves into an update, firstly providing an upshot of the problem in lines 14-17: °.hhh° 

oh yea::h; by the end of last week I just_ (1.0) uh:m:_ ((possible quiver in voice)) (0.4) 

it’s like_ (0.3) °>I was going back into the depression.° (0.2) °basically¿°. In this part 

of the update, the client uses a more general time formulation: by the end of last week 

(line 14). The formulation ‘end of last week’ encompasses, but is not limited to the 

‘Friday’ already mentioned by the client.  

 

Through the use of time references, the client orients to the sequentiality of therapy by 

creating a timeline between sessions. The session prior to the session in extract 5.16 was 
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ten days earlier which was fairly unusual in that the client and therapist were ordinarily 

meeting twice weekly at this stage of therapy. In this extract, the day of their last 

meeting, ‘last Monday’ (line 19), is used to locate the last session in relation to the 

current one. It is also used to create a timeline along which her depression can be 

tracked. Following the upshot of the problem in lines 14-17 and the therapist’s receipt 

of it: ri:ght. (line 20)52, the client creates a timeline for the development of her problem 

by referring to it as an acknowledged and discussed issue in the previous session: which 

I SAID< y’know; last monday. that_ (0.7) I was havin’ trouble with the mornings; >and 

I felt-< it felt like_ (1.5) the depression thing. (lines 19, 21-23). The client’s referencing 

of the previous session has multiple functions. By drawing on what she said in a 

previous session, I was havin’ trouble with the mornings; >and I felt-< it felt like_ (1.5) 

the depression thing. (lines 21-23), the client uses the previous session as evidence that 

this is not a new problem, but one which she has raised before. The previous session is 

treated as an event at which they were both present, and which is mutually available 

knowledge. She uses the prior session as interactional evidence that the problem of her 

depression has been previously documented.  

 

The client also indicates that her telling of the problem of depression is not entirely new 

with >which I SAID< (line 19). Tellings are generally not knowingly ‘re-told’ to the 

same recipient (Sacks 1992b: 21; Terasaki 2004). By indicating that this is something 

that has been said previously, the client is working to prevent her current presentation of 

her depression from being heard merely as a repetition, or a retelling of a prior problem. 

                                                 
52 Gardner (2007) discusses ‘right’ as a complex response token which has three major uses: as a marker 

of epistemic confirmation; as a change-of-activity token; and as a marker which “acknowledges epistemic 

dependency between utterances” (p 319). The function of the therapist’s right is not analysed here.  
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Simultaneously, the telling of the problem of depression in the previous session 

establishes it as a problem which is continuing. The ongoing nature of the problem adds 

to its seriousness: her depression is not short-lived experience, but an enduring 

condition. It is also formulated as being important enough to have been talked about 

before, and to be remembered from a previous meeting. Depression and its symptoms 

create a common thread between the two sessions. Through the combination of time 

references and common symptoms, the client makes the connection between the 

sessions salient, thus creating inter-session coherence.  

 

Having established the session ‘last Monday’ as a reference point, the client has located 

the start of the week and uses it to create a time-line for the progression of her problem. 

She reiterates the symptoms identified in Monday’s session: I was havin’ trouble with 

the mornings; (lines 21-22) and her characterisation of this trouble as a potential 

symptom of depression: >and I felt-< it felt like_ (1.5) the depression thing. (lines 22-

23).  In contrast with the start of the week, the client makes salient the progression of 

time: >and by the end of the< week_ (line 24) as well as providing a list of symptoms: 

it’s like uhm_ (1.6) my energy levels; (0.2) were really dropping off; my enthusiasm_ 

=u::hm_ (1.7) and I was getting headaches a bit_ a::nd_ wanting to go and lay do::wn_ 

(lines 25-27, 29-30).  

 

In extract 5.16, the sequentiality of consecutive sessions is made salient by the client 

identifying depression and symptoms of depression as a common thread which has 

progressed along the timeline between the sessions. Extract 5.17 is organised somewhat 

differently. In extract 5.17, the client uses time-references as part of her construction of 

a list-like update of good things that have happened in the past few days and to 

formulate plans for the near future. 
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Extract 5.17 (extract 5.2 extended) 
[Session 80: 10-87] 

10 Th:  so how are you.= 

11 Cl:   =I’m ↑good¿  

12  (1.1) 

13 Cl:  yea:h. 

14  (0.7) 

15 Cl:  .h[h 

16 Th:    [°>oh.<°= 

17 Cl:  =u:hm_ (1.2) °°>I’ve had good< (.) good°° 

18   � (0.4) few da:ys¿ 

19  (0.3) 

20 Th:  ↑mm. 

21 Cl:  wo:n >hundred and five dollars< at bingo 

22   � the other ni:ght¿ 

23  (0.4) 

24 Th:  ↑oh; good on you.↑ hhh hhh [hhh 

25 Cl:                             [°so that was nice, 

26    yea::[h;° and] uhm_ °my (↑car)turned up  

27 Th:       [ (mmm) ] 

28 Cl: � yest’day?° 

29  (0.4) 

30 Th:  ↑oh; grea:t. 

31  (0.4) 

32 Cl: � and the::n_ two parcels;  

33    °which are like° (0.6) °»I dunno«° 

34    this bi:g; 

35 Th:  mmm. 

36 Cl:  from uhm_ Beverly and Kon in Finland; 

37    >who sent us< .hh (1.1) ↑gifts for fun 

38    or something. 

39  (0.6) 

40 Cl:  >I dunno:;< some (.) internet (0.3) 

41    company; they’ve been couriered  

42    up from Vic↑toria; so >we got< two:_ 

43    sur↑prise parcels, .hhh (1.2) 

44    *so that’s good,* and the:n_ 

45    °someone else just gave me° 

46    a box o chocolates coz I took her  

47    for a ride on my motorbike l(h)ast we(h)ek¿ 

48  (0.3) 

49 Th:  [↑oh great.↑ 

50 Cl:  [one of the women at local market asked 

51    me¿ and I said [↑yeah. 

52 Th:                 [((clears throat)) 

53 Cl:  .hhh (and we only tried to       

54    for a double,) and that was fu:n, 

55    so yea:h. I’m getting some- few 

56    surprise ↑presents¿ and uhm_ mhh. 

57   � ↑and the:n_ today’s↑ my last day 



 231

58    of work. 

59   � °I’ve got tomorrow off° °°so:;°° 

60    (.) that’s a bonus too. hhh 

61 Th:  ↑o:h [great.↑  

62 Cl:       [hhh hhh 

63  (1.4) 

64 Cl:  so: ↑yea::h.  

65  (0.7) 

66 Th:  ↑good. 

67 Th:  [↑mmm. 

68 Cl: � [I’ve got a week and a half ↑off. 

69  (1.0) 

70 Th:  great. 

71  (2.2) 

72 Th:  and you’re going down the coast. 

73 Cl:  yep. 

74  (0.4) 

75 Cl: � °yea:h; yea:h; on sat’day after↑°noon°¿ 

76 Th:  mmm. 

77  (1.1) 

78 Cl:  °(which should be) ↑good.° 

79    hh. hhh .hh so ↑yeah. °no I’m good.° 

80  (1.3) 

81 Cl:  hmmh 

82 Th:  huh huh huh [huh 

83 Cl:              [hh 

84  (2.1) 

85 Cl:  yea:h; 

86  (1.4) 

87 Th:  so good things have been happening? 

 

The elaboration of the client’s initial I’m ↑good¿ (line 11) response begins in line 17: 

=u:hm_ (1.2) °°>I’ve had good< (.) good°° (0.4) few da:ys¿ (lines 17-18) when the 

client gives an evaluation of the past ‘few days’. As discussed, the client’s use of the 

characterising adjective ‘good’ in combination with the time reference few da:ys¿ (line 

18) projects further talk and provides the therapist with an interpretative framework for 

understanding the talk. The turn projects that the client will go on to produce the reason 

for her evaluation. The client subsequently produces an update which is organised as a 

list of ‘good things’, including specific time references, which provide the grounds for 

her evaluation.  
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The first instalment in the client’s list is a report of a win: wo:n >hundred and five 

dollars< at bingo the other ni:ght¿ (lines 21-22). The therapist provides a ‘newsmark + 

compliment’: ↑oh; good on you.↑ (line 24). The client follows with her own assessment: 

°so that was nice, yea::[h;° (lines 25-26). The client’s assessment so that was nice and 

reconfirmation/agreement token yea::[h provides an summative evaluation of her telling 

and also responds to the therapist’s compliment.53 

 

The client uses and] uhm_ as a back connecting device (Local 2003) to resume her list, 

which again, begins with a situation followed by a time reference, in this case, 

‘yesterday’: °my (↑car)turned up yest’day?° (lines 26, 28). The therapist again offers a 

‘newsmark + positive assessment’: ↑oh; grea:t. (line 30). The client then continues her 

list using and the::n_ (line 32) to present the next item in the list – a report of parcels 

arriving from overseas. The client provides details about the gifts, then transitions to the 

next item on the list by giving an assessment: *so that’s good,* (line 44). The client’s 

fourth list item is having just received another gift: and the:n_ °someone else just gave 

me° a box o chocolates (lines 45-46) which she explains is coz I took her for a ride on 

my motorbike l(h)ast we(h)ek¿ (lines 46-47). The explanation of the reason for the gift 

includes the time-reference ‘last week’ and ties together the recent happening, i.e., 

receiving the gift, with an earlier event, the ride, and also provides relevance for the 

client to tell more about the ride (lines 50-51, 53-54).  The client closes down her telling 

                                                 
53 The client’s assessment so that was nice orients to the competing systems of constraints for compliment 

responses (Pomerantz 1978). Recipients of compliments need to manage conflicting preferences: agreeing 

and accepting on one hand, and minimising self-praise on the other. One solution for managing this 

conflict, and the solution employed by the client in extract 5.16, is for the compliment recipient to 

respond with a subsequent praise “which has other-than-self as referent” (Pomerantz 1978: 101). The 

client’s assessment shifts the referent of the compliment from her, i.e. therapist’s use of second person 

pronoun ‘you’, to the situation, i.e., ‘that’. 
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about the ride with another assessment: and that was fu:n, (line 54).  She then groups 

together the third and fourth listed ‘things’, the parcels and the chocolates, with a 

reformulation: so yea:h. I’m getting some- few surprise ↑presents¿ (lines 55-56). This 

closes down the telling about the ride, as well as the ‘chocolates’ as a list item.  

 

Following the summarising reformulation, so yea:h. I’m getting some- few surprise 

↑presents¿ (lines 55-56), the client shifts the update list from past happenings to the 

future. The client uses time-references to move the update from a recounting of events 

from the previous ‘few days’ to current and future ‘good things’ . The client moves 

firstly to the present, ‘today’:  ↑and the:n_ today’s↑ my last day of work. (lines 57-58) 

before moving to the future ,‘tomorrow’: °I’ve got tomorrow off° (line 59). The ↑and 

the:n_ (line 57) here, in combination with the marked shift in pitch and the shift from a 

recounting of past events, seems to present the current and future happenings as 

additional windfalls. This is supported by the client’s subsequent formulation: °°so:;°° 

(.) that’s a bonus too. (lines 59-60) which is doubly marked with ‘bonus’ and stress on 

‘too’.  

 

The client smoothly manages the transition from past to present and future events by 

referencing ‘today’. Formulating ‘today’ as her ‘last day of work’ has implications for 

the future, namely, not having to work tomorrow. She makes this explicit in line 59: 

°I’ve got tomorrow off°. This in turn has implications for further into the future: I’ve got 

a week and a half ↑off. (line 68) and the therapist displays his knowledge of her plans 

for this time off work in line 72: and you’re going down the coast. The client confirms 

this immediately, yep. (line 73), and then, after a brief silence, reconfirms and provides 

additional details: °yea:h; yea:h; on sat’day after↑°noon°¿ (line 75). The explicit time 
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reference ‘Saturday afternoon’ places her departure for the coast in relation to the 

current session. 

 

In extract 5.17, the client uses an initial assessment of a ‘good few days’ to make 

relevant a report of recent good happenings. The client produces a multi-instalment list-

like update which includes not only list items, but also brief explanations and 

information relevant to the listed items. The client develops the update from a list of 

past events to include present and future happenings through the use of time references. 

The transition from past to present/future is achieved by the client’s adding of a current 

event, i.e. ‘today’, as a bonus item on the list of ‘good things’. In turn, the ‘today’ 

reference: today’s↑ my last day of work. (lines 57-58) implicates ‘tomorrow’, and then 

the next ‘week and a half’. In this extract, the time references are not as specific or as 

clearly chronological as seen in other extracts, for example, few da:ys¿ (line 18), the 

other ni:ght¿ (line 22), yest’day?° (line 28), l(h)ast we(h)ek¿ (line 47) as opposed to 

time references such as a specific day of the week e.g. ‘Thursday’, or time of day, e.g. 

‘Saturday morning’, ‘six’. The client’s use of ‘and then’ (lines 32, 44, 57) is also non-

specific as it is ambiguous as to whether ‘and then’ is the being used to indicate 

temporal or interactional sequentiality. Additionally, in extract 5.17, time references are 

presented as secondary to the past ‘events’. For example, in the first instalment: wo:n 

>hundred and five dollars< at bingo the other ni:ght¿ (lines 21-22), the time reference 

‘the other night’ comes after the ‘event’ of winning money at bingo. This is in contrast 

to the positioning of time references in extract 5.16 where the time reference is given 

before the ‘event’. For example: by the end of last week I just_ (1.0) uh:m:_ ((possible 

quiver in voice)) (0.4) it’s like_ (0.3) °>I was going back into the depression.° (extract 

5.15, lines 14-17) where the time reference ‘by the end of last week’ introduces ‘going 

back into the depression’. 
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Extracts 5.16 and 5.17 show that time references are flexibly deployed in updates as 

they can be formulated with more or less specificity, i.e., ‘the other night’ vs. ‘last 

Monday’, and feature more or less strongly in an update depending on whether the time 

reference is placed before or after the announcement. Extract 5.17 also demonstrates 

that it is not only past events that are relevant to an update, but that future events can 

also be incorporated through the implications that follow from the use of a time 

reference. 

 

Extract 5.17 shows a list-like update where each instalment/list item is quite short. 

However, updates can be much longer and multi-faceted. The following extracts, 

extracts 5.18a-e, are taken from a ten minute stretch of talk at the start of a session.54 

Time references create coherence across multiple complex sequences which form the 

client’s update. In the 5.18 extracts, specific time references are used in chronological 

order to create a chronicle of things that have happened to the client since the last 

session of therapy. The chronology of the update allows the client to maintain a gross 

sequential order over multiple potentially independent sequences. It also allows the 

client to produce a story as a relevant instalment of the update. Extract 5.18a shows the 

initiation of the session and the update. 

 

Extract 5.18a (extract 5.9 extended) 
[Session 85a: 9-45] 
9 Th:  how are you to[day. 

10 Cl:                [eh hhheh 

11   (1.2) 

                                                 
54 The transcript for the ten minutes can be found in Appendix B. Due to the length of the update in this 

session, the entire segment will not be given here. 
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12 Cl:  te(h)e(h)rrib(h)le¿ 

13 Th:  terrible¿= 

14 Cl:   =hhh. ((sniff)) 

15   (1.9) 

16 Cl:  .hh ((sniff)) °~(it was all) I could do 

17    to dr:a::g myself in here y’know¿ 

18 Th:  o[h. 

19 Cl:   [don’t wanna go to work, 

20    (          ) face it. ~° 

21 Cl:  ((sniff)) 

22 Th:  °o::h.° 

23   (2.0) 

24 Cl:  AHHHH. (0.7) ((sniff)) 

25    ~oh I went away from meeting 

26   � you on thursday and I jus- I ↑just 

27    wanted to cry and cry¿~ 

28 Cl:  ((sniff)) 

29 Th:  mmm. 

30 Cl:  ~>I didn’t want to go to work<  

31    but I did; ~ 

32 Th:  [mmm. 

33 Cl:  [((sniff)) 

34 Cl: � ~(it was the) same on friday  

35    °and I was just thinking° 

36    ↑y’know¿~ (2.5) hhhh.((°sniff°)) 

37    ~~>°I’ve gotta° tell him.< it’s- 

38    (0.4) ~~it’s ↑no good.°~~ 

39   (1.0) 

40 Cl: � ~and uhm:_~ (0.6) I w(h)ent to physio on friday 

41    morning,=hhh[h.  

42 Th:              [mmm.= 

43 Cl:  =((sniff))~and she ended up strappin’ my shoulder 

44    for twenty-four hours,~ 

45 Th:  r:ight. 

 

As discussed throughout this chapter and the previous chapter, the session initiation 

sequence in extract 5.18a is used in the transition between the opening and topic talk. 

The client’s minimal initial response: te(h)e(h)rrib(h)le¿ (line 12) and subsequent 

elaborated response: °~(it was all) I could do to dr:a::g myself in here y’know¿ (lines 

16-17) project further talk, provide an indication of the direction and valency of the 

coming talk, and indicate what sort of responses will be relevant. The therapist receives 

the elaborated response as news with a change-of-state token oh. in line 18. The client 

builds on her elaborated response: [don’t wanna go to work, (          ) face it. (lines 19-
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20) and the therapist again receives it with a change-of-state token, this time an 

elongated and quiet °o::h.° in line 22.  

 

The client initiates her update in line 25, ~oh I went away from meeting you on thursday 

and I jus- I ↑just wanted to cry and cry¿~ (lines 25-27). She begins her update from the 

point the therapist last saw her: I went away from meeting you on thursday (lines 27-

28), thus invoking the prior session and beginning her update from the earliest point she 

can. The client adds: ~>I didn’t want to go to work< but I did; ~ (lines 30-31) which 

works to claim simultaneously the direness of her state at the time, but also that she was 

coping enough to manage to go to work.55 The negative feelings are presented as 

continuing from Thursday to Friday through her formulation: ~(it was the) same on 

Friday  (line 34). The client accounts for her emotional distress with a report of her 

thinking: °and I was just thinking° ↑y’know¿~ (2.5) hhhh.((°sniff°)) ~~>°I’ve gotta° tell 

him.< it’s-  (0.4) ~~it’s ↑no good.°~~ (lines 35-38). The emotional and thinking terms 

are contrasted with shift to physical matters as the client reports: ~and uhm:_~ (0.6) I 

w(h)ent to physio on friday morning, (lines 40-41). The time reference ‘Friday morning’ 

(line 40-41) provides a more specific time frame than the previous ‘Friday’ (line 34) 

which reflects the duration of the activities. That is, when the client says: ~(it was the) 

same on friday (line 34) the negative feelings of wanting to ‘cry and cry’ and not go to 

work are attributed to Friday as a whole whereas a physiotherapy appointment is much 

shorter and can be contained in a morning. The relevance of time is also oriented to in 

the client’s report of the physiotherapist’s treatment: ~and she ended up strappin’ my 

shoulder for twenty-four hours,~ (lines 43-44).56  

                                                 
55 Cf. Parsons’ (1975) ‘sick role’. 

56 The client frequently presents reports of physical matters in her updates.  
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The next excerpt occurs a few turns after the end of extract 5.18a. 

Extract 5.18b 
[Session 85a: 60-83] 
60 Th:  so are you seeing her again ↑soon? 

61 Cl: � yeah; friday. 

62 Th:  mm.= 

63 Cl:  *=(and) I’ve got exercises I’m meant to be  

64   � doing everyday= >and I have been< except for  

65   � yesterday’s¿ ((sniff)) 

66   (0.5) 

67 Th:  °°↓mm.°° 

68   (1.3) 

69 Cl:  SO UHM_ (1.2) (°the thing is that°) ↑y’know? 

70    how the hell am I gonna tell him  

71    I can’t do this. 

72    ((sniff)) 

73   (0.6) 

74 Cl:  huh hh. [((sniff)) 

75 Th:         [tell him:_ 

76 Cl:  tell ↑John that (0.4) he’s gotta go;  

77    (>but will ‘e?<) 

78   (0.5) 

79 Th:  °mmm:.° 

80   (1.0) 

81 Cl:  ((sniff)) 

82   (0.7) 

83 Th:  and is that what you’d like to happen? 

 

The therapist asks the client so are you seeing her again ↑soon? (line 60), to which the 

client answers yeah; and then gives a day for the appointment: friday. (line 61).57 

Adding the ‘Friday’ as a time reference to specify the day of her next appointment 

indicates that her next appointment with the physiotherapist is a week after her last 

appointment and displays that it is already arranged. Issues of being a ‘good patient’ are 

live in this extract. As well as indicating that arrangements for another appointment 

have already been made, the client reports having ‘homework’: I’ve got exercises I’m 

                                                 
57 The therapist’s question here is possibly a device for keeping the client talking. Schegloff (1984) notes 

that questions about a story are a way of keeping the story open (p 46). 
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meant to be doing everyday= >and I have been< except for yesterday’s¿ ((sniff)) (lines 

63-65). With this turn, the client claims that even though she is not seeing the 

physiotherapist for a week, she has an ongoing treatment regimen as she has exercises 

to do. She also makes her compliance with this regimen overt: = >and I have been< 

except for yesterday’s¿ (lines 64-65). The exception of not having done ‘yesterday’s’ 

exercises in line 65 is a premonitory for an upcoming complication. It foreshadows a 

report of something that interfered with her regular pattern. 

 

After the client has dealt with the therapist’s enquiry about the physiotherapist, the 

client returns to the line of talk prior to her talk of the physio appointment. The client 

uses a skip-linking/back connecting SO UHM_  (line 69) (Broe 2003; Local 2003) to 

indicate the resumption of a prior line of talk and uses a similar formulation of the 

problem to make it clear exactly which part of her prior talk she is resuming. Prior to 

talking about the physiotherapist, the client had reported thoughts that were causing her 

distress: °and I was just thinking° ↑y’know¿~ (2.5) hhhh.((°sniff°)) ~~>°I’ve gotta° tell 

him.< it’s-  (0.4) ~~it’s ↑no good.°~~ (extract 5.18a, lines 35-38). When she resumes 

the line of talk, the client uses the formulation: how the hell am I gonna tell him I can’t 

do this. (lines 70-71). Her reintroduction of the problem is then picked up by the 

therapist as a topic for further talk with his question: and is that what you’d like to 

happen? (line 83), a matter which they explore over numerous turns.  

 

As part of the exploration of why she wants her husband to leave and whether she wants 

him to leave for good or for a break, the client explains her hopes that if they can have a 

break from each other, that they will be able to restore their relationship, but that things 

between them will not improve without some time apart. In the following excerpt, the 
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client progresses her update by using ‘Saturday morning’ as a time reference to 

introduce a telling as the next part of the ongoing update.   

 

Extract 5.18c 
[Session 85a: 134-165] 

134 Cl:  but_ (0.6) that feels that if (0.3) we don’t_ (2.9) 

135    hhave some time away from each othe:r,  

136    (0.2) it’s just getting ↑worse; y’know? 

137  (1.0) 

138 Cl:  ((sniff)) 

139  (1.6) 

140 Cl: � >and »I mean« sat’dee morning he ended up saying  

141    to me.< y’know? wha- are you angry with me. 

142    (.) well what’s- what’s wrong. (°°and I said°°) 

143    (1.7) *it’s not so much you * 

144    (»I said«) >I’m angry with< the ↑wo:rld. 

145    ↑y’kno:w? °it just-° (0.8) 

146 Th:  °mmm.°= 

147 Cl:  =it ↑sucks.  

148  (0.8) 

149 Cl:  ((sniff)) 

150  (0.8) 

151 Cl:  and so: I- (.) I started to ↑sa:y, ↑y’know? 

152    °this is° (1.4) where it’s at °and° 

153    y’know, my shoulder’s that bad because  

154    I’m holding in these emotions, 

155    and I’m depressed_ 

156    and .hhh I just ~can’t deal with it anymore. y’know?~ 

157 Th:  mmm. 

158  (0.2) 

159 Cl:  ((sniff)) 

160  (2.9) 

161 Th:  °>and- but- and< how did John respond.° 

162 Cl:  .hh  ↑WE::ll_ HHH. he starts agreeing with me;  

163    y’know? and saying yeah. (1.5) ((sniff)) y’kno:w? 

164    (0.4) it’- it’s- it’s over; ↑y’know? (.) 

165    things are not good.  

 

In extract 5.18c, the client instantiates her assertion about the state of the relationship 

with a report of her feelings: but_ (0.6) that feels that if (0.3) we don’t_ (2.9) hhave 

some time away from each othe:r, (0.2) it’s just getting ↑worse; y’know? (lines 134-6). 

There is then a period of non-talk, punctuated with a sniff (lines 137-139) before the 
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client introduces another instalment: >and »I mean« sat’dee morning he ended up 

saying to me (lines 140-1).  

 

The client’s ‘Saturday morning’ instalment is initiated with and »I mean« (line 140). 

Using ‘and’, the client makes a link between the current turn and the assertion that ‘it’s 

just getting worse’, as well as building on it (see Heritage and Sorjonen 1994; Nevile 

2006). ‘I mean’ has been discussed as foreshadowing an upcoming adjustment (Fox 

Tree and Schrock 2002), and as such, is found in multiple environments ranging from 

prefacing single words up to tellings. In conjunction with ‘and’, ‘I mean’ stands the 

upcoming talk in a specific relationship to the prior assertion; the upcoming telling is 

presented as new information which explicates, or adjusts in some way, the client’s 

assertion that the relationship will deteriorate if they ‘don’t have time away from each 

other’. The time reference ‘Saturday morning’ indicates that this telling is an instalment 

of the update; it also stands this instalment in a relationship with other instalments, i.e. 

that this telling is the next sequential instalment of the update occurring after events 

from Friday; and it indicates where the instalment is located in relation to the current 

session which takes place on a Monday.  

 

The telling of ‘what happened on Saturday morning’ is initiated after an assertion of 

feelings by the client: that feels that if (0.3) we don’t_ (2.9) hhave some time away from 

each othe:r, (0.2) it’s just getting ↑worse; y’know? (lines 134-6). The client designs the 

telling to be hearable as a ‘real life’ example that backs up her claim that things are ‘just 

getting worse’. The client incorporates a reported exchange between her and her 

husband: sat’dee morning he ended up saying to me.< y’know? wha- are you angry with 

me. well what’s- what’s wrong. (lines 140-142). Through her report of John’s questions, 

the client supports her characterisation of things in the relationship as being ‘bad’, and 
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also shows that this is not only her opinion, but that John is also aware of the presence 

of problems, and things being ‘wrong’. The reported speech thus helps the client to 

construct an objective presentation of the relationship problems (see Holt 1999). In 

addition, the specific time reference sat’dee morning (line 140) presents the exchange as 

a specific and recent incident that exemplifies things ‘getting worse’.  

 

The next instalment of the update shows similar design features to the ‘Saturday 

morning’ instalment examined above. Again, we see an assertion of the state of the 

relationship from the client followed by a telling with a time reference.  

Extract 5.18d 
[Session 85a: 250-280] 

250  (0.8) 

251 Cl:  ahh. 

252  (2.1) 

253 Th:  .hhh [but- 

254 Cl:       [we’ve been hurting each other  

255    for a ~long time now.~=↑y’know? 

256    it’s just been getting worse. 

257  (0.7) 

258 Cl:  ((sniff))  

259  (1.6) 

260 Cl:  and uhm_ (0.5) 

261 Th:  °mmm.° 

262 Cl: � ↑>I mean< saturday y’know ~we:~ >we sorta<  

263    talked about it a:nd_ (0.5) the conversation  

264    petered out a:nd_ ((sniff)) (1.3) y’kno:w?  

265    »i- like- ‘e- ‘e- ‘e’s- e’s-« 

266    won’t talk to anyone else,  

267    he won’t (.) do anything, 

268    (0.3) so I went out to see my sister for a bi:t¿ 

269  (0.4) 

270 Th:  mmm:. 

271 Cl:  and I came ho:me¿ (0.4) ((sniff)) (0.4) 

272   and y’know?=it’s just awful;= 

273    =it’s just this (1.4) uhhh. (1.9) 

274    ((sniff/blowing nose?)) 

275    I feel like it’s over but he’s in my face; 

276    (0.3) ~and it hurts.~ 

277  (0.7) 

278 Th:  mm[m:. 

279 Cl:    [((sniff)) 

280  (0.3) 
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Just as in extract 5.18c, in extract 5.18d the client gives a general assessment of the 

relationship: we’ve been hurting each other for a ~long time now.~=↑y’know? it’s just 

been getting worse. (lines 254-6),58 which is followed by the initiation of a telling. The 

telling, ↑>I mean< saturday y’know ~we:~ >we sorta< talked about it a:nd_ (0.5) the 

conversation petered out (lines 262-264), is designed to add to the telling from 

‘Saturday morning’ where the client and her partner started to talk about the relationship 

(see extract 5.18c, line 151). Here, the client uses a slightly broader time reference, just 

‘Saturday’, and develops the sequential line of the telling about the reported 

conversation that was set up in extract 5.18c: and so: I- (.) I started to ↑sa:y, ↑y’know? 

°this is° (1.4) where it’s at (lines 151-2), and: he starts agreeing with me; y’know? and 

saying yeah. (1.5) ((sniff)) y’kno:w? (0.4) it’- it’s- it’s over; ↑y’know? (.) things are not 

good. (lines 162-5), by providing a gloss in extract 5.18d: >we sorta< talked about it 

(lines 262-3), and then a conclusion: a:nd_ (0.5) the conversation petered out (lines 

263-4). The client subsequently provides further sequenced events: so I went out to see 

my sister for a bi:t¿ (line 268), and: and I came ho:me¿ (line 271). She then describes 

coming home: and y’know?=it’s just awful;= it’s just this (1.4) uhhh. (1.9) 

((sniff/blowing nose?)) I feel like it’s over but he’s in my face; (0.3) ~and it hurts.~ 

(lines 272-6). Using ~and it hurts.~ (line 276), the client brings a close to this part of the 

story by repeating ‘hurt’ from the beginning of the telling: we’ve been hurting each 

other for a ~long time now.~ (lines 254-5). Also, the client’s formulation: I feel like it’s 

over but he’s in my face; maintains coherence with other parts of her telling, for 

                                                 
58 The assessments in both 5.18c and 5.18d are formulated similarly. Both end with formulations of 

deterioration, ‘it’s just getting worse’: but_ (0.6) that feels that if (0.3) we don’t_ (2.9) hhave some time 

away from each othe:r, (0.2) it’s just getting ↑worse; y’know? (extract 5.18c: lines 134-6) and we’ve been 

hurting each other for a ~long time now.~=↑y’know? It’s just been getting worse. (Extract 5.18d: lines 

254-6). 
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example, needing ‘time away from each other’ (extract 5.18c, line 135), and her 

husband’s ‘it’s over’ (extract 5.18c, line 164).  

 

The client can be seen to be continuing her update in the next extract by producing 

another instalment, this time of ‘Sunday morning’.  

Extract 5.18e 
[Session 85a: 275-310] 

275    I feel like it’s over but he’s in my face; 

276    (0.3) ~and it hurts.~ 

277  (0.7) 

278 Th:  mm[m:. 

279 Cl:    [((sniff)) 

280  (0.3) 

281 Cl: � y’know? and I got up sunday morning  

282    *and I was ju:st_ (1.3) so: ~unhappy,~ ((sniff))  

283    ~~the bird starts on me,= 

284    =it grabbed me on the head here and bit me. 

285    >it tried to<~~ (0.6) catch on to my trousers  

286    and climb up me, 

287    it grabbed my skin °and bit me.°=  

288    =°°and I just°° (0.9) lost it. ↑y’know¿ 

289    °°just°° (0.2) ((sniff)) (0.3)  

290    and John come runnin’ out of the kitchen  

291    (and      ) and goin what’s wrong. 

292    ↑and I punched him. y’know? I’ve↑ never hit ‘im. 

293  (1.3) 

294 Cl:  ((sniff))  

295  (0.6) 

296 Cl:  >↑and I just hit ‘im.↑<  

297    ~because it’s like you:’re causing me this ↑pai:n. 

298    ↑°y’know°? ~ 

299   (.) 

300 Th:  °m[mm.° 

301 Cl:    [~>just ↑stop it. (°°just-°°) <~ 

302     (1.0) ~leave me ↑↑alone;~ 

303  (0.4) 

304 Th:  [°mmm.° 

305 Cl:  [~°stop ↑hurting me.°~  

306  (0.7) 

307 Cl:  ((sniff)) 

308  (0.7) 

309 Th:  °°↓mmm::.°° 

310  (3.9) 
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The time reference ‘Sunday morning’ is used to introduce the final instalment of the 

update. The ‘Sunday morning’ telling is linked to the prior telling with ‘and’: and I got 

up sunday morning (line 281). By combining the time reference ‘Sunday morning’ with 

the action of ‘getting up’, the client the client presents her state of unhappiness, and I 

was ju:st_ (1.3) so: ~unhappy,~ (line 282), as being with her from, or possibly even 

before, the very beginning of the day. Also, the formulation of feelings: and I was ju:st_ 

(1.3) so: ~unhappy,~ (line 282) builds on her other assessments and formulations of 

feelings: it’s just awful; (extract 5.18d: line 272) and: ~and it hurts.~ (extract 5.18d: line 

276). The client then goes on to produce a story about her bird biting her, which 

climaxes in line 292 with her reporting that she hit her husband: ↑and I punched him. 

y’know? I’ve↑ never hit ‘im.  

 

The climax of the story functions at both a local sequential level and at a larger-scale 

activity level. At a local level, the climax: ↑and I punched him. y’know? I’ve↑ never hit 

‘im. (line 292) is a climax for the story produced in the ‘Sunday morning’ instalment. 

The climax also works as a climax to the larger structural unit of the update as a whole 

by providing an incident which warrants her initial minimal assessment of ‘terrible’. It 

could also be the incident which disrupted the client’s regular routine of doing 

physiotherapy exercises ‘yesterday’ (see extract 5.18b: lines 63-65). 59  

 

The client has been progressively building up to this final story with tellings produced 

as instalments of the update. The tellings are initiated after the client’s assertions and 

assessments about the state of her relationship and her unhappiness and they are 

designed to instantiate her assessments by providing specific events which exemplify 

                                                 
59 This session takes place on a Monday so Sunday was ‘yesterday’ for the client. 
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her assertions. Time references help to portray tellings as specific events by locating 

them as occurring at particular, and nameable, points in time.  The climax that she 

punches her husband is then hearable as being the result of the accumulated pain and 

pressure she feels, and has been feeling for some time.  The tellings in the instalments 

have the effect of creating a context through which the end result of her hitting her 

husband can be understood; i.e., the client has reached a breaking point.  The chronicle 

of instalments allows the climax to be heard not as coming out of nowhere, but as the 

culmination of intense and ongoing distress. Through the update, the client constructs a 

detailed chronicle of her personal experience in the time since her last meeting with the 

therapist. The organisation of updates – where matters of timing and the unfolding of 

events are utilised as structural resources – display the client’s orientation to the work of 

psychotherapy by making salient changes and developments in her personal experience 

and enabling her to chart them onto a timeline which is relevant to the participants’ 

relationship.  

 

The larger structural unit of the update is comprised of multiple tellings, each of which 

is an instalment of the update and introduced using a time reference. Time references 

enable each of the instalments of the update to be part of a coherent whole. The time 

references create a chronological series of instalments, each of which adds evidence and 

support for the client’s initial assessment, te(h)e(h)rrib(h)le¿ (extract 5.18a, line 12), as 

well as functioning to provide evidence and support for more local assertions. Time 

references place the instalments in chronological order from the time of the last session 

on Thursday, to the day before the current session: went away from meeting you on 

thursday (lines 25-27), friday  (line 34), friday morning (line 40-41), sat’dee morning 

(line 140), saturday (line 262), and got up sunday morning (line 281).  
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Using data taken from three sessions of therapy, this section has explored various ways 

that time references are deployed to achieve multiple interactional goals. The client uses 

time references in varying degrees of specificity, for example, specific days of the week, 

e.g. ‘Saturday’; and times of the day, e.g. ‘Sunday morning’, or specific hours e.g. ‘six’, 

as well as less specific formulations like ‘a few days’, ‘the other day’, ‘last week’.  

Time references are used by the client to design her talk as an update and to structure 

the update as an ongoing activity. Updates can consist of multiple instalments spreading 

over many minutes of the session. Instalments of the update occur when the client 

introduces a telling using a time reference. Through updates, the client can be seen to be 

oriented to the tasks of talking about her personal experience for therapy as she charts 

developments and changes in her personal state in the time since the participants’ last 

session.  

 

Elements of an instalment may be taken up for further talk by the therapist and client 

which means that the tellings that make up the update are not always sequentially 

adjacent. Despite not being sequentially adjacent, instalments can be heard as being 

components of the larger activity of the update through the client’s use of time 

references. Time references make a telling into an instalment of an update because they 

indicate the relationship of the telling to the overarching update as well as to other 

tellings. Time references are strong devices for indicating the relationships of 

instalments to one another, i.e. as sequentially ordered components of the update; and 

showing where instalments fit into updates.  

 

Examining a long segment of talk over multiple extracts in extracts 5.18a-e 

demonstrates how the chronological order of time references can be employed in 

updates. The chronological order of time references is a strong structuring device which 
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makes updates flexible enough to withstand instalment tellings being topicalised for 

further talk. Topic talk can develop out of an instalment, yet the use of a time reference 

at the beginning of the telling will indicate that despite the diversion, the update is still 

underway. Another aspect that is related to the chronology of time references as a 

structuring device is how time references generate relevance for tellings. This has been 

discussed earlier in this chapter with regard to how time references in the client’s 

elaborated response project further talk, and thus make further talk a relevant next 

action; however, time references also work to create relevance for each instalment to be 

produced. The next section examines how time references make instalments relevant to 

the ongoing update. 

 

5.3 Time references as a warrant for ‘why that now?’ 

Labov and Waletzky (1997 (1967)) consider narratives to be “one verbal technique for 

recapitulating experience – in particular, a technique of constructing narrative units that 

match the temporal sequence of that experience” (p 4, emphasis in original).  Such an 

understanding of narratives implies that there is only one way to tell a narrative, that is, 

in a way that represents and matches the original experience. However, in conversation 

analysis and discursive psychology, narratives and stories are understood to be 

collaboratively and interactively produced: “Throughout its course and in its aftermath, 

we see that conversational storytelling is not a preconstructed monologue. Rather, the 

storytelling itself, and what it comes to be, are interactively shaped by teller and 

recipient working together” (Mandelbaum 2003: 613). Additionally, narratives and 

stories are understood to be told for interactional purposes: “For the most part, people 

tell stories to do something – to complain, to boast, to inform, to alert, to tease, to 

explain or excuse or justify” (Schegloff 1997a: 97). The way a story is told does not 

need to be understood by its reference to an original event; a story is formulated 
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specifically for the interactional environment in which it occurs, and for the 

interactional purposes it is designed to achieve.  

 

The way things are described, or formulated, within a story also has interactional 

import: “In CA, specific formulations of place and circumstance are potent, evaluation-

relevant details for the story told, essential details that could always have been 

differently described, and that therefore perform interactional business as part of a 

story’s telling” (Edwards 1998: 94). This chapter has so far explored how time 

references are used as a resource for structuring, organising and warranting the client’s 

updates. In this section, I examine how the design of the client’s updates as temporally 

ordered and sequenced instalments is implicated in the management of accountability 

and blame. Again examining the update in extracts 5.18a-e, I consider the placement of 

the client’s story of hitting her husband (extract 5.18e) within the update and within the 

session, and how the sequential placement of the story is implicated in the client’s 

management of her moral role in the events she narrates.  

 

In the last chapter, I discussed the session initiating sequence and how it is implicated in 

the management of topic priority. Generally, ‘important things’ are told early in the 

conversation, possibly even ‘pre-emptively’ early (Schegloff 1986). ‘Important things’ 

can include news, and “expressions of sorrow and joy” (Sacks 1992b: 572). In extract 

5.18e, the client presents a story in her ‘Sunday morning’ instalment in which she 

reports a significant event, hitting her husband.  
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The climax that is produced in extract 5.18e is both a newsworthy and significant 

incident, and it is presented by the client as being something which involves strong 

emotions. The extract is re-presented here: 

Extract 5.18e 
[Session 85a: 275-310] 

275    I feel like it’s over but he’s in my face; 

276    (0.3) ~and it hurts.~ 

277  (0.7) 

278 Th:  mm[m:. 

279 Cl:    [((sniff)) 

280  (0.3) 

281 Cl: � y’know? and I got up sunday morning  

282    *and I was ju:st_ (1.3) so: ~unhappy,~ ((sniff))  

283    ~~the bird starts on me,= 

284    =it grabbed me on the head here and bit me. 

285    >it tried to<~~ (0.6) catch on to my trousers  

286    and climb up me, 

287    it grabbed my skin °and bit me.°=  

288    =°°and I just°° (0.9) lost it. ↑y’know¿ 

289    °°just°° (0.2) ((sniff)) (0.3)  

290    and John come runnin’ out of the kitchen  

291    (and      ) and goin what’s wrong. 

292    ↑and I punched him. y’know? I’ve↑ never hit ‘im. 

293  (1.3) 

294 Cl:  ((sniff))  

295  (0.6) 

296 Cl:  >↑and I just hit ‘im.↑<  

297    ~because it’s like you:’re causing me this ↑pai:n. 

298    ↑°y’know°? ~ 

299   (.) 

300 Th:  °m[mm.° 

301 Cl:    [~>just ↑stop it. (°°just-°°) <~ 

302     (1.0) ~leave me ↑↑alone;~ 

303  (0.4) 

304 Th:  [°mmm.° 

305 Cl:  [~°stop ↑hurting me.°~  

306  (0.7) 

307 Cl:  ((sniff)) 

308  (0.7) 

309 Th:  °°↓mmm::.°° 

310  (3.9) 

 

The climax, ↑and I punched him. (line 292), is designed to be a newsworthy and 

significant incident in that it is explicitly noted as an exceptional and out of the ordinary 

occurrence: I’ve↑ never hit ‘im. (line 292). It is also strongly marked for signs of upset 
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through sniffs, prosodic shifts in pitch and volume, tremulous voice, and through 

emotional expressions ‘pain’ and ‘hurting’ (lines 292-305) (see Hepburn 2004). In her 

evaluation, 60 the client uses a reported speech format, an it’s like + quote (Romaine and 

Lange 1991; Ferrara and Bell 1995; Clark 2003) which allows her to state explicitly the 

upshot of the story by formulating her talk as though her husband is the recipient: 

>↑and I just hit ‘im.↑< ~because it’s like you:’re causing me this ↑pai:n. (lines 296-7). 

The shift to quoted talk is indicated by quotative phase, it’s like and the use of the 

pronoun ‘you’ for her husband, John, as though she were talking to him, instead of ‘he’ 

for talking about him (cf. Li 1986; Holt 1999; Klewitz and Couper-Kuhlen 1999). 

Through this reported speech format, the client explicitly attributes her pain to her 

husband, i.e. you:’re causing me this ↑pai:n.  (line 297). The quoted talk is maintained 

in the following lines as she uses imperative verb forms as though she is still talking to 

John: ~>just ↑stop it. (°°just-°°) <~ (1.0) ~leave me ↑↑alone;~ (lines 301-2) and: ~°stop 

↑hurting me.°~ (line 305).  

 

Sacks writes “[i]f you’re going to have sorrow or joy in the conversation then it’s very 

likely that it goes very, very early on in the conversation” (1992b: 572). However, this 

story does not emerge until approximately six and a half minutes after the therapist’s 

initiating question. Given that this is a newsworthy, tellable, and emotional story, why 

does it occur at this point in the session, and not earlier? There are two ways of 

answering this question and both rely on the duties assumed by time references. One 

way of answering the question is that, in a way, the story does occur early in the 

conversation. The story is the final instalment in the update, and so it is part of the 

                                                 
60 Labov and Waletzy define the ‘evaluation’ of a narrative as “that part of the narrative that reveals the 

attitude of the narrator towards the narrative by emphasizing the relative importance of some narrative 

units as compared to others” (Labov and Waletzky 1997 (1967): 32). 



 252

structural unit that developed out of the session initiating sequence. In this way, the 

update is the first activity of the ‘business’ of the session. The story functions as the 

climax to the update as a whole, and the update provides details for the client’s initial 

response ‘terrible’. However, in terms of time, the story does not occur at the start of the 

session. 

 

Another way of answering the question of ‘why this story now?’ is that the story is 

presented in the ‘Sunday morning’ instalment, and, in the chronological series of 

instalments that makes up the update, the ‘Sunday morning’ instalment is the final, and 

most recent, instalment. As such, the story warrants being told last in the update because 

this is where it belongs chronologically.  The client’s update is designed as a series of 

chronological instalments which lead up to the final ‘Sunday morning’ story and the 

climax: ↑and I punched him. (line 292). Each of the prior instalments contributes to the 

climax in the final instalment being hearable as the result of accumulated distress and 

pain. In this way, the client uses the temporal sequence to discursively construct her 

actions as an extreme, yet understandable reaction to the intense distress her husband is 

causing her.  

 

The client’s management of her accountability and blame here bears similarities to data 

taken from couples counselling examined by Edwards (1997; 1999). In Edwards’ data, 

the husband discursively builds a narrative “of events in which his eventual emotional 

outburst occurs as a sequentially intelligible and appropriate reaction to her [his wife’s] 

behaviour” (Edwards 1997: 158). Further, “[t]he extremity of Jimmy’s response, 

including an aborted leap from an upstairs window, serves as an index of the extremity 

of that provocation” and “displays the genuineness and intensity of his emotional state” 

(Edwards 1997: 160). In a similar way, in the current data, the client’s story is built to 
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display the intensity of her pain and to demonstrate the extremity of the client’s 

situation of being unable to bear the emotional pain that her husband is causing her, and 

her lashing out at him as a result.  

 

The client builds a characterisation of her role in the situation not as an aggressor who 

attacked her husband, but as someone reacting to a difficult situation. She hits her 

partner as a reaction to his actions, or more accurately, his inaction: he won’t (.) do 

anything, (line 267)). The long build-up of the update helps the client from being heard 

as the culpable agent in the story ‘I punched him’. A view of stories and narratives that 

assumes that a telling is simply a mapping of original events into a verbal form (Chafe 

1994; Labov and Waletzky 1997 (1967)) may not find any special significance in the 

client’s ‘I punched him’ story being told last in the update, because according to the 

chronological ordering of events, that is where the original event would have occurred. 

However, taking a conversation analytic/discursive psychological approach to the 

client’s talk, and remembering that this telling is one of enumerable potential ways to 

tell the story, it is possible to observe the interactional work the client accomplishes 

through utilising the chronological relevance that instalments provide in an update.   

 

In summary, the client’s use of time references is managing multiple interactional 

concerns. The client manages the sequential and structural coherence of the session: 

time references enable her create and maintain a coherent link between multiple 

utterances that are not sequentially adjacent or necessarily topically linked. Time 

references also allow the tellings to be relevantly introduced. This allows the client to 

produce a newsworthy and emotional story as the climax to the update as a whole and 

also warrants the story being told at this point, and not earlier, in the interaction. The 

tellings introduced with time references are important design features which provide a 
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build-up to the final story. By presenting the final story as the culmination of a series of 

events, the client manages her role and moral accountability in the story. The client also 

uses the story to demonstrate the degree of her distress. In this way, the client designs 

her story and update as being therapeutically relevant, rather than simply an out-of-the-

ordinary, newsworthy incident.  The story is produced as relevant to the update here 

because it is the next thing in the chronological order of instalments.   

 

5.4 Making the therapeutic relationship salient: Personal clocks, 

time spread, and identity work 

This chapter has focussed so far on the organisational properties of time references in 

updates. In addition to the role that time references play in organising and structuring 

talk as an update, time references also play an important role in the participants’ re-

connection and re-establishment of their relationship near the start of the session. Time 

references are used as a resource for the participants to display the sequentiality of their 

relationship as consisting of regular sessions. Participants meet for around fifty minutes, 

generally twice a week. When there are deviations to this regularity, it is addressed by 

the participants in the talk. Sessions are oriented to by participants as consecutive and 

incremental; each session builds on the prior as the client and therapist progress through 

therapy. Updates are a good example of how the participants orient to therapy as a 

session-by-session accumulative process. In an update, the client adds new information 

– things that have happened since their last session – to what the therapist already 

knows about her from previous sessions. Time references allow the client to bridge this 

gap in their relationship. The participants’ sessions, particularly the last and current 

sessions, are used like temporal landmarks (or ‘time-marks’) which the participants can 

use to create a personal calendar (see Schegloff 1972: 116-7). This way of monitoring 

time is then exclusive to these two participants. Time references are therefore a strong 
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way for the participants to orient to and manage their therapeutic relationship as 

ongoing, accumulative, and progressive.  

 

Participants’ identities and roles are particularly salient when they are ‘re-finding’ each 

other at the beginning of a conversation. Sacks (1992b: 564) notes that the set of 

relevant ‘things to tell since you last met’ differs from person to person depending on 

when you last met (see also Sacks 1992b: 169-74). In addition, what counts as a 

‘tellable’ depends on how long it has been since you last talked. For example, some 

things only count as ‘news’ when they are reported on the day, or the day after, they 

happen (Sacks 1992b: 172). In other words, tellability depends on the relationship 

between the participants and how often the participants talk.  

 

The client and therapist discussed in this thesis generally meet twice weekly, on 

Mondays and Thursdays. This means that there is usually only two or three days 

between sessions. Speaking to each other so frequently means that everyday things can 

stand as ‘news’.61 For example, the client reports on day-to-day happenings, such as 

conversations she has had with people, appointments with the physiotherapist, her 

                                                 
61 Sacks ponders this puzzle: “how in the world is it that people you talk to every day, you always have 

something to talk about whereas people you talk to every three months you have nothing to talk about? 

Why isn’t it the case that if you talk to him every three months you have all the things to talk about that 

happened over the three months. The solution in part being that a whole bunch of things that you can 

mention the day they happen or the day after, are ‘news.’ If you don’t’ mention them that day or the day 

after, they’re nothing. You can’t then tell them to somebody you haven’t spoken to for three months. 

What you tell such people are things that stand as worthy of mention over a three-month period.” (1992b: 

172) 
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physical state, how she is sleeping, and reports of her thoughts and feelings in relation 

to these day-to-day events.62 

 

Sacks (1992b) asks: “How do you find which things to tell which person? At least one 

of the things you use is when you last talked” (1992b: 564). The client uses time 

references to mark tellings as belonging to the time in between sessions, and thus, as 

new information. Sometimes, the client will locate a telling by referencing her last 

session with the therapist, for example: ~oh I went away from meeting you on Thursday 

and I jus- I ↑just wanted to cry and cry¿~ (extract 5.18a, lines 25-27), and >which I 

SAID< y’know; last monday. (extract 5.16, line 19). At other times, the client will 

position a telling by locating it in relation to the current session, for example: CRAppy 

day yest’day, (extract 5.5, line 39). In this way, the client is using time references to 

serve a ‘clock function’ (Sacks 1992b: 564); or to go even further, she uses the time 

references to serve a personal clock function for therapy. The time references which 

locate the client and therapist’s current and previous sessions serve a personal clock 

function in that they represent a time monitoring system that is exclusive to the 

participants themselves. The relevance of the participants’ personal clock is maintained 

in the client’s update through her continued orientation to the progression of time, for 

example, by producing instalments in chronological order.  

 

The client’s use of time references also creates a ‘time spread’ (Sacks 1992b: 564) both 

for the update and for the time in-between sessions; time references can be used to 

indicate how much time has passed between sessions. For example, in extract 5.2/5.17 

                                                 
62 How the client designs her talk as reports of feelings and thoughts will be discussed further in the next 

chapter. 
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examined earlier in this chapter, the client produces a list of things that have happened 

over the last ‘few days’. Additionally, when there has been an unusual interval between 

sessions, the participants mark this in their. For example: 

 

Extract 5.19 (extract 5.8 extended) 
[Session 83: 4-27] 

4 Th:           [so >it’s been a ↑week,< 

5    h(h)ow [have you b(h)ee:n?] 

6 Cl:         [h h  h a  h a  h a]  ha ha .HHUh 

7 Cl:  o::::wh, °yeah¿° >(a bit) all over the place<. 

8 Th:  o:h.= 

9 Cl:   =yea:h. 

10    ~°uhm_°~ (0.4) °lying in bed’s (all I feel  

11    like doing,) ° 

12    yesterday, I’m a bit better no:w,  

13    °I’m still not° .hhh as good I’d like to ↑be¿ 

14    [hh. huh huh  

15 Th:  [mmm::.  

16 Cl:  .hh ↑u:hm_ 

17 (0.4)  

18 Th:  you were feeling low last week? 

19 (0.4)  

20 Cl:  yea::h; (0.3) yea:h.  

21    basically:_ (3.0) °I’m going into the- 

22    heading for a depression again¿° 

23    [hhh hhh 

24 Th:  [mmm. 

25 Cl: � ↑I think↑ it got to the point the weekend  

26    before la:st; I was just_(2.6) I was getting  

27    to:rn apart by: indecision  

 

The interval between sessions is oriented to by both participants as being longer-than-

usual in extract 5.19.  The therapist notes the time between sessions in his initiating 

question: so >it’s been a ↑week,< h(h)ow [have you b(h)ee:n?] (lines 4-5).63 The 

client’s formulation of the time between sessions as ‘the weekend before last’ (lines 25-

26) reflects the time spread and creates a time-line between sessions.  

                                                 
63 The dates marked on the tapes indicate that this session actually takes place ten days after the prior 

session. 
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By using the time reference ‘the weekend before last’, the client manages the time 

spread between sessions and preserves the tellability of ‘day-to-day’ happenings in her 

update. It allows her to set-up the interval as usually long and out of the ordinary. 

Making the longer-than-usual interval between sessions explicit sets up the client’s 

update to cover a longer-than-usual time spread. As mentioned earlier, there are some 

things which only count as ‘news’ when they are reported soon after the event (Sacks 

1992b, see also footnote 52). By locating the last session and indicating that the update 

will begin there, the client indicates that she is still doing a usual update, i.e. she is not 

changing what ‘counts as news’ for this update, just that the update covers a longer 

period of time.  

 

The participants in the current therapy data orient to the regular and scheduled nature of 

their relationship. Whereas in medical consultations (as discussed in previous chapters), 

participants orient to the relevance of patients presenting a particular problem in initial 

visits, or developments in their condition for return visits, in therapy, at least in the 

current data, the session is not organised around a specific problem. The participants in 

therapy strongly orient to their relationship as ongoing and built on shared knowledge of 

the client’s life. Through updates, the client and therapist carefully manage the task of 

reconnecting, and together, track happenings, changes and developments in the client’s 

life.   

 

5.5 Conclusion 

In this chapter I have discussed the organisation of updates as a task for the beginning of 

therapy sessions and the integral role that time references play in the design and 
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delivery of updates in therapy. At the beginning of any interaction, parties have the task 

of ‘re-finding’ each other by establishing when it was that they last talked and what has 

happened in the meantime. In therapy, updates are a way for the participants to 

accomplish the task of reconnecting and re-finding each other. However, the 

institutional asymmetry between the roles of client and therapist is evident in how the 

task of re-finding each other is carried out. In therapy, it is only the client who produces 

‘updates’; the therapist does not.  

 

Time references are used by the client in this data set for multiple functions, both at a 

structural and organisational level, as well as to manage aspects of the therapeutic 

relationship and the identities of client and therapist. Using time references in her 

elaborated response allows the client to design her turn as new information and to 

project further talk to come. Time references also mark talk as an update. In the data 

extracts examined here, the client uses time references to indicate where her update is 

located in the time between the sessions. For example, the client can design her update 

to include all of the time between sessions by starting the update at the end of the last 

session and then use time references to account for every day between, as seen in 

extracts 5.18a-e.  

 

Their use to initiate instalments in the update is another way that time references operate 

to organise the client’s talk. An update is not a single, uninterrupted telling. Updates are 

made up of numerous instalments, each of which is a telling initiated with a time 

reference. Aspects of the instalments can be picked up for further talk by the 

participants. This means that the instalment-tellings of the update may not be 

sequentially adjacent. Time references help instalments to be heard as components of 

the update by making them parts of an ongoing activity. Through time references, 
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instalments can be heard as related to each other, and to the update as a whole. Time 

references have an inherent order, provided by their chronology, and this order is used 

to provide order for the instalments.  Even though tellings may be separated from one 

another by intervening talk, time references are strong binding devices which indicate 

that the client is resuming the update and providing a new instalment which is 

sequentially related to the previous one.  

 

The chronology and order that is inherent to time references also provides relevance for 

instalments to be produced in the session. Speakers in talk-in-interaction need to 

demonstrate that the talk they produce is relevant at the point it is produced. Time 

references create the relevance for talk to be produced because it is next in the 

chronological sequence of instalments. In a way, time references impose relevance onto 

the instalment. 

 

Finally, I explored how time references are also used for relationship and identity work. 

Time references make the therapeutic relationship salient by orienting to the client and 

therapist’s relationship as occurring on a regular, pre-arranged schedule. The 

participants manage, and display to each other, how long it has been between sessions. 

This is particularly obvious when there has been a deviation from their usual schedule. 

Time references which locate the current session and the prior session in time provide 

temporal ‘landmarks’ and serve a ‘personal clock function’ in that they give the times a 

meaning which is related to their relationship. It is a way that the participants orient to 

the sequentiality of their relationship.  
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Through updates, the accumulative, incremental and progressive nature of the 

therapeutic relationship is made apparent. The client produces updates which fill the 

therapist in on what has happened in her life since the last session. This treats the 

therapist as already knowing what has happened before, as the updates only provide 

information on what has happened since.  

 

In sum, this chapter has shown the heavy interactional load that is carried by time 

references. They are implicated in the organisation of the client’s talk: they allow 

instalments to be heard as components of a larger structural unit, the update; they 

demonstrate the relationship of each instalment to the larger activity of the update as 

well as showing how instalments relate to one another. Time references provide a 

structure for the update, and they turn a series of instalments into a coherent and serially 

linked update. Time references and updates are also important in the participant’s 

management of their identities as therapist and client, the nature of their relationship, 

and their roles within the relationship. 

 

In this chapter, I have focussed primarily on organisational aspects of updates as activity 

structures and the role of updates in the participants’ management of their ongoing 

relationship, I have not focussed in detail on how (or even if) the tellings that are 

produced as instalments in updates are designed and treated as topically relevant for the 

work of psychotherapy. In the next chapter, chapter six, I examine aspects of topic 

management and design and show how participants orient to and produce aspects of the 

client’s personal experience as relevant for therapy.   
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Chapter Six  
 

Talking about feelings in and for therapy 
 

6.0 Introduction 

Psychotherapy is centrally concerned with the client’s personal experience. However, 

despite the importance of talking about the client’s personal experience in therapy, 

relatively little focus has been placed on how it is accomplished as a task by 

participants. In the model of therapy that the therapist in the current data practices, a key 

aspect of personal experience is the realm of feelings and emotions – how the client 

feels. As such, a central task, possibly the central task, for these participants, is for the 

client to talk about her feelings. So far, this thesis has taken a fairly sequential approach 

to the psychotherapy session, examining the organisation of the opening, the session 

initiation sequence, and updates. This final data chapter now turns to examine the type 

of talk the participants produce in therapy: what they talk about, and how they talk 

about it. The participants meet for a fifty minute session once or twice a week. Of 

course, many things are talked about during this time, for example, the client’s 

relationships and dealings with her partner, family, and friends; her work; everyday 

happenings; her past etc. However, feelings are a recurrent theme throughout their talk 

and it is by reference to feelings that topics are made relevant for therapy. As such, an 

important way that these participants talk psychotherapy ‘into being’ is in and through 

their talk about feelings. 

  

Feelings and emotions are typically regarded as internal, mental or psychological 

phenomena which are experienced by the individual and which can then be expressed to 

others through words, actions, facial expressions and body language. They are 
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conceived of as subjective, reactive, somewhat primal aspects of the human experience 

which are not subject to rational thought (and are, therefore, irrational), and over which 

we have only limited control (see Edwards 1997: 170). An alternative view of feelings 

and emotions is offered by discursive psychology (e.g. Edwards and Potter 1992; Harré 

and Gillet 1994; Edwards 1997; 1999; Potter and Hepburn 2005; Edwards 2006). In 

discursive psychology, psychological concepts like ‘emotions’, ‘attitudes’, ‘beliefs’ are 

examined as everyday, social and interactional phenomena which play out in and 

through talk-in-interaction. Instead of defining such concepts in terms of mental 

processes, discursive psychology examines how feelings and emotions are organised in 

talk and the actions that they perform. In this chapter, I draw on both discursive 

psychology and conversation analysis to examine how the participants in therapy talk 

about feelings in and for therapy.  

 

This chapter explores two aspects of how the client and the therapist talk about feelings. 

First, I examine aspects of the sequential organisation of talk about feelings. In 

particular, I examine the placement of the therapist’s questions and how the therapist’s 

questions work to make feelings-talk an important topic for therapy. Through questions, 

the therapist constructs the relevance of feelings-talk for therapy both in the way that the 

questions elicit feelings-talk from the client, and in the way they demonstrate an 

understanding of the prior talk. In this chapter, questions are examined as situated, 

‘context shaped and context renewing’ (Drew and Heritage 1992a) turns which 

simultaneously display the therapist’s treatment of the prior talk (context shaped) and 

provide a relevant context for feelings-talk to follow (context renewing). Examples 

taken from sessions of therapy are used to show how questions create and maintain the 

relevance of feelings-talk for therapy. Through questions, the therapist demonstrates the 

(in)adequacy of the client’s response to a question and directs the client’s talk towards 
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talking about feelings as a more relevant topic; he topicalises and prioritises feelings, 

over other potentially available topics; and uses a question about feelings as a way of 

dealing with a potential challenge or complaint from the client. The sequential location 

of the therapist’s questions and the way that they operate both prospectively and 

retrospectively establishes feelings as an appropriate and important topic for therapy. 

 

As well as establishing the topical relevance of feelings, the therapist’s questions also 

have a rhetorical function. Feelings are treated as having causes which can be sought 

out, discovered and identified. The effect of this treatment of feelings is that feelings are 

treated in therapy not as ‘irrational’ sensations, but as understandable, and explainable 

reactions to something. Feelings are treated as ‘signs’ – things which can tell the 

participants something about the client. Once the feelings’ causes are identified, the 

participants are then able to address the underlying problem. The treatment of feelings 

as ‘understandable’ and ‘explainable’ plays a significant role in achieving the 

therapeutic goal of ‘understanding the client’. If the client’s feelings have causes which 

are identifiable and understandable to another, i.e. the therapist, then the client’s 

experiences make ‘sense’. The therapist’s questions continually orient to the client’s 

feelings as ‘sense-able’ – that is, as having causes and being caused.  

 

Second, I examine how the client designs her talk to be about feelings. In therapy, 

feelings are an ‘ultra rich’ topic for participants (Sacks 1992b: 67-83). That is, any 

subject matter can be made relevant for therapy by talking about it in terms of feelings.  

Taking two extracts from a single session of therapy, I explore some of the ways the 

client uses feelings for different rhetorical purposes, for example, in the first extract, the 

client examines her feelings of ‘wanting to run away into depression’, and by doing so, 

demonstrates her role as client. By talking about two sides of her feelings towards 
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depression, the client presents herself as capable of objectively monitoring and 

analysing her own behaviour. In the second extract, feelings play an important role in 

the design of the client’s story as a story for therapy. Feelings are utilised to construct 

and present a relevant problem for therapy.   

 

Talking about feelings is integral to these participants’ accomplishment of the business 

of psychotherapy, demonstrating once again how therapy is talked into being. Feelings-

talk is designed for therapy to achieve certain tasks, for example, identifying and 

locating problems, constructing and resolving problems, and establishing links between 

feelings and their causes and consequences. Through talking about feelings, participants 

enact their institutional roles.    

 

6.1 Feelings and Emotions 

The importance of feelings and emotions to the work of psychotherapy is longstanding 

and widely understood: “Psychotherapists have long concerned themselves with 

working with people’s emotional experience” (Greenberg and Safran 1989: 19). 

However, while the term ‘emotion’ may be intuitively understood, at least in English-

speaking cultures (see Wierzbicka 1999), there is little consensus in psychological 

definitions of what ‘emotion’ actually is. In mainstream psychology, emotions are 

typically treated as individual, internal and ‘mentalistic’ phenomena which are 

expressed to others. However, discursive approaches, such as conversation analysis and 

discursive psychology, treat emotions as social phenomena which are interactionally 

relevant and have communicative functions.  
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6.1.1 The role of emotions in psychotherapy theory 

The degree of importance given to the role of emotions in psychotherapy depends on the 

theoretical tenets of the psychotherapeutic approach being employed (see Greenberg 

and Safran 1989). Cognitive-behavioural therapy has tended to emphasise the 

importance of cognitive processes over emotions in effecting change in clients, while 

psychodynamic therapies, such as the model of therapy employed in the current data, 

have traditionally regarded emotions to be the core of human experience (Leahy 2007; 

Mennin and Farach 2007). However, increasingly, emotions are becoming accepted by 

more and more therapeutic approaches as being central to clients’ mental health (Burum 

and Goldfried 2007). In particular, improving the client’s ability to ‘access’ and 

‘express’ their emotions is seen to play a critical role in achieving change in the client 

(Burum and Goldfried 2007; Leising, Muller and Hahn 2007).  

 

Therapeutic treatments aim to address “deficits in accurate emotion recognition” 

(Burum and Goldfried 2007: 409), to increase clients’ emotional awareness and even to 

change the client’s emotion experience, either increasing or decreasing the client’s 

emotionality “depending on the kind of emotion and the aims and orientations of 

treatment” (Burum and Goldfried 2007).  Emotions are, therefore, conceptualised in the 

psychology literature as being located somewhere within the client, and as things which 

need, and are amenable to being aware of, having access to, recognising, and correctly 

labelling and expressing to others. 

 

6.1.2 What is emotion? 

Despite the frequent use of the term, what ‘emotion’ actually is has been extremely 

difficult to define (Burum and Goldfried 2007). For example, in the Penguin Dictionary 

of Psychology, the entry for ‘emotion’ states: “Historically this term has proven utterly 
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refractory to definitional efforts; probably no other term in psychology shares its 

nondefinability with its frequency of use” (Reber 1995: 246).  

 

Furthermore, the distinction between the terms ‘feeling’ and ‘emotion’ is unclear. In lay 

definitions, feelings and emotions are synonymous. However, for psychologists there is 

a distinction. For example, Robert Hobson, who developed the Conversational Model, 

writes:  

Feeling involves, but is not to be identified with, ‘affect’ or ‘emotion’. The 
distinction is not sharp. Affect and emotion (used here almost synonymously) are 
characterized by, or identified with, physiological changes and are involuntary, i.e. 
not consciously directed, not owned. 

(Hobson 1985: 89) 

In contrast, Hobson regards feelings as being voluntary: “Choice, will, and directedness 

are characteristics of feeling” (1985: 90). Hobson also regards feelings as having an 

evaluative aspect: “Feeling imparts a value to experiences and involves a choice 

mediated by like and dislike, approval and disapproval, acceptance and rejection, 

approach and avoidance” (1985: 90).   

 

Prominent emotion researcher, Klaus Scherer, considers there to be a vital distinction 

between ‘feelings’ and ‘emotions’. Scherer defines emotion as: 

... an episode of interrelated, synchronized changes in the states of all or most of 
the five organismic subsystems in response to the evaluation of an external or 
internal stimulus event as relevant to major concerns of the organism. 

(Scherer 2005: 697 original italicised) 

For Scherer, “[u]sing the term feeling, a single component denoting the subjective 

experience process, as a synonym for emotion, the total multi-modal component 

process, produces serious confusions and hampers our understanding of the 

phenomenon” (Scherer 2005: 699).  
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Anna Wierzbicka (e.g. Wierzbicka 1999), on the other hand, argues that relying on 

words like ‘emotion’, ‘feeling’ and ‘sensation’ to distinguish between various affective 

states may be enforcing Anglo-centric concepts, categories and perspectives. 

Wierzbicka writes:  

If words such as emotion (or for that matter, sensation) are taken for granted as 
analytic tools, and if their English-based character is not kept in mind, they can 
reify (for English speakers and English writers) inherently fluid phenomena which 
could be conceptualized and categorized in many different ways.  

(Wierzbicka 1999: 3) 

Wierzbicka argues that ‘emotion’ is not neutral, but a complex, culturally specific word.  

 

In the current data, it is not apparent that ‘emotions’ and ‘feelings’ are talked about as 

separate phenomena. As a result, to avoid imposing an analytic distinction onto the data 

that may not be relevant to the participants themselves (particularly the client), I do not 

distinguish between ‘emotions’ and ‘feelings’ in this chapter. However, to utilise the 

participants’ own terms, I predominantly use the terms ‘talk about feelings’ and 

‘feelings-talk’ in preference to the term ‘emotions’ when discussing the data.   

 

Typically, emotions are conceived of as internal, mental phenomena which are 

‘expressed’ to others through words, intonation, or facial expressions. Or, put the other 

way around, people’s words, intonation and facial expressions are typically considered 

to be outward manifestations of their inner feelings and emotions. It follows then, that it 

is possible to study a person’s emotions by observing and measuring how emotions are 

expressed, for example, through words (e.g. Wierzbicka 1999), intonation (e.g. 

Bänziger and Scherer 2005), or facial expressions (Ekman 1993). However, the 

assumption that what people say or do is a direct expression of internal, physiological 
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and psychological states is rejected by social interaction researchers. To discursive 

psychologists, conversation analysts and social constructionists, emotions are examined 

for their social functions. 

 

6.1.3 Emotions as interactional phenomena 

Rather than examining words, intonation, and facial and bodily positions as 

transparently reflecting inner personal states and mental phenomena, interactional 

approaches to emotion, such as discursive psychology (e.g. Edwards 1997; 1999; 

Barnes and Moss 2007; Nikander 2007), conversation analysis (e.g. Goodwin and 

Goodwin 2000; Wilkinson and Kitzinger 2006), and social constructionism (Harré 

1986), focus on emotions as socially produced and managed, sequentially organised, 

and interactionally relevant phenomena. This is not to say that interactional approaches 

deny the existence of people’s inner experience – their thoughts, feelings, etc.; instead, 

the rejection is of the assumption that such things are located only within an individual’s 

head.64 Interactional studies have investigated how participants produce emotional 

displays, the sequentiality of displays of emotion, how displays of emotion are managed 

by interactants, as well as the rhetorical functions of emotion terms.  

                                                 
64 The rejection of mentalistic assumptions should also not be taken to mean that interactional approaches 

are some form of ‘social behaviourism’. Antaki writes:   

The similarity between CA and behaviourism is at one station only, and that is 
its rejection of cognitivism. In every other particular, it is a wholly different 
animal, as you might expect it to be, coming from a sociological stable. 
Where Watson and behaviourists want to reduce human actions to the status 
of events, Sacks and conversation analysts want the exact opposite: to see 
how people imbue ‘events’ (like an inbreath, a delayed answer to a question, a 
change in pitch, etc.) with social meaning. For behaviourists, the individual’s 
behaviour is subject to laws of reinforcement contingency which obtain for all 
organisms. For conversation analysts, and for discursive psychologists, the 
individual is a deliberate user of resources available to all others in his or her 
speech community.  

       (Antaki 2004: 670-1) 
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Displays of emotion are not just ‘floodings out’ of internal experiences, but 

interactionally produced and sequentially managed, situated activities. The design, 

delivery, and management of various emotions have been examined, including 

‘hysteria’ (Whalen and Zimmerman 1998), surprise (Wilkinson and Kitzinger 2006), 

bereavement grief (Sudnow 1967), and empathy and/or sympathy (Pudlinski 2005; 

Ruusuvuori 2005; Hepburn and Potter 2007; Ruusuvuori 2007). Crying and laughing, 

activities which are commonly regarded as being outward expressions of underlying 

emotional states, have also been shown to be sequentially organised and interactionally 

consequential (see Jefferson 1984a; Jefferson 1985; Hepburn 2004). 

 

Thus, in discursive psychology (DP) emotions are examined as “social phenomena that 

need to be studied in practical interactional contexts of attribution, discursive action and 

accounting” (Nikander 2007: 52). Studies which use DP to examine the interactional 

deployment of emotion categories (Edwards 1997; 1999; Nikander 2007) show that 

speakers use emotions terms as a resource to achieve particular interactional goals.  For 

example, Edwards (1997; 1999) demonstrates how a couple in counselling each use 

emotion terms for different purposes when providing their accounts for an incident.  The 

wife builds a description of her husband’s behaviour in the incident as being due to him 

being a ‘jealous person’. This allows her to attribute her husband’s outburst to his 

personal character, rather than as a reaction to her behaviour.  The husband, on the other 

hand, presents his feelings of ‘boiling anger’ as being the “the understandable result of 

sustained provocation” (Edwards 1999: 275) by his wife’s actions. The couple use 

emotion terms in the management and attribution of blame. Edwards’ examination of 

how emotion terms are used by the couple to create vastly different versions of a single 
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incident demonstrates the flexibility of the emotion terms – a flexibility which can be 

utilised for a multitude of rhetorical functions.  

 

Edwards (1999) argues that the flexibility of emotion discourse is an important feature 

of how it works. Emotion terms can be used for a range of sometimes opposing 

functions. For example, emotion terms can be used as resources to construct a 

dispositional trait of a person: “Jimmy as an enduringly ‘jealous person’” (Edwards 

1999: 282) or a temporary state: “‘I was boiling with anger at this stage’ and Jeff’s 

‘angry stage’” (Edwards 1999: 282). 

 

Nikander (2007) looks at the use of emotion categories in meeting talk and their role in 

decision-making processes. The data is taken from meetings in which participants, 

including doctors, social workers, and community nurses, make decisions regarding 

elderly clients on matters such as financial support or transition to an institutional 

facility. It may seem that emotions, being “typically associated with the internal, the 

potentially unwise and the chaotic; as something that has a tendency to leak and get in 

the way of rational and thought-through actions” (Nikander 2007: 53-4), would have no 

role to play in decision-making meetings where guidelines, diagnostics, rationality and 

objectivity are ‘required’. Nikander argues, however, that meetings are a fruitful place 

to examine emotions in talk precisely because of the polarisation of emotion and 

rationality. She is able to show that participants themselves construct a distinction 

between ‘feelings’ from ‘fact’ in the talk, treating their own feelings as a potential 

source of bias. However, third-parties’ emotions can be invoked to present cases as 

warranting intervention. By reporting on the emotional stance of others, the professional 

in the meeting is able to maintain his or her own neutrality while simultaneously 

projecting a particular outcome for the client.  
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Barnes and Moss (2007) examine how speakers in a range of settings, including medical 

interactions and psychotherapy, use ‘reported private thoughts’ to communicate 

thoughts and feelings. Rather than taking these active voicings of thoughts and feelings 

as being accurate reflections of mental and emotional states from a previous time, 

Barnes and Moss show how speakers use reported private thoughts to manage, and 

partially solve, social, practical and moral dilemmas (Barnes and Moss 2007: 142). For 

example, they show how a client in psychotherapy uses reported private thoughts to 

create a ‘thought trajectory’ from “emotional reaction to rational questioning and anger” 

(Barnes and Moss 2007: 130). They show how this ‘course-of-thought format’ is 

designed for the local context in which it occurs and helps the client to manage his own 

rational accountability by allowing him to position himself as a unmotivated witness to 

the event he is describing (Barnes and Moss 2007: 130). 

  

Rather than distinguishing between various affective states as analytic categories, a 

discursive approach can examine how emotions, feelings, moods, dispositions, etc. are 

constructed in talk and deployed for interactional and rhetorical functions. Emotions can 

be displayed and recognised in talk through cues, for example, ‘upset’ can be displayed 

and recognised through features of crying such as high pitch, tremulous voice, 

aspiration, and sobbing (Hepburn 2004). Emotion terms and categories can also be used 

in the practical management of constructing descriptions and characterisations, 

providing accounts, managing blame, and ‘making a case’. 

 

In sum, enabling clients to ‘recognise’, ‘be in touch with’, and ‘express’ emotions is 

seen to play an integral role in the success of psychotherapy. However, psychology’s 
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conceptions of emotions as purely internal, cognitive, or physiological reactions to 

stimulus which are located solely in the individual ignore the inherent social functions 

and manifestations of emotional displays and emotion categories. Emotions are not only 

relevant to the person who experiences them; they are communicative objects and 

interactional resources which speakers use and rely on for a range of complex social 

tasks. Rather than disorderly ‘floodings out’ of internal psychological states, emotional 

displays are sequentially organised, situated activities which are interactionally 

produced and consequential for the interactants. Also, it is not just displays of emotion 

which have interactional functions, analysing talk-in-interaction shows that speakers use 

and rely on emotion terms to serve a wide range of interactional goals. 

 

6.2 Getting feelings and emotions ‘on the table’: eliciting feelings-

talk 

Talking about feelings and other ‘therapeutic objects’ – e.g. emotions, thoughts, and 

experiences – is vital to the success of therapy as it brings them into the “‘public’ or 

interpersonal sphere of talk-in-interaction” (Hutchby 2007: 90). Once these things have 

entered the ‘public’ sphere, they are potentially available for therapeutic intervention, 

ranging from, for example, recommendations by the therapist about how to ameliorate a 

specific problem, “to much vaguer procedures such as drawing the client’s attention to 

linkages between different circumstances that may be implicated in the problem” 

(Hutchby 2007: 59). So, how do therapists encourage clients to talk about their feelings? 

 

Hutchby (2002; 2005; 2007) examines how child-counsellors attempt to elicit feelings-

talk from children, how and where the success or resistance to their attempts can be 

observed, and how counsellors manage resistance. The collaborative production of 

feelings-talk involves both the therapist’s ability to elicit feelings-talk from the client as 
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well as the client’s willingness to disclose talk about his or her feelings. However, in 

Hutchby’s child-counselling data, the collaborative production of talk about feelings is 

complicated by the fact that the clients are children, and “children are often reluctant to 

volunteer the kinds of concerns, or talk about feelings (‘feelings-talk’) that counsellors, 

in their professional role, desire to elicit” (Hutchby 2007: 59).  

 

Hutchby examines two practices employed by child-counsellors in attempting to elicit 

feelings-talk from their clients, with varying degrees of success. The first, and not very 

successful practice is the ‘perspective-display series’ (2007: Ch 4). In perspective-

display series, counsellors solicit feelings-talk using ‘perspective-display invitations’. 

These questions are often formulated in terms of ‘thinking’ and ‘feeling’, for example:  

 

C: Amanda what j’think about goin’ t’see yuh dad.  

 
and  
 

C: Why d’you think, (0.3) mum an’ dad said what they said. 

 

(Hutchby 2007: 66) 

 
Hutchby finds that these sequences are generally not very successful in eliciting the 

child’s perspective as the children often demonstrate resistance by giving a non-

committal response or declining to respond. 

 

The second, and more successful, practice for eliciting feelings-talk discussed by 

Hutchby (2005; 2007: Ch 5) is counsellors’ use of formulations. Formulations are used 

by counsellors to re-present clients’ talk in terms which are more ‘counselling-relevant’, 

such as in terms of feelings and emotions. Although the counsellors’ formulations work 
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on the clients’ prior talk, Hutchby finds that they are also consequential for the talk to 

follow in that: 

  

...formulations tend to occasion further stretches of related talk, not just in the 
child’s response to the formulating turn itself, but in the way that counsellors may 
further develop counselling-relevant matters in relation to the child’s experience: 
by asking them how they feel about such matters or whether the matter affects 
them. 

(Hutchby 2007: 89) 

 
Hutchby’s examination of how child-counsellors elicit feelings-talk from their clients 

demonstrates that the task of eliciting feelings-talk from children is not straightforward. 

The children demonstrated resistance in talking about their feelings when asked, 

however, counsellors’ formulations were found to be a more successful way of 

achieving collaborative talk about feelings.  Getting feelings-talk ‘on the table’ is an 

important task for the counsellors to achieve because it is only then that they become 

interactionally available for talk and possible intervention. In the next section, section 

6.3, I examine the therapist’s questions about feelings, however, not simply for their 

role in eliciting feelings-talk. While the therapist’s questions do function to elicit 

feelings-talk as relevant next actions, their sequential placement is also important for 

constructing feelings as an important topic of talk for therapy.  

 

6.3 Making feelings relevant: therapist’s questions 

In psychotherapy, emotions are not so much expressed, but talked about (Labov and 

Fanshel 1977: 36). How emotions are talked about in psychotherapy contributes to the 

recognisability of the talk as ‘psychotherapy talk’: “A more important mark of the 

interview style is the overt topic: emotions and behavior are evaluated as objects in 

themselves” (Labov and Fanshel 1977: 36). In order to talk about feelings and emotions, 

they need to be collaboratively established as a topic of talk. Questions are a resource 
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through which the therapist establishes the client’s feelings as an important topic for 

therapy.  

 

Questions, as first pair parts of a sequence, make answers relevant as their second pair 

parts. As such, questions about feelings make talk about feelings the relevant response. 

As first pair parts, questions are strongly initiating actions. However, unless they occur 

at the very beginning of an interaction, questions are also occasioned by, and responsive 

to, the talk that came before them (Drew 2006). In this section, I investigate not only 

how the therapist’s questions make talk about the client’s feelings sequentially relevant, 

but also how the sequential placement of the therapist’s questions is important in 

constructing a framework for talking about feelings in psychotherapy. Where the 

therapist’s questions occur, and how they indicate a particular understanding and 

treatment of the talk that came before them, contributes to the distinctiveness of 

therapy-talk.  

 

6.3.1 Establishing feelings-talk as an appropriate topic 

In the previous chapter, I explored the client’s updates near the beginning of session. As 

discussed, the process of topic initiation is a collaborative negotiation between the 

participants over a number of turns. The therapist typically uses a ‘how are you?’-type 

question to initiate the session; the client responds with a minimal initial response 

before going on to produce an elaborated response which can then lead into an update. 

In the following extract, the talk that the client provides in her update is not treated as 

therapeutically relevant by the therapist. The therapist demonstrates that the client’s talk 

so far ‘doesn’t count’ by asking a reformulated version of his initial question: have you 

been feeling ↑good?=↑inside? (line 44). This question demonstrates that talking about 



 277

feelings is important for therapy by specifying that a relevant response includes talk 

about feelings.   

Extract 6.1a 
[Session 4: 6-64] 

6 Th:  >how have you been.< 

7 Cl:  ↑good. really good.  

8   (1.2) 

9 Cl:  ↑yea::h. 

10  (1.4) ((clunk in pause)) 

11 Th:  really good. 

12 Cl:  ↑yeah. 

13   (0.3) 

14 Cl:  h! [hah HA ha  

15 Th:     [ha ha ha wh(h)at’s been good. °ha° 

16 Cl:  >o:h. the weather¿< 

17 Th:  huh huh huh 

18 Cl:  li:fe, I guess; 

19  (1.5) ((noise in pause)) 

20 Cl:  ↑uhm:_ (0.5) °yeah; I just seem to be:- 

21    been° improving; 

22    (1.1) .hhh °I dunno° over the la:st month or so; 

23    °I’m getting better each (◦day◦),° 

24   (0.4) 

25 Cl:  [(feeling) better¿ 

26 Th:  [mmm:. 

27   (0.8) 

28 Th:  mmm. 

29 Cl:  spring certainly helps, 

30 Th:  mmm. 

31   (0.7) 

32 Cl:  °*↑yeah. *° °°(         )°° 

33 Cl:  (y’know ) enjoying myself.  

34   (0.5) 

35 Cl:  doin’ a lotta gard’ning:; 

36    lotta looking after  

37    the wildli:fe_ (1.0) keeping ↑busy¿ 

38   (1.1) 

39 Th:  ↑good. 

40   (0.4) 

41 Cl:  ↑yea:h. °(it) is.°  

42 Cl:  hhh. 

43 Th:  ↑mmm. 

44 Th:  � have you been feeling ↑good?=↑inside? 

45 Cl:  yeah.  

46 Cl:  mm[m. 

47 Th:    [mmm. 

48 Cl:  feelin’ a lot better.  

49   (0.5) 

50 Cl:  u::hm_ (0.8) .hh >I s’pose< the money  

51    situation’s stabilised a lot; 
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52   (0.3) 

53 Cl:  u::hm_ I’ve taken on gard’ning work  

54    °and that?° 

55    *some casual stuff,* 

56    .hhhh so:::: >I feel a lot better about that.< 

57   (0.4) 

58 Cl:  uhm_ >I’m pulling in a bit a money¿<  

59    and paying off (0.4) some debts, 

60    hhh hhh 

61 Th:  ri:ght.= 

62 Cl:  =so I feel like I’m balancing things up  

63    from (0.7) a few months ago: 

64    °when:° >I was a bit of a ↑mess.< 

 

Extract 6.1a shows the beginning of a very early session in the collection, session four. 

The extract begins with the therapist’s initiating question: >how have you been.< (line 

6) and the client’s minimal initial response: ↑good. really good. (line 7). The client does 

not volunteer an elaborated response, even after the therapist’s repeat:  really good. (line 

7) so the therapist explicitly topicalises the client’s initial response: wh(h)at’s been 

good.(line 15). The client gives some fairly general reasons for her ‘good’ assessment: 

‘the weather’65 and ‘life’ before providing her elaborated response: ↑uhm:_ (0.5) °yeah; 

I just seem to be:- been° improving; (1.1) .hhh °I dunno° over the la:st month or so; 

°I’m getting better each (◦day◦),° (lines 20-23). The client then expands on her very 

general formulation of the weather¿ (line 16) as a reason for her improvement by 

adding spring certainly helps, (line 29). She also adds: (y’know ) enjoying myself. (line 

33) before listing some activities: doin’ a lotta gard’ning:; lotta looking after the 

wildli:fe_ (1.0) keeping ↑busy¿ (lines 35-37). After quite a long lapse, 1.1 seconds, the 

therapist offers an assessment: ↑good. (line 39). The therapist’s assessment proposes a 

closing of the sequence, which the client ratifies by her agreement: ↑yea:h. °(it) is.° 

(line 41).  

                                                 
65 The client finds her symptoms of depression are worse during winter, so ‘the weather’ is not an 

insignificant reason for her improvement. This is oriented to by the client later in line 29 when she states 

the time of year more explicitly: spring certainly helps.  
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In line 44, the therapist uses a question to explicitly make talk about feelings a relevant 

response. The question: have you been feeling ↑good?=↑inside? (line 44) is a 

reformulated variant of his initial question: >how have you been.< (line 6). The design 

of the reformulated question incorporates the ‘good’ things the client provided in her 

prior responses into the trajectory of the question as it projects a ‘yes’-like response. At 

the same time, the question indicates that the client has not yet provided information 

about her feelings.  

 

As discussed in chapter four, ‘how are you?’-type questions can be problematic in 

institutional environments as they can be treated as either ‘everyday’ ‘how are you?’-

type questions, or as institutionally relevant questions which ‘genuinely’ enquire into 

the well-being of the client. In extract 6.1a, the therapist’s reformulated version of his 

initial question treats the client’s talk so far as not having treated the question as an 

enquiry into her emotional well-being. The stress on the word ‘feeling’ and the latched 

incremental ‘inside’ clearly disambiguate the question from any potential hearing of the 

question a generic ‘how are you?’-type question and clearly stipulates that a relevant 

response will involve feelings-talk.  

 

The design of the therapist’s revised question incorporates aspects of his original 

initiating question: >how have you been.< (line 6) and his topicalising question: 

wh(h)at’s been good. (line 15) so that the revised question implies that the original 

questions were aiming to elicit feelings-talk. In turn, the client’s response to the 

reformulated question, have you been feeling ↑good?=↑inside? (line 44), incorporates 

aspects of her prior talk. By incorporating and expanding on her original responses, the 
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client displays that she had not been treating the therapist’s initiating question as an 

everyday ‘how are you?’ question. 

 

The therapist’s ‘feelings-talk’ targeted question: have you been feeling ↑good? 

=↑inside? (line 44) projects a ‘yes’-like response which it receives in line 45 when the 

client answers yeah. As a topic initiating question, the question solicits more than a 

minimal response. The client then designs her response to be explicitly fitted to the 

therapist’s ‘feelings-talk’ question: feelin’ a lot better. (line 48) and again goes on to 

account for her assessment of ‘better’, firstly by introducing a ‘money situation’ which 

has improved: u::hm_ (0.8) .hh >I s’pose< the money situation’s stabilised a lot; (lines 

50-51). Then, she also ties ‘the money situation’ to one of the activities she listed 

earlier, ‘gardening’:  u::hm_ I’ve taken on gard’ning work (line 53) by clarifying that 

the gardening is work, and therefore, paid. She uses ‘so’ to indicated a causal link 

between gardening and her feelings of improvement: .hhhh so:::: >I feel a lot better 

about that.< (line 56).  The link between the gardening as work and, therefore, money, 

and feeling better, is subsequently made explicit: uhm_ >I’m pulling in a bit a money¿< 

and paying off (0.4) some debts, (lines 58-59), and then: =so I feel like I’m balancing 

things up from (0.7) a few months ago: °when:° >I was a bit of a ↑mess.< (lines 62-

64). The client uses ‘feelings’ formulations, explicitly incorporating the word ‘feel’ 

(line 56, 62). She also designs her formulations of improvement using ‘stability’ terms: 

the money situation has stabilised (lines 51) and she feels she is balancing things up 

(line 62). This ‘balanced’ situation is then contrasted with the situation a few months 

ago which the client describes with: >I was a bit of a ↑mess.< (line 64).  
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As the session continues (see extract 6.1b below), the client continues to reformulate her 

initial responses, for example, ‘looking after wildlife’, ‘gardening’ and ‘enjoying 

herself’ in terms of feelings. 

 
Extract 6.1b 
[Session 4: 101-137] 

101 Cl:  .hhh so ↑yeah; I think_ (1.3)  

102    >I dunno< I’m- 

103   � I’m rea:lly enjoying_ (0.3) being able to do  

104    what I want with my ti:me; 

105   (0.8) 

106    I s’pose not having (0.5) either uni stress  

107    or ↑illness;  

108    and depression;  

109 Th:  mm[m.  

110 Cl:    [y’know? 

111   (0.8) 

112 Cl: � I’ve got (1.1) ti:me to do the wildlife  

113   � and do gardening 

114   � and do different things. 

115   (0.5) 

116 Th:  right. 

117   (0.5) 

118 Cl: � °a:nd ↑yea:h. (I’m   ) really enjoying it.°  

119 Th:  ↑mmm.↑good. [hhh 

120 Cl:              [whereas when I was at uni  

121    it was always (0.4) stress stress  

122    and put everything off;  

123    and y’know;    

124    six months later  

125    I’d be going o::h; I still haven’t  

126    done that.  

127    ‘n’ sometimes 

128    a year later; 

129 Th:  Mmm:; 

130 Cl:  and things like that start getting to me  

131    coz I’m a ve:ry_ (1.1) >I s’pose<  

132    I’m very organised in a lot of ways? 

133    I like to the °hhouse to be nheat  

134    and everything 

135    to be in its plahce.° 

136 Th:  mmm. 

137   (0.4) 

 
 
Just as the therapist’s reformulated question in extract 6.1a, line 44, indicates that his 

initial question was intended to be a therapeutically relevant question, the client designs 
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her responses to demonstrate that she is, and was, giving therapeutically relevant 

responses. By re-using the same grounds she initially gave for her assessment, i.e. 

‘enjoying myself’, ‘gardening’, and ‘looking after the wildlife’ (extract 6.1a, 33-37), the 

client demonstrates that her prior talk was relevant to her emotional well-being, despite 

being potentially hearable as general, non-specific and non-significant accounts for her 

improvement.  As the client’s first formulations of these grounds were not treated by the 

therapist as sufficient, the client redesigns and repackages them in more therapeutically 

relevant terms.  

 

In extract 6.1b, the client explains why being able to do potentially ‘routine’ activities, 

i.e. ‘doing the wildlife’66 and ‘doing gardening’, is significant for her well-being.  In her 

repackaged talk, the client sets up a contrast with her current positive state with 

previous negative states. Now, she is: rea:lly enjoying_ (0.3) being able to do what I 

want with my ti:me; (lines 103-104). She has time for doing the wildlife and gardening 

as other problems, ‘uni stress’, ‘illness’, and ‘depression’, are not present (lines 106-

108).  Her current feelings of ‘really enjoying it’ (lines 103, 118) are contrasted with a 

prior state associated with negative emotions: Whereas when I was at uni it was always 

(0.4) stress stress (lines120-121). She further establishes the ‘goodness’ of having time 

to do things by establishing a prior problem of not having time. When she had the 

‘stress of uni’, she would put everything off; (line 122) for long periods: six months 

later (line 124), or in even more extreme cases, a year later; (line 128). ‘Putting things 

off’ and not getting things done is then formulated as a problem for her because it 

clashes with what she is ‘like’ as a person: and things like that start getting to me coz 

I’m a ve:ry_ (1.1) >I s’pose< I’m very organised in a lot of ways? (lines 130-132). 

                                                 
66 As the client is a volunteer wildlife carer, looking after wildlife is a fairly ‘routine’ activity.  
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Whereas the client’s initial grounds for her improvement: enjoying myself. and doin’ a 

lotta gard’ning:; lotta looking after the wildli:fe_ (1.0) keeping ↑busy¿ (lines 33-37) 

are formulated as simple list items, the client’s repackaging of them in extract 6.1b 

explains their significance. 

 

Extracts 6.1a and 6.1b are taken from very early in the course of the current therapy. As 

such, they could be taken as examples of the client learning, or being socialised, to 

design her talk for therapy. The positioning of the therapist’s subsequent version of his 

initial question: have you been feeling ↑good?=↑inside? (line 44) displays the 

therapist’s treatment of the client’s prior talk as not constituting therapeutically relevant 

talk. The reformulated question directs the client towards a more suitable response – one 

that involves talk of feelings. The client takes this up in her response by redesigning her 

talk to be demonstrably incorporating her feelings, yet still about the same things, e.g. 

‘gardening’, ‘looking after wildlife’, and ‘enjoying myself’.  The client specifies the 

significance of enjoying having the time to do her routine, normal activities by 

contrasting her current situation with a prior, negative situation when she did not get 

things done for long periods of time. She also constructs the prior, contrasting state as a 

problem by presenting it as conflicting with her personal disposition of being ‘very 

organised’.  

 

6.3.2  Topicalising the client’s feelings 

In the next extract, taken from slightly further on in the same session as extracts 6.1a 

and 6.1b above, a question from the therapist again works to establish talk about 

feelings as a therapeutically relevant topic. In extract 6.2, the therapist demonstrates the 

importance of feelings-talk for therapy by topicalising the client’s mention of ‘loving 
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uni’ (i.e. university) at a point of incompletion in her telling. By topicalising the client’s 

feeling, the therapist indicates that further talk on this feeling is possible and relevant – 

he treats this mention of a feeling as an opportunity to explore and discuss a worthy 

topic. In addition, by asking a question at a point where the client’s talk is incomplete, 

the therapist indicates that further talk on this feeling is important enough to warrant an 

interruption.  

 
Extract 6.2 
[Session 4: 155-188] 

155 Th:  Mmm.  

156    >yeah< last week we talked about kinda feeling  

157    helpless and_ (0.6) and not understood; 

158    (0.5) >but there was also something to do<  

159    at ↑uni that (    ) trigger ◦for the depression;◦ 

160   (0.4) 

161 Cl:  yea::h.= 

162 Th:  =it wasn’t that clear to me  

163    °what that was about.° 

164 Cl:  .hhh ↑uh::m_ (0.2) >wull I dunno.< that’s- 

165    the first year back at uni I was loving it.  

166   uhm_ (0.6) 

167 Th: � ↑what did you love about it. 

168   (0.8) 

169 Cl:  ow:::; the fact that I was meeting new people 

170    and- ↑learning. learning really¿ 

171   (0.4) 

172 Th:  mmm. 

173 Cl:  .hh uhm_ (1.6) ◦I always did enjoy learning  

174    I s’pose? 

175    I was always good at it¿  

176    a:nd interested?◦ 

177    .hhh ↑uhm:_ (0.4) °so yeah;  

178    there’s that side that I love;° 

179    but I hate- at times I hate the academic si:de¿ 

180    (0.6) hate work an:’ things like that_ 

181    .hh y’know; fee:s and enrolments ‘n’:_ 

182    hhh  

183 Th:  ri:ght. 

184 Cl:  .hh uhm_ and yeah. I just (.) find exams_ 

185    ↑especially essa:ys; extremely stressful.  

186    so:_ that’s the do:wnside;  

187    is that_ .hh (0.9) I:_ (0.5)  

188    ↑◦I get stressed; Yeah?◦↑ 

 



 285

In extract 6.2, the salience of feelings as a topic for therapy is first made clear in lines 

156-157 when the therapist refers to the previous session of therapy and how the 

participants talked about kinda feeling helpless and_ (0.6) and not understood;.  By 

referring to previous talk about the client feeling ‘helpless’ and ‘not understood’, the 

therapist treats this talk about feelings as important in that it is a memorable topic from 

the previous session and worthy enough to warrant re-mentioning. The therapist then 

goes on to raise another point from the previous session: >but there was also something 

to do< at ↑uni that (    ) trigger ◦for the depression;◦ (lines 158-159). With this part of 

his turn, the therapist indicates that his understanding of the triggers for the client’s 

depression is incomplete. He then explicitly states his understanding of uni as a trigger 

for depression is not clear: it wasn’t that clear to me °what that was about.° (lines 142-

143). 

 

The therapist’s display of his knowledge (‘feeling helpless and not understood’) and 

lack of knowledge (‘something to do at uni’) as a way of eliciting talk from the client is 

an example of Pomerantz’s (1980) ‘telling my side’ ‘fishing device’. The therapist tells 

his ‘side’ – what he knows – as well as claiming only limited knowledge about and 

understanding of something that the client has primary rights to – her experience.67 By 

displaying a gap in his knowledge, the therapist’s turn operates as a fishing device for 

eliciting further information from the client which fills the gap.  

 

The client demonstrates her understanding of the therapist’s turn as a fishing device by 

producing further talk about university.  She produces an audible in-breath, then a high-

                                                 
67 Pomerantz (1980) refers to this type of knowledge as a “Type 1 knowable”: “Type 1 knowables are 

those that subject-actors as subject-actors have rights and obligations to know” (p 189).  
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pitched and loud ‘uhm’ followed by >wull I dunno.< that’s- (line 164). The cluster of 

features, the audible in-breath, the ‘well’, the ‘I dunno’, and the cut-off ‘that’s-’, 

combine to indicate that this is a non-straightforward explanation. She then sets up a 

contrast by stating that the first year back at uni I was loving it. (line 169). This is 

hearable as the beginning of a contrast because of both the first year setting up a time 

contrast, and contrastive stress on I was loving it. The contrastive stress (see Schegloff 

1998), combined with the incongruity of ‘loving uni’ as causing depression foreshadows 

an upcoming ‘hate’ contrast which is provided in line 179 and 180.  However, despite 

the foreshowed further talk, as well as the uhm with continuing intonation in line 166 

indicating more talk to come, the therapist ‘interrupts’ the client to topicalise her use of 

loving it.  

 

The therapist picks up on the client’s inclusion of the emotion term ‘loving’ and asks: 

↑what did you love about it. (line 167). By topicalising the client’s expression of 

feeling, the therapist highlights it as a point of interest and makes further talk on it a 

relevant next action. In addition, by asking a question at a point where the client’s talk is 

pragmatically incomplete, the therapist is emphasising the importance of talking about 

the feeling. The therapist stops the progression of the client’s telling and by doing so, 

shows that further talk about her loving it is so important that it warrants an 

‘interruption’ to the client’s projected trajectory. Thus, the therapist discursively 

demonstrates the pre-eminence of feelings-talk within therapy. 

 

Another important task that the therapist’s question in extract 6.2 performs is to ask the 

client to find a causal link for her feelings. In psychotherapy, feelings are discursively 

constructed as things which have causes and consequences. The therapist’s 
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topicalisation question: ↑what did you love about it. (line 166) asks the client to seek out 

and specify the cause of her feelings.  

 

Extracts 6.1 (a and b) and 6.2 were taken from the same session early in the client and 

therapist’s therapeutic relationship. It may be the case that early in the course of 

therapy, the client is not as familiar with the institutional expectations of being a client 

and what sort of talk is relevant. The therapist’s questions which redirect the client to 

talk about feelings may then be understood as part of the therapist ‘teaching’ her about 

what sorts of contributions are relevant in this institutional environment. However, it is 

not only in early sessions that the therapist orients to feelings-talk as being a higher 

priority topic of talk than other potentially available lines of talk.  

 

6.3.3 Prioritising feelings 

Extract 6.3 is taken from approximately 16 months into the course of the therapy and 

shows the therapist directing the client’s talk away from reports of her physical 

problems towards what is going on “on the inside”.  It shows the client’s feelings being 

treated as more relevant for therapy than talk about physical problems.  The client’s 

emotional state is not only treated as a higher priority topic of talk, it is also treated as 

being the underlying cause for the physical problems.  

 
Extract 6.3 
[Session 84: 126-177] 

126 Cl:  >I mean as I said on monday<  

127    I’m waking up early,  

128 Th:  mmm, 

129 Cl:  but I don’t want to get up  

130    and part of that is too that  

131    fact that uhm_ (0.7) when I wake up (.) I’m sore. 

132    y’know? my back’s sore, my shoulder’s’re sore; 

133    my neck’s sore; (0.6) uhm_ (0.8)  

134    my right arm at times; 

135    and I’ve even been in the car park and my legs 
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136    have been (0.4)((sniff)) (0.7) really tight; 

137    almost cramping at times; 

138   (1.2) 

139 Cl:  and y’know I can just- (0.5) .hh BEFORE  

140    >I went down the coast;< I’d touch my back; 

141     it’d be so:re. 

142    >and now it’s got to the point< my whole neck; 

143    y’know? you just touch it and it’s a:ll= 

144 Th:  =mm[m. 

145 Cl:     [r:eally r:eally sore.=>it’s like it’s< 

146    (0.8) ((sniff)) tight and brui:sed and- hh huh 

147    .hhh Yeah? 

148 Th:  mmm:[:. 

149 Cl:      [uhm:_ (1.9) >↑and it just-↑< 

150    it affects me. 

151    so:: much. »(as I said)« my energy’s-  

152    energy is just go:ne; my appetite’s been off, 

153   (0.8) 

154 Cl:  ((sniff))  

155   (0.5) 

156    [a:nd_ >so I find it hard to ↑function;<  

157 Th:  [so:-  

158 Cl:  [yeah? 

159 Th:  [mmm. 

160 Th:  .hh So the- the- the tight muscles;  

161    once they tightened up >and stuff;<  

162    I mean it’s a physical problem  

163    [and you need to get help with it, 

164 Cl:  [yeah. 

165 Cl:  yep. [((sniff)) 

166 Th: �      [but something’s going on in[si:de  

167 Cl:                                   [hhhhh 

168 Th: � and it’s coming out. 

169   (1.2) 

170 Cl:  ((sniff)) 

171 Th:  °and I wonder what it is.°  

172   (1.5) 

173 Cl:  ~w’l I just feel at the moment I’ve lost  

174    my uhm_ ((sniff)) (2.1) °»I dunno« my sense 

175    of direction; (0.2) ag(h)ain.° hhh hhh ((sniff)) 

176    °↑yeah?°~ 

177 Th:  mmm. 

 
In extract 6.3, the client gives a substantial list of physical problems, for example: my 

back’s sore, my shoulder’s’re sore; my neck’s sore; (0.6) uhm_ (0.8) my right arm at 

times; and my legs have been (0.4)((sniff)) (0.7) really tight; almost cramping at times; 

(lines 132-137). These symptoms support her claim that part of the reason she does not 

want to get up in the morning is that ‘she’s sore’ (line 131). Her list of body parts that 
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are sore is used to descriptively build her case for being sore ‘all over’. She then goes on 

to describe the degree of her soreness, and how it has worsened.  The client produces a 

‘before’: .hh BEFORE>I went down the coast;< I’d touch my back it’d be so:re. (lines 

139-141) using stress on ‘before’ and ‘back’ to again foreshadow an upcoming contrast 

(see Schegloff 1998). She then provides a contrast with ‘now’: >and now it’s got to the 

point< my whole neck; y’know? you just touch it and it’s a:ll=[r:eally r:eally 

sore.=>it’s like it’s< (0.8) ((sniff)) tight and brui:sed (lines 142-143, 145-146). The 

exacerbation of her condition ‘now’ is expressed through the extension of the area that 

is sore, i.e. ‘now’ the soreness has spread to her ‘whole neck’ rather than just her ‘back’. 

Additionally, the degree of soreness is raised from: it’d be so:re. (line 141), to: y’know? 

you just touch it and it’s a:ll= [r:eally r:eally sore. (lines 143, 145). A comparison of 

how it feels is given to exemplify how sore it is: =>it’s like it’s< (0.8) ((sniff)) tight and 

brui:sed (lines 145-146).  

 

The client also establishes a causal link between physical symptoms and their effect on 

her personally. The client explicates the import of the physical symptoms: uhm:_ (1.9) 

>↑and it just-↑< it affects me. so:: much.(lines 149-150). She also produces another 

list to exemplify how she is affected: »(as I said)« my energy’s-  energy is just go:ne; 

my appetite’s been off, a:nd_ >so I find it hard to ↑function;< (lines 151-152, 156).   

 

The therapist acknowledges the client’s complaints of her physical problems by 

producing a formulation: so the- the- the tight muscles; once they tighten up and stuff I 

mean it’s a physical problem (lines 160-162). At this point, the therapist’s turn is 

syntactically complete and the client agrees with the talk so far: yeah. (line 164). The 

therapist then continues, saying: and you need to get help with it, (line 163). At this 

completion point, the client again agrees: yep. (line 165). Telling the client that she 
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‘needs to get help with it’ acknowledges the client’s physical problems as serious and 

requiring treatment, but at the same time, indicates that the help for these problems is 

outside therapy.  

 

Having acknowledged the client’s physical distress, the therapist now moves on to the 

more therapeutically relevant topic of her feelings: but something’s going on insi:de and 

it’s coming out. (lines 166, 168). He starts his new turn with but which marks it as being 

related to the prior talk, but in contrast to it (cf. Mazeland and Huiskes 2001). The 

client’s internal, emotional state is given priority by the therapist through his move to 

close down the client’s reporting of physical symptoms and move into talk about 

‘inside’ matters. The therapist’s turn lines 166 and 168 also treats the emotional 

problems as being the cause of the physical problems; the physical problems are 

oriented to as being ‘outside’ symptoms of underlying things going on ‘inside’. The 

therapist uses an indirect question format, °and I wonder what it is.° (line 171), to 

prompt further talk from the client. The client treats the question as enquiring into her 

feelings as seen in the design of her response as a report of her feelings: ~w’l I just feel 

at the moment I’ve lost my uhm_ ((sniff)) (2.1) °»I dunno« my sense of direction; (lines 

173-175). 

 

In extract 6.3, the therapist’s question gives feelings-talk topical priority over talk about 

physical problems. The question has three components: the formulation which 

acknowledges the client’s physical symptoms: so the- the- the tight muscles; once they 

tighten up and stuff I mean it’s a physical problem (lines 160-162); the contrast: but 

something’s going on insi:de and it’s coming out. (lines 166, 168) which introduces and 

gives primacy to ‘something inside’; and then the indirect question: °and I wonder what 

it is.° (line 171). Sequentially, each of the components plays a specific role in shifting 
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the topic of talk from the physical to the emotional. The formulation firstly functions to 

close down the prior line of talk; the contrast introduces the topic of ‘inside’ things; and 

the indirect question opens the new line of talk making further talk on ‘inside’ matters 

relevant. As well as making feelings-talk a relevant topic for upcoming talk, the design 

of the question treats feelings as underlying causes of the client’s physical complaints.  

 

6.3.4 Dealing with a potential problem through talking about feelings 

The therapist’s question in the next extract, extract 6.4, again works to make the client’s 

feelings an important joint interactional concern. Again, the sequential placement of the 

therapist’s question demonstrates a particular understanding of the prior talk. In this 

extract, the relevance of the institutionality of psychotherapy is apparent as the therapist 

orients to various therapeutic goals, for example, ‘staying with the feeling’, not 

invalidating or denigrating the client’s experience, and providing a safe environment 

where the client’s feelings are listened to and respected (see Hobson 1985). In this 

extract, we see the therapist using a question to make the client’s feelings relevant in an 

environment of interactional trouble. The client places problems of interpersonal 

(mis)understanding on the table. Rather than working to immediately repair the 

misunderstanding, the therapist acknowledges the client’s turn and then asks her about 

her feelings. Responding to a potential challenge with a feelings-question maintains the 

client as the focus of therapy and creates an environment in which a potentially 

problematic turn does not actually become problematic. Instead, the potential problem is 

treated as an opportunity for gaining insight into the therapeutic relationship, and thus, 

as an opportunity to ‘do therapy’.  
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Extract 6.4 shows a significant interactional moment in the course of the participants’ 

relationship. The extract warrants a detailed discussion to show how and why this point 

is significant for the participants and how they manage it. Firstly, I will give a brief 

overview of the extract before examining in detail the client’s actions and the therapist’s 

actions. 

 

6.3.4.1 An overview of the extract 

Extract 6.4 shows a significant point in the course of therapy when the client tells the 

therapist that she ‘doesn’t know whether he understands where she’s at’. In any social 

relationship, the participants’ creation and maintenance of mutual understanding is 

important. This is particularly the case in close relationships. Therefore, telling someone 

they are not understanding you is a socially significant and potentially face-threatening 

thing to do; it claims some kind of interactional failure, and attributes the failure to the 

other. The extract is given below: 

 
Extract 6.4 
[Session 85b: 1175-1202] 
1175 Cl:  ↓°I dunno; it’s all-°↓ hhh hhh 

1176 Th:  [mmm, 

1177 Cl:  [AT MOMENTS_ (0.2) I-I feel really clear 

1178    on this stuff.  

1179    ~°and at other moments (it) just-;°~  

1180     (0.5)((sniff))(1.7) HHhhh. (1.0) 

1181    ((sniff)) 

1182 Th:  °it doesn’t seem clear now;° 

1183   (1.3) 

1184 Cl: � ↑NO::; I’m just- *I- I- I- I* don’t know  

1185    whether you underst(h)and wh(h)ere I’m at; 

1186    °*and I felt a bit like that yest’day too:;*° 

1187 Th:  mmm:. 

1188 Cl:  *°yeah¿°* 

1189   (0.4) 

1190 Th:  mmm:. 

1191   (0.3) 

1192 Cl:  ((sniff)) 

1193   (1.0) 

1194 Th:  °mmm.° 
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1195   (2.0) 

1196 Th: � and how did that; leave you feeling. 

1197 Cl:  ((sniff)) 

1198   (3.0) 

1199 Cl:  *°↓uh::m: y’kno:w_*° I don’t really like it  

1200    but I s’pose (2.3) I accept that  

1201    ~it’s not the end of the world y’know?~ 

1202    ((sniff)) 

 

The exchange in extract 6.4 is taken from a session approximately sixteen months into 

the course of therapy, and occurs about halfway through the session. The talk which 

leads up to this point is not simple. The client has been experiencing a particularly 

difficult time in her marriage and in the prior talk the therapist and client have been 

exploring issues involved with the situation.  Near the start of this extract, the client 

states: AT MOME!TS_ (0.2) I-I feel really clear on this stuff.  (lines 1177-8). As seen 

previously in extracts 6.2 and 6.3, the client foreshadows further talk by setting up a 

contrast. Through the use of AT MOME!TS_  and contrastive stress on clear (line 1177) 

the client indicates that there will be more talk to come after the current turn-

construction unit (TCU) and that the following TCU will be contrary to the first.  This 

protects the client’s final intonation at line 1178 from being heard as the end of her turn 

at talk. She begins the contrast immediately afterwards: ~°and at other moments (it) 

just-;°~ (line 1179). However, she does not complete this TCU. After pauses totalling 

3.2 seconds interspersed with sniffs and a loud exhalation, the therapist talks. The client 

has set-up an apparently predictable contrast, and the therapist demonstrates his 

understanding of the trajectory the client has projected by offering a candidate 

completion (Lerner 1991): °it doesn’t seem clear now;° (line 1182).   

 

Despite the fact that the therapist’s candidate completion adheres to the projected 

trajectory of the client’s contrast, the client does not endorse the therapist’s completion. 

Following the therapist’s candidate completion, there is a pause before the client rejects 
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the contribution with a high, loud and elongated ↑!O::; (line 1184).  She starts to say 

I’m just- which she cuts-off and then produces three cut-off Is before getting out I* 

don’t know whether you underst(h)and wh(h)ere I’m at; (lines 1184-5). The production 

difficulties displayed in the client’s talk, laughter particles and mitigators mark the talk 

as problematic and orient to the delicate nature of telling the therapist he is possibly not 

understanding ‘where she’s at’. She also adds that she felt a bit like that yest’day too 

(line 1186). 

 

After initially responding to the client’s turn with minimal acknowledgement tokens, 

‘mmms’ (Gardner 1997; 2001) in lines 1187, 1190, 1194, the therapist eventually 

produces a question which deals with the client’s turn in a non-minimal way: and how 

did that; leave you feeling. (line 1196). Rather than responding to the client’s turn as an 

accusation, a blaming, or challenge, the therapist’s minimal acknowledgements, 

followed by the feelings-talk question, treat the client’s turn as an opportunity to explore 

the problem of the therapist’s misunderstanding and the feelings associated with it.  

 

In order to show the significant therapeutic work that the therapist’s feelings-talk 

question accomplishes here, it is necessary to examine the talk that occasioned the 

question. In the following analysis, the extract is examined in considerable detail to 

show how the client’s turn is designed as significant, and how the therapist’s response 

manages it.  

 

6.3.4.2 The client’s self-disclosure 

The client’s turn at lines 1184-1186, I’m just- *I- I- I- I* don’t know whether you 

underst(h)and wh(h)ere I’m at; °*and I felt a bit like that yest’day too:;*° is 

interactionally designed as a self-disclosure. Antaki, Barnes and Leudar (2005b) 
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identify the ‘design features’ which make a report hearable as a self-disclosure.  Antaki 

et al. acknowledge that self-disclosure is highly relevant to therapy, although not 

restricted to it, and examine instances taken from both psychotherapy and mundane 

conversation.68  

 

Antaki et al’s article is particularly useful in recognising the client’s action in extract 6.4 

as a self-disclosure. They describe the main ‘design features’ which speakers use to 

make a statement ‘come off ’as a self-disclosure.  These are: 

• “Designing the information as a report of personal information” (p188) 

• “Designing information to sound significant in the circumstances” (p 190) 

• “Designing information as volunteered” (p 191) 

(Antaki et al. 2005b) 

All of these self-disclosure ‘design features’ are displayed in the client’s talk in extract 

6.4 above and will be discussed in some detail here.  

 

Designing information as a report of personal information 

 
The first of the design features for a self-disclosure discussed by Antaki et al. (2005) is 

that information is designed as a report of personal information. This means that for it to 

be heard as a self-disclosure, the statement needs to be a “matter ‘owned’ by the 

disclosing party” (p 188). The information given by the client in lines 1184-1186, I’m 

just- *I- I- I- I* don’t know whether you underst(h)and wh(h)ere I’m at; °*and I felt a 

bit like that yest’day too:;*° is owned by the client in that it is a report of her 

experience, her thoughts and feelings, and as such, she has privileged access to it and 

                                                 
68 Antaki, Barnes and Leudar (2005) argue that despite the importance of self-disclosure in therapy, 

psychology’s definitions of it do not provide a means for recognising it or what it does in interaction (p 

183). This was discussed in chapter one.  



 296

the rights to narrate it (Pomerantz 1980; Peräkylä and Silverman 1991; Heritage and 

Raymond 2005).   

 

Antaki et al. also write that for a statement to be heard as a report of personal 

information, speakers may cast the statement as “news in the circumstances” (p 188), 

alternatively, they can ‘exploit’ the interactional environment to make “a personal report 

a relevant next turn” (p 189). In extract 6.4, the client ‘exploits’ the dispreferred turn 

space created by her rejection of the therapist’s candidate completion. Despite having 

set up a predictable contrast, the client rejects the therapist’s candidate completion and 

uses the space where an account for her dispreferred response would be relevant to 

provide a personal report.  

 

In the overview of the extract, I discussed the client’s initiation of a contrast: AT 

MOME!TS_ (0.2) I-I feel really clear on this stuff.  (lines 1177-8). The design of the 

client’s turn “provides for the sequential possibility of anticipatory completion” (Lerner 

1991: 445) as it projects a contrastive second part.  The contrast takes the shape of ‘at 

moments’ + positive (i.e. clear), which projects: ‘at other moments’ + negative (i.e. not 

clear). However, the client starts the second part of the contrast: ~°and at other moments 

(it) just-;°~ (line 1179), but does not complete it. The client’s turn here is quieter and 

her voice trembles. Just is cut-off and the client indicates some difficulty in continuing 

through sniffs, long pauses and a loud exhalation (line 1180-1). The therapist anticipates 

the direction of the turn and produces a candidate completion: °it doesn’t seem clear 

now;° (line 1182).  This is a demonstration by the therapist that he understands what the 

client is saying enough to complete her turn. However, despite setting up a predictable 

contrast, the client does not accept the therapist’s completion.  
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The therapist’s candidate completion makes either an acceptance or a rejection a 

relevant next action, with an acceptance being the preferred response. Preferred 

responses typically occur immediately and do not require further talk as explanation, 

whereas dispreferred responses will routinely be delayed and be accompanied by an 

account (Pomerantz 1984; Bilmes 1988). So, having rejected the therapist’s candidate 

completion, an account from the client is now relevant. The account that she gives is a 

self-disclosure: I’m just- *I- I- I- I* don’t know whether you underst(h)and wh(h)ere I’m 

at; (lines 1184-5). Because candidate completions are demonstrations of understanding, 

the client’s claim of misundersanding is a suitable reason for rejecting the therapist’s 

candidate completion.  However, the client’s self-disclosure does extra work, beyond 

accounting for her disagreement with the therapist’s immediately prior turn. It is a more 

general statement of misunderstanding which not only refers to the immediately prior 

turn, but to the current situation in general. The client then adds that she: felt a bit like 

that yest’day too (line 1186). By adding this third TCU, the client expands the scope of 

the misunderstanding, transforming what initially could pass as a local 

misunderstanding into a more generalised feeling of misunderstanding which extends to 

their previous session as well.   

 

Making information significant 

 
The second ‘design feature’ of self-disclosures identified by Antaki et al. is that 

information be designed to “sound significant in the circumstances” (p 190). Antaki et 

al. argue that “the traditional social psychological view is that some kinds of 

information are implicitly significant by convention; for example, whether one is 

pregnant, or has passed an important examination” (p 186). However, there are 

situations in which divulging these pieces of information would be required, and would 
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not be hearable as a self-disclosure. Rather than relying on a definition of the 

information itself, Antaki et al. suggest investigating how the information is delivered 

and managed interactionally as significant. In extract 6.4, the client employs a number 

of features to make her self-disclosure a report of significant information. In particular, 

she designs her talk as delicate and non-momentary.  

 

Schegloff (1988/89) argues that “there is a danger in dealing with dramatic material, 

whether of a political or otherwise dramatic character, that there will be a sense that the 

analysis should “live up” to what is being analysed. [...] And the analysis may be 

expected to shed light on just what makes the event dramatic or of interest” (p 216-7). 

This extract seems to be one of those cases in which the analysis does shed light on 

what it is that makes this piece of news sound significant, and how that is achieved 

interactionally.  The news itself does seem to be significant in its own right in that 

feeling misunderstood is a recurring issue for the client. For example, the importance of 

being understood is discussed by the client within the first five minutes of the first 

recording in the corpus (session two). The client is talking about dreams she has that 

feature her husband: 

 
[Session 2: 153-157] 
153. Cl: =°coz as I said° (0.3) in the dreams  
154.   that he:’s in, (0.4) it’s usually:: (0.9) about  
155.   me:: thinking he’s gonna leave  
156. →   o:r being upset coz he doesn’t understand  
157. →   something and I can’t explain to him_ 

 
This is just one of the many times the client expresses distress at her husband not 

understanding her.  

 

Additionally, understanding is in the therapist’s own words, one of his ‘jobs’ in therapy:  
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[Session 2: 858-861] 
858. Th: ↑SO I GUESS- and I ↑GUESS that’s what- what-  
859. →  what that’s about is_ (0.4) My: job  
860. →  is to understa::nd °you°, and help you  
861.  understand °yourself°;  

 
This short extract is also taken from the second session of therapy. The therapist is 

outlining the institutional roles and expectations of how therapy will work.  

 

It has therefore been explicitly stated that the therapist’s job is to understand the client, 

and the client has repeatedly expressed distress at feeling misunderstood. For both of 

these reasons, the client’s report that she ‘doesn’t know’ if the therapist understands 

‘where she’s at’, is significant information. However, in addition to the content, the turn 

is interactionally designed to be significant.  

 

There are a number of features that the client uses in her delivery in lines 1184-1186 to 

make the report sound significant.  Firstly, the talk is marked as being delicate. Just as a 

self-disclosure is not a self-disclosure because of its content, so too is the delicate nature 

of ‘delicate’ talk not solely determined by the subject matter.  Instead, the delicate 

nature of talk is ‘talked into being’. Bergmann argues that:  

By describing something with caution and discretion, this ‘something’ is turned 
into a matter which is in need of being formulated cautiously and discreetly. 
Viewed sociologically, there is not first an embarrassing, delicate, morally dubious 
event or improper behaviour about which people then speak with caution and 
discretion; instead, the delicate and notorious character of an even is constituted by 
the very act of talking about it cautiously and discreetly. 

(Bergmann 1992: 154) 

 
The client’s talk is marked as delicate through hitches and perturbations, mitigators, and 

laughter particicles (Jefferson 1984a; 1985; Bergmann 1992; Haakana 2001). The cut-

off and hitches at the start of the turn: I’m just- I- I- I- (line 1184) indicate some 

difficulty in formulating the turn (Schegloff 2002b).  The formulation of the turn I- 
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don’t know whether you underst(h)and wh(h)ere I’m at. (lines 1184-5) is mitigated with 

I don’t know whether which ‘softens’ the assertion. “Mitigators are descriptive elements 

which generally weaken a claim or diminish the directness or roughness of an assertion” 

(Bergmann 1992: 151). By using I don’t know whether, the client marks the talk as 

tentative and uncertain. Additionally, the key word, ‘understand’, and the neighbouring 

‘where’, are both punctuated by laugh particles. Haakana (2001) notes that patients in 

medical consultations use laughter as a resource to display that the action they are 

performing, for example, rejecting doctors’ candidate understandings, or problematising 

doctors’ directives, is a delicate action. The timing of the laughter particle here works to 

distort the key word of the utterance (Jefferson 1985) and to display the client’s 

awareness of its delicacy. Marking talk as delicate contributes to the client’s self-

disclosure being hearably significant. 

 

Another aspect of marking the information in a self-disclosure as significant is to design 

it as non-momentary information about the person. Antaki et al. (2005) observe the use 

of interactional features which help “to establish the events or feelings described as 

telling of information about the person as a personality” as opposed to “momentary 

whims” (p 191). As discussed above, in extract 6.4, the client transforms what initially 

appears to be a local disagreement with a prior turn, i.e. rejecting the therapist’s 

candidate completion, into a more general disclosure which incorporates the previous 

session as well.  This takes place over the course of three TCUs. The first TCU is the 

client’s disagreement in line 1184: ↑!O::;  where the client rejects the therapist’s 

candidate completion.  Her second TCU is the account following ‘no’: I’m just- *I- I- I- 

I* don’t know whether you underst(h)and wh(h)ere I’m at; °* (lines 1184-5). With this 

turn, the client makes the issue of the therapist not understanding a more general 

statement by referring to ‘where she’s at’ rather than indicating the problem is located 
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primarily in his candidate completion. At this point, having produced a dispreferred 

response and an account for the dispreferred, her turn could be complete. However, she 

then adds a third, quieter, TCU: °*and I felt a bit like that yest’day too;*° (line 1186). 

The client indicates that the feeling of misunderstanding is not only a problem now, but 

has lasted since the day before. Each of the TCUs incrementally expands the scope of 

the ‘misunderstanding’ from local, immediately prior turn, to generally ‘now-ish’, and 

then to the prior session. The progressive expansion of the feeling of misunderstanding 

indicates that this feeling is not simply a ‘momentary whim’, but a more substantial 

problem which has been going on since the previous session. 

 

The client has used a number of features to make her turn sound significant in the 

context. Firstly, the information is significant in terms of content because of the 

institutional context and the interactional history of these two participants. The client is 

ascribing a potentially face-threatening action to the therapist: not successfully doing his 

job of understanding her. Doing ‘understanding’ is part of the therapist’s institutional 

role, and so the client’s disclosure that she ‘doesn’t know whether he understands where 

she’s at’ could be heard as accusatory – for example, a blaming, challenge, complaint 

etc. Additionally, not being understood has been a recurrent and important complaint 

from the client throughout therapy. Telling the therapist he may not be understanding 

‘where she’s at’ positions him as perpetrator of an action (or inaction) which is 

problematic for her. Secondly, the client’s talk is interactionally marked as significant. 

Her talk is marked as delicate through hitches and perturbations, mitigation, and 

laughter; and it is designed to be more than simply a momentary and local problem.  
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Making information sound volunteered 

 
The final design feature of self-disclosures as discussed by Antaki et al. is that the 

speaker makes the information sound volunteered. In order to design talk as 

volunteered, “the speaker designs what they say as somehow over and above what 

would be expected given the run of talk so far” (Antaki et al. 2005b: 191). Personal 

information can be heard as a disclosure when the speakers “manage to make it sound a 

bonus not strictly required by what the previous speaker makes relevant” (p 191). As 

discussed above, talk containing sensitive or personal information is not ipso facto a 

self-disclosure. In some settings, such as examples given by Antaki et al, a doctor’s 

surgery or a university admissions office, reporting personal information like being 

pregnant or exam results may be expected or required in the interactional setting. 

Without being ‘above and beyond’ what would be expected, the information is not 

hearable as a disclosure. 

 

In therapy, most of the talk produced by the client divulges personal information. Often, 

as can be seen in previous extracts examined in this chapter, the client is asked to 

explain or elaborate on parts of her talk, in particular, her feelings. In these cases, the 

client has been “made accountable for providing more information” (Antaki et al. 2006: 

194) and so “whatever [s]he says will not come across as volunteered or over and above 

what is expected” (p 194). Even though she may be ‘divulging’ personal information, if 

it is made relevant by a question from the therapist, it is not hearable as a self-

disclosure. 

 

I have already discussed how the client is ‘exploiting’ the dispreferred turn shape in 

extract 6.4 by introducing her potential challenge of the therapist’s understanding in the 
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slot where an account for her rejection is relevant. In this position, the client’s 

potentially accusatory turn: I’m just- *I- I- I- I* don’t know whether you underst(h)and 

wh(h)ere I’m at;°* (lines 1184-5) is produced as a relevant next action as it is an 

account for her rejection of the therapist’s candidate completion. Because it is a claim of 

misunderstanding in the place where understanding has been made relevant, the turn is 

not hearable as volunteered, or above and beyond what is expected.  However, the client 

produces the additional TCU in line 1186: °*and I felt a bit like that yest’day too;*°. 

Having already produced a TCU as an account for her disagreeing ↑!O::; (line 1184), 

the third TCU is not required. Line 1186 is also marked as additional information with 

too.  By adding this extra TCU, the client produces talk which is hearably additional to 

the account made relevant by the dispreferred turn-shape. The information in the 

additional TCU is therefore designed as volunteered information.  

 

The client’s turn which has been discussed in some detail here, is brought off as a self-

disclosure through the interactional design features outlined by Antaki et al. (2005b). 

Having established that the client’s turn is designed in and of itself as a self-disclosure, 

we can now look to see how the therapist responds to it.  

 6.3.4.3 The therapist’s response to the client’s self-disclosure  

Antaki et al. (2005) write that “clearly self-disclosure must refer to something 

significant about human relations” (p182). In extract 6.4, the client’s self-disclosure is 

significant to the therapeutic relationship in two ways: firstly, she is revealing 

something about herself by disclosing how she feels, a key task for therapy; and 

secondly, the feelings she reports implicate the therapist in a potentially face-threatening 

way.  By producing talk which is potentially face-threatening, the client produces talk 

which jeopardises the solidarity of the relationship. Given the importance of the 

therapeutic alliance, which is built on the therapist understanding the client, the client’s 
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production of this turn says something significant about their relationship at this point. 

One reading of it is that it is a demonstration of her trust in the therapist and their 

relationship: if she is willing to produce talk which potentially threatens the 

relationship, it demonstrates her confidence that the relationship is strong enough to 

withstand it.  

 

A turn at talk gains its meaning, at least in part, from the subsequent turn, because this is 

where the interlocutor displays his or her understanding of what the prior turn was doing 

(see Schegloff 1984). Because the client has produced a turn which is potentially face-

threatening, the therapist’s understanding and treatment of that turn will be evident in 

his response. The space following the client’s additional TCU (line 1186) is the first 

opportunity for the consequences of the client’s actions to be observed.  The reason for 

establishing that the client’s turn is in itself designed as a self-disclosure is to provide a 

basis for examining the therapist’s responses. The first response given by the therapist is 

a minimal acknowledgement token: mmm. (line 1187). This is followed later by a 

question about the client’s feelings: and how did that; leave you feeling. (line 1196). 

The therapist’s responses, and how they treat the client’s turn is discussed in detail 

below.  

 

‘Mmm’ as a response token 

 
As discussed above, self-disclosures are presented as being significant reports of 

personal information that are above and beyond what is interactionally required. As 

such, self-disclosures are designed as ‘tellables’. However, the therapist’s immediate 

response to the client’s self-disclosure does not treat it as ‘news’ or as a ‘tellable’. 

Although it is difficult to make a case for why something is not used, i.e. a negative 
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observation (Sacks 1992a; 1992b; Schegloff 2003), in this example, the client’s talk is 

designed as significant information, yet it is not treated as news by the therapist, for 

example, with a ‘newsmark’ or change-of-state token such as oh (Heritage 1984a).  

 

Instead of marking the client’s talk as ‘news’, the therapist uses mmm, a minimal 

acknowledgement token (Gardner 1997; 2001).69 ‘Mm’ is discussed by Gardner (2001) 

as indicating that the talk so far has not produced a problem of hearing or understanding 

for the receiver. Importantly, Gardner notes that the turn mmm “is relatively neutral in 

terms of emotional, evaluative, surprised or otherwise remarkable content” (Gardner 

2001: 105).  By producing mmm in response to a turn that is potentially face-

threatening, the therapist acknowledges the client’s talk and simultaneously avoids 

treating it as remarkable or surprising. He also indicates that he is not about to 

immediately add further talk as mmm claims low speakership incipiency (Jefferson 

1993). 

 

Following the therapist’s mmm, the client produces a rising *°yeah¿°* which seems to 

be seeking further response from the therapist.  This tag-like yeah token and another 

token, y’know, occur frequently in the client’s talk. Both are often high pitched and 

                                                 
69 The use of mmm as an acknowledgement token is a characteristic of therapy talk. The therapist 

frequently responds to the client’s talk with mmm in environments where other responses such as 

newsmarks e.g. “oh really?”; assessments, e.g. “that’s awful”; or expressions of sympathy, e.g. “you poor 

thing” may be expected in everyday talk. While I do not want to delve too deeply into the function of 

mmm in therapy here, I would like to flag it as important and briefly note its suitability as a response 

token in therapy talk. By using mmm in line 1187, the therapist is specifically not expressing surprise, 

evaluation or disagreement with the client’s self-disclosure. Institutional goals of the therapy, such as the 

therapist being non-judgemental, and creating therapy as a supportive environment where the client is free 

to express how she feels without fearing recriminations or invalidation, are manifested and achieved 

through the therapist’s use of this minimal acknowledgement token.  
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rising and appear to be response soliciting devices (Jefferson 1981). However, as in this 

example, yeah and y’know often occur after a response by the therapist, and frequently 

they are not successful in eliciting an upgraded or stronger response, if any audible 

response at all. A similar phenomenon to the apparent response soliciting yeah and 

y’know tokens used by the client in the current data is discussed by Jefferson (1981). 

Jefferson examines the use of response solicitation devices which occur after a response 

has been provided by the recipient. She finds that these tokens occur at a distance from 

the utterance they ‘tag’ and that there is intervening talk from the other interlocutor 

between the main utterance and the tag-like question. Jefferson observes that the 

prompting response solicitations occur after minimal responses, such as yeah, right, uh 

huh, or mmm. She considers their function in this environment:  

The Response Solicitation [or the Post-Response-Completion Response 
Solicitation as she also refers to it], then, may be deployed to deal with the 
occurrence of mere acknowledgement when something else was sought and due; 
for example some uptake of the point of the prior utterance. That is, the Response 
Solicitation may work as a Prompting of some more elaborate response, not merely 
re-relinquishing the floor, but indicating to recipient the sort of talk he ought to be 
doing with the turn he had relinquished and is now being re-proffered.  

(Jefferson 1981: 61) 

 
Extract 6.4 above supports Jefferson’s analysis that post-response-completion response 

solicitations “can be (1) marking that there is a point to be taken, and (2) offering the 

recipient a next opportunity to show that he has taken the point” (p 63). In extract 6.4, 

the client’s self-disclosure is designed as a significant turn at talk. The client’s 

*°yeah¿°* (line 1188) is a way that she can retroactively point to the significance of her 

prior turn, i.e. ‘mark that there is a point to be taken’, and display that the therapist’s 

turn does not recognise or acknowledge ‘the point’. It offers the therapist an opportunity 

to re-do his response.  
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The unsuccessfulness of response solicitation devices is also noted by Jefferson: “a 

striking feature of these interchanges is that the device seems to be altogether 

ineffective” (1981: 67). In extract 6.4, *°yeah¿°* (line 1188) does solicit a very slightly 

upgraded response by the therapist in that the onset of the therapist’s second response 

token is stressed: mmm:.  (line 1190), however, the therapist re-uses the same minimal 

acknowledgement token which still displays low speakership incipiency thus indicating 

that he is not about to take the floor.70 After the therapist’s slightly stressed mmm:.  (line 

1190), there is a 0.3 second gap, followed by the client sniffing (line 1192), and a one 

second lapse (line 1193). In line 1194, the therapist offers another ‘mmm’ token, said 

quietly. There is then a long two second lapse (line 1195) before the therapist offers 

more than a minimal response token. However, instead of offering a non-minimal 

response, the therapist poses a feelings-talk question: and how did that; leave you 

feeling (line 1196). How this question functions in the context in which it is located to 

achieve the goals of therapy is explored in detail below. 

 

Making feelings relevant – ‘And how did that leave you feeling?’  

 
The final part of the analysis of extract 6.4 focuses on the therapist’s question, and how 

did that; leave you feeling (line 1196), as a turn which displays the relevance of 

feelings-talk for therapy. As discussed earlier, turns at talk are both context shaped and 

context renewing (Drew and Heritage 1992a). “By producing the relevant next action, 

participants display their understanding of what the prior turn was doing” (Madill et al. 

                                                 
70 The explanation given by Jefferson for the ‘unsuccess’ rate of post-response solicitation devices is that: 

“The Response Solicitation is fully occupied by marking the pointedness of a prior, completed utterance, 

and proposing that a recipient should now exhibit that he has taken the point of that prior utterance. But, 

crucially, the Response Solicitation does nothing whatsoever to explicate the point of that prior utterance” 

(p 75).  Given that they do not direct the recipient towards a more suitable response, Jefferson finds it 

unsurprising that they are not more successful. 
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2001: 414). The therapist’s question: and how did that; leave you feeling. (line 1196) 

works retrospectively and prospectively to create the relevance of feelings for therapy. 

By asking the question after a possible accusation or challenge, the therapist 

demonstrates that, for him, asking a question about how his perceived misunderstanding 

made the client feel is a relevant next action. The question then creates the relevance for 

further talk about feelings as it ‘requires’ a response about feelings.   

 

The way that the therapist displays his treatment of the client’s talk demonstrates his 

orientation to acting in the institutional role of therapist. In and through the question and 

how did that; leave you feeling. (line 1196) the goals of therapy are made evident. As I 

have shown, the client’s talk in lines 1184-1186 is designed in and of itself to be a 

significant turn. While the client’s turn is a self-disclosure, it is also a statement which 

implicates the therapist because she is disclosing that she does not know whether he 

understands ‘where she’s at’. This could potentially be heard as an accusation, a 

criticism, a challenge, or a blaming. However, the therapist’s responses – minimal 

acknowledgement tokens and then the feelings-question – do not treat the client’s turn 

as performing any of these actions. It is how the therapist responds to the client’s talk 

which provides evidence for what the client’s turn means in this interactional 

environment.  

As conversation analysts have recognized (and this is one of their major 
achievements), what an utterance comes to mean is a product of interactional work.  
An utterance does not necessarily mean what it might mean or what it seems to 
mean at the moment when it is uttered.  Its meaning is defined in part by what 
follows. 

(Bilmes 1988: 174) 

The therapist’s choice to receipt the client’s disclosure with acknowledgment tokens 

treats it as a neutral and unproblematic turn. He then demonstrates that for him, the 
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relevant next action after such a turn is to acknowledge her talk and then enquire how it 

made her feel.   

 

An important action performed by the therapist’s responses to the client’s self-

disclosure is ‘staying in the problem space’. The client has identified a problem, i.e. that 

she feels misunderstood. However, the therapist’s minimal acknowledgement tokens, 

followed by the question about feelings, do not treat the action of her turn as 

problematic. The client’s self-disclosure is a first pair part of an adjacency pair. What 

type of adjacency pair a first pair part initiates is evident in the second pair part, 

provided by the other speaker (Schegloff and Sacks 1973). Rather than treating the 

client’s self-disclosure as an accusation by producing a denial or confession, or as a 

blaming by rejecting or accepting it – either of which may invalidate the client’s 

feelings – the therapist treats the client’s action simply as a telling and receipts it with 

an acknowledgement. The therapist also avoids providing a response which would 

implicate him personally or work to immediately resolve the problem, for example, an 

apology. Instead, the client’s talk is acknowledged, and then, by asking the feelings-

question, the client’s telling is treated as something which is relevant to explore further 

in their talk. The result is that the focus of talk remains on the client and her feelings, 

while the therapist himself does not become the focus.  Although the therapist’s 

question is initially met with some resistance, a sniff (line 1197) followed by a long 

three second pause (line 1198), it does eventually lead to the client presenting feelings-

talk: *°↓uh::m: y’kno:w_*° I don’t really like it but I s’pose (2.3) I accept that ~it’s not 

the end of the world y’know?~ (lines 1199-1201).  

 

In extract 6.4, therapeutic ideals and goals, such as therapy being about the client, the 

client’s feelings being treated as important and valid, the therapist being non-
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judgemental, and therapy as a place where the client can openly discuss her feelings, are 

all on display. Although a question like ‘how did that make you feel?’ as a way of 

responding to a potential problem is stereotyped as a ‘therapy’ question, this section has 

demonstrated how such a question actually works in therapy, and how by asking such a 

question, the therapist is able to simultaneously achieve a number of important 

institutional goals.  

 

6.3.5 Summary 

This section has examined the important work that the therapist’s questions about 

feelings perform in therapy. Four extracts each show a different aspect of how the 

therapist’s questions work to make the client’s feelings an important and relevant topic 

for therapy. Through questions, the therapist demonstrates and ‘teaches’ the client that 

feelings are relevant for therapy by: 1) displaying that her prior, non-feelings talk was 

not an adequate response to enquiry, and directing her towards feelings-talk; 2) 

topicalising feelings-talk; 3) prioritising feelings-talk over other available topics; and 4) 

asking a question about feelings as a way of managing a problematic moment. The 

therapist’s questions work both prospectively and retrospectively to create and maintain 

the relevance of feelings for therapy. The questions display that feelings are a relevant 

next action following the client’s prior talk as well as ensuring that feelings are relevant 

as the second pair part to a question. 

 

Predominately, this section has focussed on the therapist’s questions as situated turns 

and examined how they function in their local environment. However, the therapist’s 

questions also have a rhetorical function. The questions create a particular 

characterisation of feelings for therapy. The therapist’s questions treat feelings as being 

explainable. Rather than treating feelings as things which are experienced by the client 
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and then reported on, the client’s feelings are treated as being available to be talked 

about, explored and examined together; in other words, explained and questioned. 

Personal experiences and feelings are generally treated as matters epistemically ‘owned’ 

by the experiencer (see Labov and Fanshel 1977; Pomerantz 1980; Peräkylä and 

Silverman 1991; Peräkylä 1995; Raymond and Heritage 2006). However, as the extracts 

in this section have shown, in therapy, the therapist’s questions treat the client’s feelings 

as available for questioning. 

 

Having established ways in which feelings are made relevant for therapy through the 

therapist’s questions, the chapter now turns to examine the client’s talk and how the 

client designs her talk about feelings in and for therapy.  

 

6.4 ‘Doing therapy’ through talking about feelings: examining the 

client’s feelings-talk 

In this section, I examine how the client designs her feelings-talk as a topic of talk and 

as a topic of talk for therapy. Doing ‘topical’ talk is not just a matter of content; it is 

how the talk is designed to be about something (Sacks 1992b: 19). When participants in 

therapy talk about feelings as a topic, it is not just a matter of feelings being included in 

their talk, it is a specific way of talking about feelings.  Nor is feelings-talk in therapy 

simply a matter of ‘catharsis’ – getting what is ‘inside’, i.e. feelings and emotions, ‘out’. 

Talking about feelings is an important way that the business of therapy is achieved 

interactionally. Through her talk about feelings, the client enacts her role as an active 

participant in (as opposed to a passive recipient of) therapy, particularly in the way she 

designs her talk about feelings to present herself as self-monitoring and objective. 

 



 312

Examining two extracts taken from a single session of therapy, I demonstrate some of 

the ways that the client designs her talk about feelings as a topic of talk for therapy. The 

two extracts are both taken from an extended stretch of talk in a single session (session 

83). Despite occurring so close together in time, feelings are used for quite different 

purposes in each extract. The two extracts exemplify how feelings can be used to 

achieve a range of tasks in and for therapy. In the first extract, I examine how the client 

discursively constructs and deconstructs depression by ‘weighing up’ her feelings, 

motivations, and knowledge about depression. In the second extract, I examine how the 

client uses feelings in her construction of a therapeutically relevant problem.  

 

6.4.1 ‘5ot wanting to face the world’: The client’s (de)construction of 

depression  

 
In CA and psychotherapy research, work has predominantly focussed on the therapist’s 

actions, for example, how the therapist’s formulations work to transform the client’s 

talk into the language of therapy (Davis 1986; Buttny 1996; Vehviläinen 2003; Antaki 

et al. 2004; Buttny 2004; Antaki et al. 2005a). Or, put another way, how through 

formulations the therapist “finds a psychological account in the client’s words” (Antaki 

et al. 2007: 175). However, in this section I show that the work of ‘providing 

psychological accounts’ and ‘putting things into the language of therapy’ is not only the 

domain of the therapist. Although the therapist, as the professional in the interaction 

with psychological training and experience, has expert psychological knowledge, he is 

not the only one who is able to talk about things in psychological or therapeutic terms. I 

show how the client is an active participant in the process of psychotherapy and in her 

own self-analysis. In the following extract, the client analyses her depression and 

possible motivations for it. I discuss how the client constructs depression as a problem, 

and how she demonstrates her competence as an active participant in therapy who is 



 313

capable of self-monitoring, self-evaluating, and objectivity reporting her personal 

experience.  

Extract 6.5 
[Session 83: 165-210] 

165 Cl:  °.hhh° (0.5) ↑YEa:h;=there’s even moments too where  

166    ~I:-~ I almost- (1.4) I almost sort of wanna run ↑awa:y 

167    into depression becau:se_ hh. .hh (3.0) 

168    then I don’t have to °~face the wo:rld.~° HHh 

169 Cl:  [ye(h)e(h)eah? 

170 Th:  [◦mm.◦ 

171 Th:  m[mm. 

172 Cl:   [it’s s(h)orta that ↑ba::d;  

173    .hhh ~but if I’m realistic¿~ 

174    (0.5) I don’t wanna do that. °y’know?° 

175 Th:  [m m m : .   ] 

176 Cl:  [°it’s like_°] I kno:w; (.) °ho:w_° .hhh  

177    (0.8) HORrible it is.= 

178     =I just think that uhm_ ((sniff)) 

179    (0.5) as it rece:des;  

180    it gets further (0.5) aw- away:; >y’know¿< 

181    the memory is:- is dulled I s’pose? 

182   (0.8) 

183 Th:  of the depression¿ 

184 Cl:  yea*::h.*= 

185 Th:  =mmm[::. 

186 Cl:      [I know it’s awfu:l¿  

187  (1.0) 

188 Cl:  I know it’s absolutely awful.  

189   (0.5) 

190 Cl:  when it’s happ’ning¿ 

191   (0.6) 

192 Th:  but one of the functions might be: to hide awa:y. 

193   (.) 

194 Cl:  ↑◦yea:h.◦ 

195   (0.8) 

196 Th:  °mmm:.° 

197   (0.7) 

198 Cl:  °yeah.° 

199   (1.0) 

200 Th:  [(        )   ] 

201 Cl:  [»I mean it’s«] definitely:;  

202   I’ve just noticed it a few times in the last week 

203    this impulse >to just< ~yea:h;=I just wanna crawl  

204    into bed; an:d not get up  

205    and not face the wo:rld; °and_~° 

206 Th:  give up.= 

207 Cl:  =((sniff)) HhaHh heh heh= 

208 Th:  =mmm:. 

209 Cl:  .hhh 

210   (0.8) 
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In extract 6.5, the client explores a possible motive for her depression. In the first few 

lines of the extract, lines 165-168, the client presents a self-disclosure: 

165 Cl:  °.hhh° (0.5) ↑YEa:h;=there’s even moments too where  

166   � ~I:-~ I almost- (1.4) I almost sort of wanna run ↑awa:y 

167    into depression becau:se_ hh. .hh (3.0) 

168    then I don’t have to °~face the wo:rld.~° HHh 

 

In the self-disclosure, the client ‘reveals’ a tentative ‘want’: ~I:-~ I almost- (1.4) I 

almost sort of wanna run ↑awa:y into depression (lines 166-167). Again, the talk shows 

the design features of a self-disclosure. It is a report of personal information in that it is 

a report of the client’s feelings: ‘wanting to run away into depression’. It is designed as 

significant information in the circumstances both through content and form. Depression 

is a serious mental illness and being depressed has been a severe and recurrent problem 

throughout the client’s life; identifying a possible attributing factor for depression is 

therefore significant information. The talk is also marked as delicate, for example, 

through hitches and perturbations: ~I:-~ I almost- (1.4) I almost (line 166), and 

becau:se_ hh. .hh (3.0)  (line 167); and mitigators ‘moments’ ‘almost’, and ‘sort of’ 

(lines 165-6). It is designed as volunteered information in that it is presented as 

additional information: there’s even moments too (line 165).  

 

‘Admitting’ or revealing to the therapist that she ‘almost sort of wants to run away into 

depression’ is a potentially problematic action for the client in therapy because it could 

jeopardise the client warranting treatment. In order to warrant receiving treatment, it is 

necessary for a client or patient to want to be well. Wanting to be depressed violates this 

requirement. By marking her feelings of wanting to run away into depression as 

delicate, and not formulated with certainty, the client avoids putting her feelings 
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completely and decisively ‘on the table’. The client’s want is constructed as only partial, 

and it leaves her with room to back away from it without contradicting herself.  

 

An important aspect of the client’s self-disclosure, which balances the difficulty of 

revealing therapeutically problematic feelings, is that the client identifies a possible 

explanation for wanting to be depressed: becau:se_ hh. .hh (3.0) then I don’t have to 

°~face the wo:rld.~° (line 167-168). By being able to identify, and explicitly reveal the 

reason for feelings that underlie a major problem, the client is presenting herself as 

actively doing therapeutic work. As such, the client’s identification of the motivation for 

her feelings counteracts the potentially problematic nature of the feelings themselves.  

 

After the client’s self-disclosure, the client produces a laugh particle and a response 

solicitation device: ye(h)e(h)eah? (line 169) in overlap with a quiet acknowledgement 

token by the therapist: ◦mm.◦ (line 170). The therapist produces another ‘mmm’ in 

overlap with the client’s account: it’s s(h)orta that ↑ba::d; (line172). The account 

characterises the extremity of the client’s situation. In other words, the client’s account 

indicates that her feelings of (almost sort of) wanting to run away into depression are 

due to the severity of her situation.  

 

As mentioned above, one of the benefits of formulating her feelings tentatively is that it 

allows the client to retreat from her statements. In lines 173-4 the client produces an in-

breath before initiating a contrasting, ‘realistic’ want: .hhh ~but if I’m realistic¿~ (0.5) I 

don’t wanna do that. Here, the client presents herself as being able to objectively 

appraise and reflect on her feelings. The therapist acknowledges this with an elongated 
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‘mmm’: mmm:.  (line 175) in overlap with the client initiating an explanation. The client 

accounts for her the discrepancies in her contrasting feelings:  

176 Cl:  [°it’s like_°] I kno:w; (.) °ho:w_° .hhh  

177    (0.8) HORrible it is.= 

178     =I just think that uhm_ ((sniff)) 

179    (0.5) as it rece:des;  

180    it gets further (0.5) aw- away:; >y’know¿< 

181    the memory is:- is dulled I s’pose? 

 

The client presents her knowledge of depression as ‘horrible’: [°it’s like_°] I kno:w; (.) 

°ho:w_° .hhh (0.8) HORrible it is.= (lines 176-177). The client emphasises the words 

‘know’, ‘horrible’ and ‘is’ and orients to accounting for her ‘realistic’ want (or ‘not 

want’). The utterance also projects an upcoming counter-account which she provides in 

lines 177 to 181:  =I just think that uhm_ ((sniff)) (0.5) as it rece:des; it gets further 

(0.5) aw- away:; >y’know¿< the memory is:- is dulled I s’pose?. The client provides 

accounts for both wanting and not wanting to run away into depression. Her account for 

her ‘realistic’ want (i.e. not wanting to run away into depression) is based on her 

‘knowledge’ of how ‘horrible’ depression is. Yet, despite ‘knowing’ how horrible it is, 

she has already said that there are moments when she nevertheless ‘almost sort of wants 

to run away into it’. The client reconciles these opposing wants by drawing on notions 

of ‘memory’: as it rece:des; it gets further (0.5) aw- away:; >y’know¿< the memory is:- 

is dulled I s’pose? (lines 179-181). After a 0.8 second pause, the therapist initiates a 

repair sequence: of the depression¿ (line 183), offering a candidate understanding for 

confirmation. The client confirms this: yea*::h.*= (line 184), and the therapist then 

provides an immediate acknowledgement token: =mmm[::.(line 185).  

 

Other-initiated repairs can function as vehicles for disagreement, or disalignment (e.g. 

Drew 1997; Schegloff 1997 ). Preferred responses are typically given immediately, 

whereas dispreferred responses are routinely delayed (Pomerantz 1984). Producing a 
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repair initiator is one way to delay providing a response as it initiates a new sequence. 

Once the client has confirmed the therapist’s candidate understanding, the therapist does 

produce an immediate acknowledgement token. However, the client orients to the 

potential ‘dispreferred-ness’ of the therapist’s repair and displays her understanding of 

what the potential trouble was by re-asserting her knowledge of depression as 

undesirable. The client’s reformulates her assertion of her knowledge of depression as 

‘horrible’ as: I know it’s awfu:l¿ (line 186). However, the therapist does not 

acknowledge the client’s restatement and there is a long 1 second pause.  The client then 

upgrades her formulation: I know it’s absolutely awful. (line 188), which again does not 

receive uptake from the therapist, this time for 0.5 seconds, before the client adds an 

increment (Ford, Fox  and Thompson 2002): when it’s happ’ning¿ (line 190). After a 

0.6 second pause, the therapist produces a reformulation of the client’s earlier words: 

but one of the functions might be: to hide awa:y. (line 192).  

 

In lines 201-5, the client gives an addendum to further clarify her feelings to the 

therapist: 

201 Cl:  [»I mean it’s«] definitely:;  

202   I’ve just noticed it a few times in the last week 

203    this impulse >to just< ~yea:h;=I just wanna crawl  

204    into bed; an:d not get up  

205    and not face the wo:rld; °and_~° 

206 Th:  give up.= 

207 Cl:  =((sniff)) HhaHh heh heh= 

208 Th:  =mmm:. 

 

Here, the client presents herself as the experiencer of feelings. Her wanting to ‘crawl 

into bed, and not get up and not face the world’ is an impulse that she has noticed. In the 

final ‘chunk’ offered by the client, she presents the evidence for her prior self-analysis 

by giving a three part list: 1) I just wanna crawl into bed; (lines 203-204); 2) an:d not 

get up (line 204); and 3) and not face the wo:rld; (line 205). She then gives a quiet ‘and’ 
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with level intonation, and the therapist offers a candidate completion: give up.= (line 

206).  

 

In extract 6.5, the client does considerable work to demonstrate her active role as client 

in therapy. She works to demonstrate her knowledge of depression as bad (i.e. ‘horrible’ 

and ‘awful’), but nevertheless as something which may serve a purpose. The example 

shows how mental and cognitive concepts such ‘wanting’, ‘knowing’, ‘memory’, 

‘noticing’, and ‘impulse’ are used discursively in therapy in the practical management 

of therapeutically relevant activities such as disclosing, explaining, and accounting. The 

client ‘discloses’ an undesirable or problematic ‘want’ (‘wanting to run away into 

depression’), which is also utilised in her accounting and explaining of her depression. 

Through these activities, the client manages multiple, sometimes competing, aspects of 

her role as a client. The client is demonstrably participating as a client in therapy by 

talking about and disclosing her feelings and examining them ‘objectively’. She talks 

about her feelings as objects for therapy by treating them as things that can be thought 

about: I just think that uhm_ (line 178); be realistic about: but if I’m realistic¿~ (line 

173); and be noticed, I’ve just noticed it a few times in the last week (line 202). The 

client produces a self-disclosure and reveals that she sometimes ‘almost sort of wants to 

run away into depression’. However, wanting to be depressed, or choosing to be 

depressed, is something the client could be held morally accountable for. She is in 

therapy to ameliorate problems like depression; ‘wanting’ to be depressed potentially 

jeopardises her role as a willing or deserving recipient of therapy (see Parsons 1975). 

By creating a contrast between her wanting to run away into depression and her 

‘realistic’ wants – informed by her knowledge of how awful depression is – the client 

works to prevent her disclosure from threatening her ‘right’ to therapy. The client 

demonstrates her commitment to the therapeutic process by performing therapeutic 
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tasks – disclosing her feelings, even if they are potentially problematic; and objectively 

and honestly examining her own feelings, motivations, and problems.  

 

6.4.2 Designing a story for therapy: the relevance of feelings 

The final example in this chapter is a long extract which again shows how feelings are 

used by the client to manage and demonstrate her role as a client in therapy. In the final 

example, the client tells a story as part of her update. In this story, the client talks about 

her feelings and her experience of going for her motorcycle licence test. I examine how 

the client demonstrates that her story is about feelings, as opposed to being a story about 

her licence test; and how the client talks about her feelings objectively.  Finally, I 

briefly consider the therapist’s response to the client’s story – how he demonstrates his 

understanding of what the story is about, and his formulation which transforms the 

client’s characterisation of her feelings as unwarranted and surprising to an alternative 

characterisation of her feelings as justifiable and understandable.  

 
Extract 6.6 
[Session 83: 218-319] 
218 Cl:  °I’m a bit° (.) ~teary °an’~° hhhh 

219    ch(h)oked up ~at the mo(h)ment;  

220    °which I’m surprised at too.~ ° ((sniff)) 

221    ~u:hm_ ~ (0.6)  

222 Th:  °you’re su:rpri:sed abo[u:t; ° 

223 Cl:                         [↑YEA:H; ~I just-~ 

224    (.) ~°I thought I was a lot more stable°  

225    (a(h)nd that’s wh(h)at I f(h)ee:l) right this second.~ 

226    ((sniff)) (0.6) ~U:hm_~ (1.5) ((°sniff°)) 

227   (0.9) 

228 Th:  >so you’ve- it< sounds like you’ve been  

229    holding off these feelings. 

230   (1.0) 

231 Cl:  >yeah; I suppose so. < HHh[hh 

232 Th:                            [Mmm. 

233   (1.0) 

234 Cl:  .hh ~I mean, I had to do my pees on the week↑end¿ 

235    my pee uhm (0.7) ((°sniff°)) test  

236    for the motorbike.~ 

237   (0.5) 
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238 Th:  o:h. 

239 Cl:  ~and I’ve been ↑not at a:ll worried about it.  

240    (0.3) until: saturday came ‘round; 

241    saturday_ (0.4) tk.hhhh I’s ↓just  

242    S:O nervous; which, ↑»y’know« I’ve been riding  

243    for yea:rs_↑ (.) I know I can do it.  

244    .hhh ~but uhm_~ (1.4) ((sniff)) 

245    ↑yea:h; it’s just- it’s like ne:rves I get when  

246    I’ve gotta public speak.~ 

247   (0.5) 

248 Cl:  °uhm:_°= 

249 Th:   =mmm. 

250 Cl:  and it was really debilitating.  

251    I went out saturday morning to practice  

252    on the course out at satchwell;  

253 Th:  [mmm. 

254 Cl:  [((sniff)) 

255   (0.5) 

256 Cl:  ~and I got John to come ou:t_  

257    so he could watch; (0.6)  

258    make sure I wasn’t going over any of the lines.  

259    ((sniff)) 

260   (0.7) 

261    >and it got to the point< I was shaking; y’know? 

262   °I was just- °~ 

263 Th:  °mm[m.° 

264 Cl:     [actually that was after he’d said  

265    (0.4) could he try: an emergency brake. ((sniff)) 

266    and he got on the bike, (1.0) 

267    with none of the gear on,  

268    no helmet_ anything, 

269    ((sniff)) 

270    pair of shorts and a t-shirt; >or singlet<  

271    ((sniff)) 

272    and he uhm (0.9) ((sniff)) 

273    and he decided to see how fast  

274    he could do an emergency stop.=  

275     =and he dropped the bi:ke. hhh. 

276 Th:  mmm:. 

277 Cl:  ((blows nose)) which freaked me out  

278    coz I then (0.4) I was worried that (1.3) something  

279    would be broken y’know?= 

280    =>and I had to do the test on my bike.< 

281 Th:  [mmm. 

282 Cl:  [((sniff))  

283    ~↑yeah. ~ .((sniff)) and I mean I got there  

284    and I was-  

285    ~as soon as the instructor saw me you know  

286    he asked me what was wrong and I said oh n(h)othing  

287    I’m just nervous y’know¿~ ((sniff)) 

288 Th:  mmm. 

289 Cl:  and I ↑passed, I didn’t lose a point. 

290   (0.9) 
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291 Cl:  hhh huhh. 

292 Th:  >so there you go.< 

293 Cl:  huh huh huh [huh 

294 Th:              [all that- all that anx(h)iety was_  

295    [(for nothing.) 

296 Cl:  [ye(h)e(h)e(h)ah heh heh heh 

297 Th:  hih huh huh hh 

298 Cl:  and that’s the ↑thi:ng? that_  

299    I can sit there and go 

300    oka:y¿ I know I can do this,  

301    I know there’s no reason to be nervous, 

302    but I am anyway. 

303 Th:  so it’s when you’re doing something in front  

304    of other people [who might be judging you. 

305 Cl:                  [yeah. 

306 Cl:  ↑yeah; yeah.  

307 Th:  mmm. 

308 Cl:  ~very much so. I’m on my own little problem.~ 

309 Th:  [mmm. 

310 Cl:  [yeah. 

311 Cl:  hhh. 

312   (0.9) 

313 Cl:  ~u:hm_~ (0.9) yea::h. >and I just-<  

314    really surprised  

315    about how nervous I was. 

316   (1.7) 

317 Th:  [°yeah° 

318 Cl:  [>coz I just feel like I shouldn’t have been.< 

319 Cl:  ((sniff)) 

 

Starting in line 234, the story that the client produces in extract 6.6, is made relevant to 

the task of ‘doing’ therapy through the sustained focus of feelings throughout the story. 

The feelings-focus in the story is accomplished by: 1) being introduced as topically 

relevant to feelings-talk; 2) both participants demonstrating their understanding of the 

‘point’ of the story as being about feelings; 3) the story being closed by the client re-

iterating the same feelings that made it relevant to begin with; and 4) the client’s ‘co-

selection’ of feelings terms such as ‘nervous’, ‘worried’, ‘nerves’, and ‘freaked out’ 

throughout the body of the story. Firstly, I examine how the client introduces the story 

and indicates its topical relevance to the environment from which it emerges. I then 

examine how the feelings terms are employed in the story, and how feelings are talked 

about for therapy. 
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6.4.2.1 Producing a feelings-relevant story 

The story produced in extract 6.6 is ‘touched off’ by feelings-talk. The participants have 

been talking about feelings, for example, the client has provided story a description of 

her current emotional state: ◦I’m a bit◦ (.) ~teary °an’~° hhhh ch(h)oked up ~at the 

mo(h)ment; (lines 218-219), followed by an evaluation of it: ◦which I’m surprised at 

too.~◦ (line 220). The therapist topicalises her ‘surprise’: ◦you’re su:rpri:sed abo[u:t;◦ 

(line 222), and the client responds: ↑YEA:H; ~I just-~ ~◦I thought I was a lot more 

stable◦ (a(h)nd that’s wh(h)at I f(h)ee:l) right this second.~ (lines 223-224). The client’s 

talk is marked with signs of ‘upset’, including quieter talk, aspiration pulses71 and 

tremulous voice. This is further followed by sniffs, and pauses, and a tremulous ‘uhm’ 

in line 226. In line 228, the therapist offers a formulation: >so you’ve- it< sounds like 

you’ve been holding off these feelings.  After a one second pause, the client offers a 

modified agreement: >yeah; I suppose so. < (line 231) before initiating her story in line 

234: .hh ~I mean, I had to do my pees on the week↑end¿.72 Using I mean, (line 234) the 

client designs her story as a modification of something in the prior talk (Fox Tree and 

Schrock 2002). I mean foreshadows that the client’s upcoming talk may be non-

minimal, and indicates firstly, that it is linked to the prior talk, and secondly, how it is 

linked, i.e. as a modification/expansion.  

 

The work that I mean does to link the story preface to the prior talk is vital as it provides 

information to the therapist about how the story is to be heard and it creates a basis for 

                                                 
71 It is not clear from the tape whether the aspiration pulses are laughing or crying. While it may seem that 

crying would be more likely in an environment of ‘upset’, laughter can be produced in talk about troubles 

as a way of demonstrating ‘troubles-resistance’ (Jefferson 1984a).  

72 The licence test is for the client’s provisional motorcycle licence – ‘P plates’ 
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the story to be introduced here and now. By linking the story to the prior talk, the story 

is hearable as being about feelings. It proposes that even though the preface: I had to do 

my pees on the week↑end¿ is not clearly about feelings, the story will not be over until a 

feelings-relevant climax has been reached. The participants’ understanding of this is 

revealed at the end of the story when both demonstrate their understanding of the point 

of the story. The therapist displays his understanding by producing an upshot 

formulation (Heritage and Watson 1979): all that- all that anx(h)iety was [(for nothing.) 

(lines 294-295), while the client articulates the pertinent ‘thing’ about her story: and 

that’s the ↑thi:ng? that_ I can sit there and go oka:y¿ I know I can do this, I know 

there’s no reason to be nervous, but I am anyway. (lines 298-302). As in extract 6.5, 

here in extract 6.6, the client constructs a distinction between her feelings and what she 

rationally ‘knows’, this time using a ‘reported private thought’ format (Barnes and Moss 

2007): I can sit there and go oka:y¿ I know I can do this, I know there’s no reason to be 

nervous. She thus presents her nervousness as irrational, unnecessary and unfounded, 

and then, as something that she is not able to stop: but I am anyway,. 

 

How the story was a relevant modification as proposed by I mean (line 234) is made 

explicit by the client in lines 313-315:  ~u:hm_~ (0.9) yea::h. >and I just-< really 

surprised about how nervous I was.  By repeating the word ‘surprise’, and the notion of 

being surprised about her feelings, the client shows that the story was topically relevant 

to the prior feelings-talk: ◦I’m a bit◦ (.) ~teary °an’~° hhhh ch(h)oked up ~at the 

mo(h)ment; ◦which I’m surprised at too.~◦ (lines 218-220).   

 

In summary, the story is set-up as and understood to be a story about feelings in the way 

it is introduced and concluded.  The client sets up the story as a modification of 

feelings-talk by initiating the story with I mean. After the story, she reiterates prior talk 
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of being ‘surprised at her own feelings’ to direct the therapist to an earlier point in the 

interaction and explicitly show that the story was topically relevant. Both the therapist 

and the client demonstrate their understanding that the point of the story was to illustrate 

that the client’s nervousness about her motorcycle licence test was not warranted.   

 

6.4.2.2 Talking about feelings for therapy 

Having established that the story is produced and understood to be a story about 

feelings, I now turn to the body of the story to examine how feelings are talked about, 

and what it is about them that is particularly relevant to therapy. In therapy, talking 

about feelings is crucial to the business of therapy. However, talking about feelings in 

and for therapy is not just a matter of bringing them into the content of the talk; rather, 

feelings are talked about in particular ways. In the current data, the client talks about her 

feelings objectively by talking about them as things which she herself can identify and 

monitor. The therapist treats the client’s feelings as having an effect on the client, and as 

having causes which need to be identified. This section explores how feelings are talked 

about for therapy.  

 

Let us consider for a moment how feelings can become a topic of talk. One of the 

numerous aspects Sacks (1992a; 1992b) examines regarding the organisation of topic in 

talk is how participants do ‘topical’ talk. Talking ‘about something’, for example, 

‘talking about cars’, or ‘talking about feelings’, is not just a matter of producing talk 

about that ‘something’, it is how it is talked about.  In Sacks’ (1992b: 19) example of 

‘talking about cars’, he explains “how you talk about cars when you’re ‘talking about 

cars’ is distinctive from how you talk about cars when  you’re ‘talking about’ something 

else”. To produce topical talk, participants ‘co-select’ the descriptors – the words which 

carry the story – by reference to one another, and co-select them to characterise the 
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thing being talked about in a certain way. For example, in a story about a car wreck, the 

co-selection of words such as ‘drove’, ‘smashed’, ‘wreck’, ‘on the way home’, is 

different to the co-selection of terms utilised when what is being done is ‘talking about 

cars’, for example: “‘There was this 1964 Chevrolet convertible, olive green with black 

upholstery’” (Sacks 1992b: 19), even though cars are being talked about in both cases.  

 

In extract 6.6, the story is designed to be about feelings as a topic of talk for therapy. 

The client’s co-selection of emotion terms: worried (line 239), nervous (line 242, 287, 

310, 315), ne:rves (line 245), shaking (line 261), and freaked me out (line 277) 

characterise her in the story as having negative feelings. The client designs her story for 

therapy by constructing these negative feelings as unexpected, unwarranted, extreme, 

out of control, and problematic. For example, in line 239 the client creates a context for 

hearing her nervousness about her licence test as out-of-the-ordinary by producing a 

baseline against which it can be compared: ~and I’ve been ↑not at a:ll worried about it. 

Here, the licence test is constructed as having been expected and unproblematic for the 

client. This is contrasted with her feelings on the day of the test:  Saturday_ (0.4) 

tk.hhhh I’s ↓just S:O nervous; (lines 241-242). The client portrays the strength of her 

feelings through the loud, stressed ‘so’ and stress on ‘nervous’. The feelings are 

presented as problematic as they are unexpected and irrational. While nerves could be 

expected and reasonable if she were inexperienced or unprepared for the test, she has 

been riding for yea:rs_ and rationally she ‘knows she can do it’ (lines 242-243). By 

invoking a ‘norm’ of nervousness, the client discursively builds her feelings as out-of-

the-ordinary, and thus, problematic (see Edwards 1994). 

 

The problematic nature of the client’s nervousness is also constructed through her 

comparison with her nerves in another situation, ‘public speaking’: it’s just- it’s like 
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ne:rves I get when I’ve gotta public speak. (lines 245-246). By providing another 

situation in which she feels these ‘nerves’, the client expands the scope of the problem 

so that it is not heard as only a local, one-off instance, but as a more generalised 

problem she has which also affects other areas of her life. Additionally, the client 

describes her feelings as really debilitating (line 250). The use of the word ‘debilitating’ 

carries quasi-medical connotations and helps to characterise her feelings as serious, 

extreme, and as a substantial impediment to her normal functioning.   

 

The climax of the story, and I ↑passed, I didn’t lose a point. (line 289) confirms the 

client’s ‘rational’ contention that she is a capable rider.  Her success in the test of ‘not 

losing a point’ works as evidence that she was indeed prepared for the test and in no 

danger of failing, and thus, had no need to be nervous. The ‘moral’ of the story is 

demonstrably understood by the therapist in his formulation: all that- all that anx(h)iety 

was [(for nothing.) (lines 294-295). The client endorses the therapist’s formulation 

ye(h)e(h)e(h)ah (line 296), before presenting her own version of the point of the story: 

and that’s the ↑thi:ng? that_ I can sit there and go oka:y¿ I know I can do this, I know 

there’s no reason to be nervous, but I am anyway. (lines 298-302). The client’s 

formulation presents the therapist with a generalised, therapeutically relevant ‘puzzle’: 

her nervousness (not only in relation to the licence test, but in general) is problematic 

because it is not ‘rational’: she knows she can do something, so there is no reason to be 

nervous, yet she still is.  

 

The client’s description of her nervousness in going for her licence test is constructed as 

a ‘breach’ to what could be normatively expected in such a situation (see Edwards 

1994). As someone who has years of riding experience, and who ‘knows’ she ‘can do 

it’, having ‘debilitating’ nervousness is constructed as anomalous and surprising. Such 
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‘breach formulations’ require accounts (Edwards 1994: 216-9) and the ‘puzzle’ the 

client presents to the therapist is that her nervousness cannot be accounted for. By 

presenting her feelings as unwarranted and unexplainable, the client’s presents her 

nervousness in this situation as pathological.  

 

The therapist’s formulation, so it’s when you’re doing something in front of other 

people [who might be judging you. (lines 303-304), offers an alternate description of the 

situation, one in which the client’s feelings are reasonable and ordinary. The therapist’s 

formulation draws a common feature out of the two situations presented by the client –  

the licence test and public speaking – to generalise that the problem of nervousness 

arises in situations in which the client may be being judged. The formulation changes 

the description of the event from a ‘breach formulation’ to a ‘script formulation’, where 

the event is presented as ordinary and routine. Edwards writes: 

In just the way that breach formulations describe actions such that they require 
accounts, script formulations can be ways of formulating actions to achieve the 
opposite, to make them perfectly normal, what everybody or anybody would do, as 
routine, not needing any special account. 

(Edwards 1994: 217) 

By reformulating the description of the event from something like ‘being nervous 

despite being adequately prepared for her test’ to ‘being nervous in a situation where 

people may be judging her’, the therapist transforms her nervousness from being undue 

and irrational to being a normal and reasonable reaction to being judged. Shifting the 

event description from breach to script formulation through the formulation does not 

diminish or dismiss the client’s experienced feelings of nervousness, worry, and 

anxiety; it does, however, reformulate the cause of the feelings. Furthermore, it 

identifies a generalised cause for her feelings. The client’s feelings of nervousness are 

recast as being the result of being judged instead of being an unwarranted reaction to the 

specific situation of the licence test. The client’s feelings are thus transformed from 
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being formulated as unwarranted, and unexplainable to being ‘understandable’ in the 

circumstance of being judged.   

 

In this section, I have examined how the client uses feelings-talk in her active role as a 

participant in psychotherapy. Therapeutic goals, such as seeking to identify underlying 

causes and motivations for the client’s problems, examining the client’s feelings, 

constructing problems in terms of feelings, and connecting different domains of 

experience (e.g. nerves during the licence test compared with public speaking), are not 

accomplished solely by the professional in therapy. The extracts examined here show 

that the client is a proficient user of therapeutic ‘language’. Using feelings-talk, the 

client plays an active role in her own therapy, working to present herself as capable of 

objectively self-monitoring, and examining her own behaviour.  

 

6.5 Conclusion 

Feelings and emotions play a key role in psychotherapy. Specifically, talking about 

feelings and emotions is a fundamental part of ‘doing therapy’. This chapter has 

explored ways in which participants in psychotherapy construct the salience, value and 

utility of feelings-talk for therapy. It has also examined how the business of therapy is 

conducted through talk about feelings. Successfully eliciting feelings-talk from the 

client is a task which the therapist can achieve through asking questions about feelings. 

However, questions are also responsive to, and are locally occasioned by the prior talk. 

Examining data extracts, I showed how the therapist’s questions function both 

prospectively and retrospectively in their sequential environment to create and maintain 

the relevance of feelings-talk for therapy. Through questions, the therapist demonstrates 

and ‘teaches’ the client what sort of talk is relevant by displaying that a prior response 
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was not sufficient and directing the client’s talk specifically to talking about feelings. 

He demonstrates the salience of feelings by treating them as a memorable topic from a 

prior session and a topic worthy of further talk. Through questions, the client’s feelings 

are topicalised for further talk, and prioritised over other potential topics. Finally, I 

showed an example in which the therapist uses a question about feelings as a way of 

managing a potential challenge from the client. Dealing with a potential problem with a 

feelings-talk question allows the therapist to accomplish the institutional goals of 

therapy and to enact his role as therapist by maintaining the focus of talk on the client, 

‘doing’ being non-judgemental, treating the client’s turn as non-problematic, and 

staying in the problem space.  

 

The way that the client uses feelings-talk to accomplish the tasks of therapy was also 

examined. Taking two examples from a single session, the extracts exemplified that 

feelings can be used for diverse interactional functions. In the first extract, I showed 

how the client presents herself as taking an active role in therapy in the way that she 

(de)constructs her feelings about wanting to ‘run away into’ depression. Through 

feelings-talk, the client accomplishes therapeutically relevant tasks including self-

disclosure, and examining problems and feelings for their causes and motivations. The 

client demonstrates her role as a client who is capable of monitoring and examining her 

feelings and her own personal experience objectively.  

 

The final extract showed how the client designs a story for therapy using feelings-talk. 

The client sets her story up as being about feelings both in the way it is initiated and the 

way feelings are talked about within the telling. The work of therapy can be seen in 

action by examining how feelings are talked about in extract 6.6. The client presents her 

feelings to the therapist as a relevant problem for therapy by designing her story as a 
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‘breach’ formulation (Edwards 1994). Throughout the story, the client builds a 

description of her feelings of nervousness and worry as extreme and unwarranted, and 

therefore, problematic and pathological. In response, the therapist uses a formulation to 

offer an alternate description of the client’s feelings – a description in which the client’s 

feelings are presented as understandable and rational.  This chapter has shown how 

participants utilise talk about feelings to accomplish institutional goals of 

psychotherapy. As such, this chapter has demonstrated that an important way that these 

participants talk psychotherapy ‘into being’ is in and through their talk about feelings. 
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Chapter Seven 
 

Conclusion 
 

7.0 Introduction 

This thesis has shown how participants in psychotherapy manage the core institutional 

task of talking about the client’s personal experience. By examining the sequential 

organisation of talk at the beginning of therapy sessions, and the organisation and 

design of topic talk in and for therapy, I have shown how participants orient to and 

construct the relevance of the client’s personal experience for psychotherapy. It is 

through the participants’ orientation to, and accomplishment of, talking about the 

client’s personal experience that the session of psychotherapy is interactionally ‘talked 

into being’.  By examining the interactional resources that the participants employ to 

negotiate their move into talk about the client’s personal experience at the beginning of 

sessions and how the participants orient to the relevance of the client’s feelings for 

therapy, I have shown how the participants enact their institutional roles and the 

institutional goals of therapy. In this concluding chapter, I summarise the findings of 

this thesis, discuss the potential for these findings to inform psychotherapy practice, and 

discuss the ways in which this research makes a valuable contribution to the study of 

CA and psychotherapy. Finally, I discuss limitations of a study such as this and 

highlight directions for further investigation. 

 

7.1 Summary 

This thesis has shown how talking about the client’s personal experience can be 

interactionally accomplished by participants in psychotherapy.  By examining how this 
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core feature of psychotherapy was interactionally accomplished by these participants, I 

have revealed some of the key aspects of the institutionality of psychotherapy talk. I 

explored how and when the client and therapist managed to begin talking to each other 

as client and therapist; how they reconstructed and (re-)established their relationship at 

the start of sessions; how they established their speakership roles; how and when they 

worked their way into topic talk; what sorts of things they treated as relevant to talk 

about in therapy and how they talked about them.   

 

I have examined the construction and enactment of the institutionality of psychotherapy 

from two perspectives: a sequential perspective, and a topic organisation and design 

perspective. Chapters three, four, and five examined the sequential organisation of the 

early stages of sessions – the opening, the session initiation sequence, and updates 

respectively – through which the participants gradually established the relevance of, and 

began talking about, the client’s personal experience. Chapter six then focussed on how 

a specific and important aspect of the client’s personal experience – the client’s feelings 

– was talked about in and for therapy. Throughout all of the data chapters, the relevance 

of sequential organisation and topic organisation and design was highlighted.  

 

The beginning of any interaction is a massively important site for accomplishing 

relationship work. At the start of every interaction, participants re-establish who they 

are to each other, establish what type of interaction they will engage in on this occasion, 

negotiate what they will talk about, who will introduce the first topic of talk, and orient 

to and manage the time since their last meeting. By examining the early stages of 

psychotherapy sessions, this thesis has shown how these participants in therapy 

managed the complex tasks involved in reconstituting their relationship and starting to 

talk about the client’s personal experience.  
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Each of the three activity stages – openings, session initiation, and updating – that the 

participants progressed through at the beginning of therapy sessions was associated with 

distinct tasks. During therapy openings, examined in chapter three, the participants 

managed the transition from not talking at all to a point at which the business of therapy 

– talking about the client’s personal experience – could relevantly and appropriately 

begin. Chapter three showed the opening to be comprised of three activity phases: 1) 

establishing co-presence; 2) ingress – the task of entering and settling into the 

consultation room; and 3) initiating the session.  

 

I showed that co-presence was verbally established in the current data through an 

exchange of greetings. I also highlighted asymmetry in the participants’ use of address 

terms whereby the therapist addressed the client by name, but the client did not 

reciprocate. I proposed that therapist’s use of the client’s name functioned as a display 

of recognition.  By displaying his recognition of the client, the therapist indexed his 

recognition of their specific relationship as client and therapist. Through his use of her 

name, the therapist demonstrated that he recognised the client, and by doing so 

implicitly claimed his knowledge of, and access to, her personal history – the 

knowledge that distinguishes her from everyone else.   

 

Having established co-presence, the participants then undertook the activities of ingress.  

I showed that silence, chat and the production of non-speech sounds were ways that the 

participants could be seen to be oriented to the relevance of completing the activities of 

ingress – such as entering the room and taking their seats – before moving to initiate the 

session and talk about the client’s personal experience. Not talking and chat were seen 

to perform important interactional functions in the overarching phase of openings in that 

they allowed the participants to negotiate where therapy talk could appropriately begin. 
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Given that therapy is an institutional setting in which the client is expected to discuss 

personal details, initiating the session before or during room entry would leave the client 

in the vulnerable position of revealing personal details before the privacy and 

confidentiality of the consultation room had been established. Additionally, while they 

are entering the room, the participants undertake activities which compete for their 

attention, for example, walking, closing the door, arranging any belongings they have 

with them, and sitting down. While the participants were completing these actions, they 

were not fully engaged with one another, and in particular, the therapist was not 

positioned as a fully available recipient.  I showed that through not talking and chat, the 

participants effectively ‘blocked’ the emergence of personal talk until the privacy of the 

consultation room and the therapist’s availability as a recipient was established.  

 

The final activity phase of the opening was initiating the session. Here, the participants 

negotiated the beginning of the business of the session, negotiating how, when, and who 

would initiate the move into the session proper.  Recurrently, the initiation of the 

session was achieved by the therapist asking a topic initiating question, typically a ‘how 

are you’-type question. However, I showed that, despite their shared history and the fact 

that, in the past, the client had never begun to talk about herself before the therapist had 

posed an initiating question, the negotiation of who will initiate topic talk in this 

institutional setting was persistently a complex matter for participants. I argued that part 

of the complexity of initiating the session proper was due to participants’ opposing 

attributions of whose role it is to initiate topic talk. In institutional settings, it is typically 

the institutional representative who initiates the business of the interaction. However, an 

objective of some therapeutic models is to allow the client to initiate topic talk about 

whatever she or he wants, and to not direct the talk, for example, by asking a question. 

In chapter three, I discussed the therapist’s use of second greetings and suggested that 
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these acted as candidate initiations but were not treated by the client as sufficient to 

initiate the session because they did not solicit talk from her. While the therapist’s use 

of second greetings marked a point in the interaction as a beginning, the client did not 

treat the space following the exchange as a place for her to relevantly self-initiate talk 

about herself; the client recurrently ‘waited’ for the therapist to ask a question which 

made her personal experience a relevant topic of talk. By ‘waiting’ for the therapist to 

initiate the session with a question, the client treated the task of initiating the session as 

belonging to the therapist. 

 

As shown in chapter four, the therapist’s session initiating question was the first turn of 

the session initiating sequence. The session initiating sequence was an expanded topic 

initiation sequence which allowed the participants to collaboratively and incrementally 

work their way into topic talk. The session initiation sequence was composed of three 

turns at talk: 1) the therapist’s initiating question; 2) the client’s minimal initial 

response; and 3) the client’s subsequent elaborated response. 

 

The therapist in the current data typically used a ‘how are you?’-type question to initiate 

the session. Detailed analysis in chapter four showed that ‘how are you?’-type questions 

are particularly well suited for initiating the session and accomplishing the goals of 

psychotherapy as they can work to establish the client’s personal state as a relevant 

topic of talk, and, in doing so, can position the participants in relation to one another in 

institutionally relevant ways. ‘How are you?’-type questions are potentially topic-

initiating questions, and as such, can provide a space for extended talk from the 

recipient. The therapist’s ‘how are you?’-type questions (potentially) projected the 

client into the role of producer of extended topic talk. At the same time, the questions 

positioned the therapist as an available recipient to the client’s talk. In this way, the 
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therapist’s session initiating ‘how are you?’-type questions worked to: a) propose the 

relevance of the client’s personal state as a topic of (extended) talk; b) establish the 

speakership roles of the participants whereby the client was positioned as the speaker 

and the therapist as the recipient of the client’s talk; and, c) establish the participants’ 

institutional roles whereby it was the client’s role to talk about herself and the 

therapist’s role to listen to the client’s talk.  

 

However, despite being potentially hearable as topic-initiating questions, ‘how are 

you?’-type questions can also be treated as ‘everyday’ opening enquiries which project 

only minimal responses. I showed that while this ambiguity can be interactionally 

problematic, it was also a resource which the participants utilised to achieve 

interactional goals.  

 

In order for the institutional work of dealing with the client’s personal experience to be 

undertaken, it is necessary for the client to talk about her personal experience. An 

interactional problem that the participants have to negotiate at the beginning of 

psychotherapy sessions is where (both interactionally and spatially) and how such talk 

can appropriately begin. In chapter four, I showed that the ambiguity of ‘how are you’-

type questions was a resource utilised by the participants to manage this delicate task.  

The ambiguity was utilised by the therapist in that ‘how are you?’-type questions are 

not too directive – they do not put the client ‘on the spot’ whereby she had to provide 

personally revealing information immediately as a response. The ambiguity was utilised 

by the client in that she could give a legitimate answer to the question without revealing 

personal information in the first available interactional ‘slot’. I demonstrated that the 

client designed her responses to the therapist’s initiating questions to manage issues of 

topic priority. 
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Topics presented early in an interaction have a special status (Schegloff and Sacks 

1973), and are potentially hearable as urgent or important. As such, the positioning of 

talk about personal information, particularly troubles-talk, is interactionally important 

and has possible implications for interpretations of the speaker’s character. In long-term 

therapy, presenting an ‘important’, ‘urgent’, or ‘high priority’ topic or problem in every 

session could leave the client vulnerable to being negatively characterised as a 

‘whinger’ or ‘complainer’ (see Edwards 2005). The social role of ‘being a client’ is, 

therefore, a delicate role to balance. In order to warrant receiving treatment, the client 

has to demonstrate her commitment to getting better. Presenting an urgent problem 

every session, or being hearable as someone who is always in a ‘bad state’, could 

jeopardise the client’s right to treatment as she could potentially be heard as not 

improving, or as someone ‘wallowing’ in her troubles and not being committed to 

getting better. However, deserving treatment also requires the client to demonstrate that 

she has problems that warrant treatment and that she is complying with, and committed 

to, treatment. In psychotherapy, where the talk between client and therapist is the 

treatment, participation in therapy involves the client being willing to talk about herself 

and to talk about her problems. The client needs to strike a balance between these 

competing demands. An important finding from chapter four is that the client utilised 

the ambiguity of the therapist’s ‘how are you?’-type question to strike this balance and 

manage issues of topic priority. The session initiation sequence, as an expanded topic 

initiation sequence, allowed the participants to gradually and collaboratively move into 

topic talk, and specifically troubles-talk. I showed that collaborative, incremental nature 

of the session initiation sequence was a way for the client to ensure that that personally 

revealing talk was delivered at an appropriate place in the session, and delivered to a 

confirmed recipient.   
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In chapter five, I presented updates as activity structures which were comprised of 

multiple tellings, called ‘instalments’, each of which was a telling introduced with a 

time reference. In the data, instalments were presented by the client; however, aspects of 

the tellings could be picked up and topicalised for further talk by the therapist. This 

means that updates were not necessarily single, uninterrupted tellings, and that, within 

an update, instalments may not be sequentially adjacent. In chapter five, I showed that 

time references were strong binding devices (see Sacks 1986) which played an 

important organisational role in updates as they allowed instalments to be heard as 

component parts of the ongoing activity of ‘updating’. Through time references, 

instalments could be heard as related to each other, and to the update as a whole. Time 

references have an inherent order, provided by their chronology, and this order was used 

to provide order for the instalments.  Even though instalments could be separated from 

one another by intervening talk, time references were strong enough binding devices to 

indicate that the client was resuming the update, and providing a new instalment which 

was sequentially related to the previous one.  

 

In chapter five, I also showed that time references were used in updates to manage the 

therapeutic relationship and to perform identity work. Time references made the 

therapeutic relationship salient by orienting to the client and therapist’s relationship as 

occurring on a regular, pre-arranged schedule. Near the beginning of the session, the 

participants managed, and displayed to each other, how long it had been between 

sessions. This was particularly obvious when there had been a deviation from their usual 

schedule. Time references which located the current session and the prior session in 

time served a ‘personal clock function’ in that the times were referentially specific to 
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the participants’ relationship. By orienting to and managing the time between sessions, 

the participants displayed the sequentiality of their relationship.  

 

In the final data chapter, chapter six I showed how a specific aspect of the client’s 

personal experience, the client’s feelings, was talked about as an important topic for 

therapy. This chapter illustrated ways in which these participants constructed the 

salience, value and utility of feelings-talk for therapy. It also demonstrated how the 

business of therapy was conducted through talk about feelings.  

 

Successfully eliciting feelings-talk from the client is a task which the therapist can 

achieve through asking questions about feelings. However, questions are also 

responsive to, and are locally occasioned by, prior talk. I showed how the therapist’s 

questions functioned both prospectively and retrospectively in their sequential 

environment to create and maintain the relevance of feelings-talk for therapy. Through 

questions, the therapist demonstrated and ‘taught’ the client what sort of talk was 

relevant for therapy by displaying that a prior response was not sufficient and directing 

the client’s talk specifically to talking about feelings. Through questions, the client’s 

feelings were topicalised for further talk, and prioritised over other potential topics. I 

also showed how a stereotypical ‘therapy question’, ‘and how did that leave you 

feeling?’, was used by the therapist to simultaneously accomplish multiple institutional 

goals in the management of a potential challenge from the client.  

 

Chapter six also showed ways that the client used feelings-talk to accomplish the tasks 

of therapy. I showed how the client presented herself as taking an active role in therapy 

in her talk in the way that she examined problems and feelings for their causes and 
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motivations. She displayed herself as capable of, and actively doing, self-analysis by 

monitoring and examining her feelings and discussing her own personal experience 

objectively. By examining a story produced by the client, I showed how the client used 

feelings in the design of the story to construct the telling as providing a therapeutically 

relevant problem. Through the client’s design of the story as a description of extreme 

and unwarranted feelings of nervousness and worry, and the therapist’s response which 

offered an alternative understanding of the client’s feelings – a description in which the 

client’s feelings were presented as understandable and rational, the work of 

psychotherapy could be seen in action.  

 

In summary, a session of psychotherapy does not happen simply because two people are 

co-present in a psychotherapy consultation room. For the occasion to become an 

occasion of psychotherapy, it needs to be ‘talked into being’ as such. This thesis has 

uncovered how a key aspect of the institutionality of psychotherapy, the relevance of the 

client’s personal experience, was sequentially accomplished both at the start of the 

session, and through the design of topic talk. I have shown the sequential organisation 

of the talk which these two participants utilised to manage the transition from not 

talking (and non-co-presence), to co-presence, to talking to each other as client and as 

therapist. I have shown how the participants recurrently had to negotiate who would 

initiate the business of the session, what they would talk about, when they would talk 

about it, and how it would be talked about.  Beginning to talk about the client’s personal 

experience was a gradual and incremental process which was collaboratively undertaken 

at the beginning of every session of psychotherapy. By showing how the participants 

established the relevance of the client’s personal experience at the beginning of the 

session and how they organised, designed, and managed talk about the client’s personal 

experience, this thesis has uncovered important aspects of the overall organisation of 
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sessions of psychotherapy, and aspects of the institutionality of psychotherapy talk. As 

such, this thesis has exposed specific details of how the institutional nature of therapy-

talk is interactionally constructed by participants.  

 

7.2 Contributions of the current study 

In this section, I outline how this thesis makes valuable contributions to the study of 

psychotherapy practice, and the study of CA and psychotherapy.  Firstly, I discuss how 

this study can inform understandings of the profession it studies – psychotherapy 

(section 7.2.1). By showing the interactional resources participants use to negotiate real-

life therapy, this thesis can inform professional understandings of how psychotherapy is 

organised as a practical social accomplishment. I then discuss ways in which this thesis 

contributes to the body of research on CA and psychotherapy by examining the 

institutional nature of psychotherapy talk as an interactional accomplishment (section 

7.2.2). 

 

7.2.1 Informing understandings of psychotherapy practice 

This analysis of how participants who are engaged in a real-life course of successful 

psychotherapy accomplish psychotherapy as a practical task can be used to inform 

psychotherapy research and practice. In particular, the current study can inform 

professional understandings of how sessions of therapy are initiated. For example, 

professional stocks of interactional knowledge (SIKs) (see Peräkylä and Vehviläinen 

2003) for psychotherapy which specify how therapy sessions ‘should’ be initiated, for 

example, by not asking a session initiating question (Sublette and Novick 2004), may 

not take into account how participants actually undertake the complex interactional 
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tasks that need to be accomplished at the beginning of the session, and what is required 

of participants in situ. 

 

Peräkylä and Vehviläinen present four ways in which CA findings may enhance 

understandings of institutional interaction and SIKs: 

CA findings may (i) falsify or correct assumptions that are part of an SIK; it may 
(ii) provide a more detailed picture of practices that are described in an SIK, (iii) 
CA may also add a new dimension to the understanding of practices described by 
an SIK, or (iv) provide the description of practices, not provided by a very abstract 
or general SIK. 

(Peräkylä and Vehviläinen 2003: 727) 

 

An example of an SIK for psychotherapy (discussed in chapter three) is Sublette and 

Novick’s (2004) ‘Essential Techniques for the Beginning Psychodynamic 

Psychotherapist’.73 Sublette and Novick advise beginning therapists to:  

...resist the temptation to direct the dialogue, even with innocuous questions such 
as, “How are you?”  Smile, look receptive with your body language and await the 
patient’s choice of starting gambit.   

(Sublette and Novick 2004: 69) 

However, despite Sublette and Novick’s characterisation of the silence as “the 

therapist’s receptive silence” (p 69), in the current data, the client does not treat the 

therapist as a receptive interactant until he has initiated the session with a question. The 

client strongly orients to the therapist as having the role of initiator in that she never 

initiates talk about herself before the therapist has provided some sort of initiating 

question. 

 

                                                 
73 In clinical trials, the Conversational Model has been manualised as psychodynamic psychotherapy 

(Stevenson and Meares 1992; Stevenson et al. 2005; Korner et al. 2006). 
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Sublette and Novick regard the interactional pressure that ‘waiting for the client’s 

starting gambit’ puts on the client as therapeutically informative. For example, the 

reaction of “the occasional patient who cannot tolerate the therapist’s receptive silence” 

and becomes “self-conscious and anxious (“I don’t know what I’m supposed to talk 

about!)” (Sublette and Novick 2004: 69) is seen as therapeutically important as it gives 

the therapist “information about the patient’s relationship style and an opportunity to 

focus on the patient’s feelings about the therapy” (Sublette & Novick 2004: 69). As 

such, I do not presume that the findings presented in this thesis correct an SIK like 

theirs. This thesis can, however, inform professional SIKs by showing how openings 

and session initiation sequences are actually organised and showing the interactional 

resources participants deploy to manage the complex contingencies of this stage of the 

interaction. It shows that asking a ‘how are you?’-type question provides an opportunity 

for the client to relevantly begin to talk about herself, while at the same time, its 

ambiguity allows the client to legitimately treat the question as an ‘everyday’ ‘how are 

you?’ and to not initiate topic talk if she wishes. 

 

Sublette and Novick’s advice for psychodynamic psychotherapy therapists to not to ask 

initiating questions like ‘how are you?’ potentially misunderstands or ignores the 

interactional functions that ‘how are you?’-type questions actually accomplish in talk. 

By examining the organisation of naturally occurring data, I have shown that, in the 

current data, the therapist’s use of ‘how are you’-type questions as initiating questions 

plays an important role in initiating the session of therapy. The questions work to 

propose the relevance of the client’s personal experience as a topic of talk; to create an 

interactional space for the client to relevantly begin to produce extended talk about 

herself and her personal experience; and to position the therapist in the role of an 

available recipient to the client’s talk.  In addition, the ambiguity (or multi-
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functionality) of ‘how are you?’-type questions makes them highly suitable for initiating 

psychotherapy sessions because they allow the therapist to propose initiation to the 

session, while simultaneously allowing the client to choose how to respond. The client 

is able to legitimately treat the ‘how are you?-type question as a ‘routine’ question by 

giving a ‘routine’, minimal or no problem response, or she can treat the question as a 

topic initiating, or problem soliciting question by either indexing the availability of a 

trouble to talk about, or launching an extended turn in the response space provided. All 

of the tasks that are accomplished by ‘how are you?’-type questions are important for 

getting the session of psychotherapy underway; if the tasks were not accomplished 

through the therapist asking a ‘how are you?’-question, the participants would have to 

use other interactional resources to negotiate speakership roles, display recipiency, and 

initiate topic talk. The findings of this thesis demonstrate that getting the psychotherapy 

session underway is a collaborative interactional task which has to be negotiated by 

both participants, and not the unilateral undertaking of the client simply beginning to 

talk that seems to be advocated by Sublette and Novick.  

 

This thesis also contributes to understanding psychotherapy by taking an ‘outsider’s’ 

perspective.  Because I come from a background in linguistics, my concerns and 

interests are likely to be quite different to the concerns and interests brought to this topic 

by psychologists or psychotherapists.74 To psychotherapists, it may seem that 

                                                 
74 It may be argued that without a member’s competence in psychotherapy, it is not possible to discern 

important psychotherapeutically relevant activities (Cf.ten Have 1990); however, the client comes to the 

interaction not as a professional, but as a ‘lay’ participant, and as such the process of learning what is 

institutionally ‘appropriate’ needs to be interactionally negotiated over time, and will therefore be 

available in the details of the talk. While I do not doubt that I may not discern the therapeutic significance 

of some of the participants’ actions, approaching the data as an outsider is valuable in itself in that it 

enables innovative examination of psychotherapy interaction. 
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apparently ‘surface oriented’ approaches like conversation analysis and discursive 

psychology, with their apparent disregard for either ‘macro’ social structures, such as 

race, gender, class (for discussion, see for example Schegloff 1987; Schegloff 1997b; 

Wetherell 1998; Billig and Schegloff 1999) or internal, psychological processes, such as 

thoughts, feelings, and motivations (for discussion, see for example Edwards and Potter 

1992; Potter 2006; Hepburn and Wiggins 2007; Watson and Coulter 2008), are 

unsuitable for gaining insight into what happens in psychotherapy. Psychotherapy is 

overwhelmingly concerned with the psychological – thoughts, feelings, beliefs, 

experiences, perceptions, memories, personality, identity, and so on. To not take 

internal experience into consideration may appear to be the antithesis of psychotherapy. 

In addition, to ignore macro aspects social organization may be seen to ignore or 

discount the existence of social forces as an importance source of many personal 

problems, for example, powerlessness, entitlement, social exclusion inequality, and/or 

prejudice on the basis of, for example, race, gender, class, sexuality, nationality etc.  

However, psychotherapy is at its core an interactional undertaking between the 

participants.  By taking a distinctively non-mentalistic approach to psychotherapy and 

showing in detail the social organisation of psychotherapy talk as it is negotiated 

moment-to-moment by participants, this thesis (and other CA/DP studies of 

psychotherapy) sheds new light on what happens in the psychotherapy consultation 

room.  

 

Although this thesis is strongly focussed on explicating the organisation of 

psychotherapy talk, the findings presented here also contribute to the body of work on 

institutional talk more generally. Below, I discuss the contributions that this thesis 

makes to CA and psychotherapy and the study of institutional talk.   
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7.2.2 Informing understandings of psychotherapy as institutional interaction 

As discussed in chapter one, as a research area, CA and psychotherapy has undergone 

rapid growth in recent years. However, our current understanding of psychotherapy as a 

variety of institutional interaction is partial and rather fragmented. Two factors which 

contribute to the disjointedness of CA and psychotherapy research are: firstly, that there 

are hundreds of models of psychotherapy, and as yet, it is not clear if, or how much, 

findings can be generalised across the different approaches; and secondly, that research 

has predominantly focussed on specific phenomena, for example, formulations, 

questions, interpretations, resistance, and problem (co-)construction. In particular, the 

use of formulations has been a central focus in CA and psychotherapy research. This 

thesis contributes to CA and psychotherapy research by showing how a core therapeutic 

task – talking about the client’s personal experience – is interactionally achieved. By 

examining how participants construct and orient to the relevance of the client’s personal 

experience for therapy both sequentially and in their design of topic talk, this thesis 

shows how the institutionality of psychotherapy is ‘talked into being’. In the process of 

showing how the client’s personal experience is sequentially established as a topic for 

talk in therapy, this thesis has revealed aspects of the overall organisation of 

psychotherapy at the level of the session, and aspects of the institutional ‘fingerprint’ of 

psychotherapy (Drew and Heritage 1992b)– the features that make psychotherapy a 

unique, recognisable variety of institutional interaction.  

 

By drawing on research into the organisation of talk between doctors and patients to 

both inform and contrast with the organisation of talk in the current data, this thesis has 

presented some of the ways that psychotherapy is a distinct variety of institutional talk. 

Psychotherapy shares some institutional asymmetries with medical consultations. In 

both, there is an asymmetry in terms of topic – it is the client/patient’s well-being that is 
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the concern of both participants; and asymmetries in terms of turn constraints – for 

example, the professional is generally the one who asks questions, and the client/patient 

who answers (see ten Have 1991; Frankel 1995). Some further ‘grossly apparent’ 

observations that can be made about the current data are that: the client often produces 

extended turns at talk such as stories, updates, troubles-tellings and explanations; the 

therapist listens, which is displayed through his deployment of response tokens, and 

formulations (see e.g. Gardner 2001; Hutchby 2005); and the client’s personal 

experience (e.g. her thoughts, feelings, experiences, worries, etc.) is the central topic of 

talk. In this thesis, I have taken a step back from examining how specific therapeutic 

goals are achieved, and instead, I have examined how these more general features of 

psychotherapy sessions are interactionally accomplished. As a result, this thesis offers a 

candidate portrait of how the institutionality of psychotherapy is achieved.  

 

This thesis also contributes to understandings of psychotherapy as a variety of 

institutional talk by examining the organisation talk at the level of the session. The 

organisation of medical consultations into distinct activity stages has received extensive 

conversation analytic attention (see Table 1.1 in chapter one). Comparable work has not 

yet been undertaken for psychotherapy sessions. This thesis has begun to unpack the 

organisation of sessions of psychotherapy by examining the initial stages of the session.  

 

As I have shown, sessions of psychotherapy in the current data are not organised around 

the client presenting a specific problem at the start of the session. Instead, the beginning 

of the psychotherapy session is organised around the client beginning to talk about her 

personal experience. In the current data, this process is achieved gradually and 

collaboratively over a number of turns at talk. As such, the organisation of the 

beginning of psychotherapy sessions and the beginning of medical interactions differs 
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considerably. This difference is also consequential for how the interactions proceed. In 

medical consultations, the patient’s presentation of a new problem makes relevant a 

sequence of ordered activities which optimally culminates in the doctor diagnosing the 

problem and proposing treatment for the problem (Robinson 2003). In contrast, 

participants in psychotherapy are not working towards treatment as an ultimate goal in 

the session; instead, the talk that takes place throughout the session is the treatment. 

Additionally, in contrast to acute medical visits, psychotherapy sessions are routine and 

pre-arranged to occur on a particular day at a particular time. As a result, whereas 

patients in medical consultations have to account for their visit, in psychotherapy, 

disruptions to the routine are accountable. I have shown how at the beginning of therapy 

sessions, the participants orient to the regularity of their meetings and the interactional 

work they do to manage each session as one-in-a-series.  

 

Analysing sessions-in-a-series is another way that this study makes a unique 

contribution to the study of CA and psychotherapy, and indeed, CA more generally. The 

data examined in this study capture two participants over the course of two years of 

their therapeutic relationship. The significance of this data-set is that the recordings 

capture the vast majority of the participants’ ‘discourse history’ (Gardner 2001). By 

analysing consecutive sessions, and how the participants manage to recurrently re-

establish their relationship, I have been able to show how matters of relationship 

management and maintenance are accomplished in the talk. By analysing longitudinal 

data, this thesis has shown how participants incrementally build their relationship on the 

basis of their shared interactional history.75  

                                                 
75 CA focuses on the local, turn-by-turn management of interaction, and as such, analyses have tended to 

focus on interactions as single occasions, for example, individual visits to doctors, rather than interaction 

over time. Recently, however, CA researchers have begun to utilise longitudinal data, particularly in the 
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Finally, I have demonstrated how institutional goals are accomplished through topic 

organisation and topic design. I have shown how feelings – a specific aspect of the 

client’s personal experience, are an ‘ultra rich’ topic for participants (Sacks 1992b: 67-

83). That is, talk about any topic can be made relevant for therapy by talking about it in 

terms of feelings. For example, something as ubiquitous and mundane as the weather, or 

as noteworthy as an argument can be made into a therapeutically relevant topic of talk 

by designing it as feelings-relevant. Moreover, the design particulars of how feelings are 

talked about in and for psychotherapy displays the participants engaged in their joint 

institutional work of ‘understanding’ the client. The client’s feelings are talked about as 

having discoverable origins and causes; as things which can be thought about, 

examined, noticed, and objectively discussed. As such, I have shown that the client 

exhibits her competence as a client, and her compliance with psychotherapy, through 

her design of topic talk. Examining how topic organisation and topic design is utilised 

in the accomplishment of institutional goals displays how the institutionality of 

interaction is not only constructed through asymmetry in the allocation and distribution 

of turns or knowledge rights, but in the detailed design of topic talk. 

 

7.3 Limitations of the current study 

This study makes valuable contributions to understanding the organisation and design of 

talk in and for psychotherapy by examining the talk that participants produce. However, 

as with any study, there are limitations. The findings, particularly with regard to the 

                                                                                                                                               
study of learning (e.g. Nguyen 2008; Hellerman 2009; Martin 2009). The usefulness of CA for 

demonstrating how participants show evidence of learning over time through changes in participation is 

considered further in section 7.4.  
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organisation and co-ordination of openings would have benefitted from the additional 

information that visual data could offer. Also, while the longitudinal nature of the data 

is a strength of the study, having two years of data from a single therapeutic relationship 

was a difficult data corpus to manage and navigate. Having only one therapeutic pair 

also makes it difficult to assess whether the interactional resources that these 

participants employ to talk the session into being are co-created by the participants for 

their relationship, or whether the sequential patterns are more general.   

 

As studies into the organisation of openings and problem solicitation in medical 

consultations have shown, the participants’ location in their physical environment and 

their orientation to each other in terms of gaze and body positioning play an important 

role in the negotiation of the initiation of the consultation (e.g. Robinson 1998). I have 

discussed the organisation of openings in the current data relying solely on audio data. 

Often, I can only infer from the sounds heard from the recordings such as footsteps, 

creaking doors, and various other sounds crudely transcribed as ‘clunkings’, that the 

participants are entering the room and taking their seats. However, exactly when they 

have completed their individual preparations, and when and how they indicate their 

availability to initiate the session is not clear from audio recordings. Long silences 

characterise therapy openings in the current data. Visual information would be highly 

useful for understanding how the participants are oriented to one another during these 

lapses. 76 

 

                                                 
76 Although video data is preferable for studying face-to-face interaction, I regarded the opportunity to be 

allowed access to such a large, unique data set to be too valuable not to pursue. My decision to utilise pre-

recorded audio data was thus more of a practical than principled choice (cf. ten Have 1990).  
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Video data would be particularly informative for understanding the interactional 

environment surrounding the therapist’s initiating question. In chapter three, I noted that 

the move out of the opening and into the session proper is often problematic. Signs of 

difficulty surrounding the initiation of the session include ‘candidate initiation 

sequences’, lapses, and laughter. I suspect that the candidate initiations and laughter are 

associated with, or working to remedy, the awkwardness of the participants both 

indicating their engagement with one another through gaze and/or body positioning, but 

not talking (cf. Robinson 1998; Szymanski 1999). Video data could reveal how the 

participants’ gaze, bodies, and faces are oriented to each other and how their physical 

actions are consequential for the interaction (see Heath 1997).   

 

The data examined in this study are taken from a single therapeutic pair over the course 

of two years of their relationship. The longitudinal and consecutive nature of the data 

has distinct advantages in that it has enabled me to examine how the therapeutic 

relationship is managed, maintained, and made salient by the participants. As such, it is 

a longitudinal conversation analytic case study. However, a downside of having two 

years worth of therapy data is the difficulty of managing and navigating the data corpus. 

As it was unfeasible to transcribe all of the data, in order to utilise both the consecutive 

and longitudinal nature of the data, I selected eighteen sessions for analysis: fourteen 

‘mid-course’ sessions, two early sessions, and two from later in therapy. Additionally, 

having data from only one dyadic pair means that it is unclear whether the organisation 

displayed in the current data are unique interactional patterns that these two participants 

recurrently reproduce, or whether these are patterns found in other therapeutic 

partnerships and other therapeutic models. However, despite having data from only one 

pair, the findings presented herein of how psychotherapy talk is organised provide a 

baseline for examining how other therapeutic partnerships manage the task of talking 
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therapy into being. Psychotherapy is an extremely personal undertaking, and as such, 

examining how it is managed as personal and as a relationship captures psychotherapy 

in the very way that it matters for participants.  

 

7.4 Directions for future research 

The limitations of the current study provide a clear direction for further research into 

conversation analysis and psychotherapy. Developing out of the work presented here, 

comparative investigations are needed into how sessions of psychotherapy are 

interactionally talked into being across different models of psychotherapy. Although CA 

work into psychotherapy is accumulating, it is not yet clear how generalisable the 

findings are across different models of psychotherapy (see Vehviläinen et al. 2008: 196-

7). Given the importance of openings in setting up the interaction that is to follow, 

examining openings and session initiation phases of sessions of psychotherapy taken 

from different therapeutic models would reveal specific ways that the models of therapy 

differ from one another. In addition, further investigations into psychotherapy 

interaction as interactions across time may yield insights into how and where change 

occurs in therapy. 

 

The Conversational Model, the model of therapy practised in the current data, is a 

psychodynamic approach to psychotherapy. Emotions occupy a central role in the 

theoretical tenets of the model. In chapter six, I showed how the participants orient to 

the importance of feelings and emotions in their talk. Feelings-talk is used by the 

participants to accomplish therapeutic goals, for example, feelings-talk is used in the 

construction and presentation of problems for therapy. In the current data, feelings are 

examined for their causes and consequences. Comparative investigations into how 
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problems are constructed and resolved in and through talk across models of therapy 

with different theoretical understandings of what causes psychological problems and 

how those problems should be treated, for example, cognitive therapies, may also reveal 

how and where theoretical differences are relevant in the talk.   

 

Although the current research has taken steps towards examining how sessions of 

psychotherapy are organised at the level of the session, in some ways, I have barely 

scratched the surface.  While I have shown the sequential order produced by participants 

in the opening, session initiating, and updating stages of sessions, and how the 

participants orient to the relevance of feelings-talk in therapy, there is far more to be 

learnt about the overall organisation of sessions of psychotherapy. As I discussed in 

chapter one, it may be the case that psychotherapy sessions are far less ordered than 

medical consultations because they are: 1) predominantly routine, return visits, rather 

than being centrally organised around a single presenting concern; and 2) far longer in 

duration – i.e. a fifty minute session compared with the average 12.4 minutes for 

medical consultations (Robinson and Heritage 2006); and 3) not working towards 

treatment as the end goal of the consultation (i.e. because treatment occurs pervasively 

throughout the session).  In light of these differences, perhaps a comparable ordering of 

stages is not as relevant to psychotherapy sessions. Nevertheless, just as the opening of 

an interaction has to be negotiated anew every time participants meet, so too do 

participants have to manage the closing of an interaction. How participants 

collaboratively negotiate bringing sessions of therapy to a close would be another site 

where participants’ management of their therapeutic relationship could be explored.  

 

In this study, I have made some use of the longitudinal nature of the data set, for 

example, by examining how the participants manage their relationship as continuing and 
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episodic across sessions; however, there are important avenues for future research that 

have not been explored here and that are made available by the longitudinal nature of 

the data.  CA studies have recently begun to utilise longitudinal data to examine 

learning as a situated, interactional process. For example, Nguyen (2008) shows how a 

novice pharmacist exhibits changes over time in the way she orders relevant actions in 

her talk and how she transitions between activities. Martin (2009) examines interaction 

between a physiotherapist and patient over time and shows how the patient-as-learner 

exhibits changes in his capabilities to self-monitor and self-correct movement in his 

shoulder. Similarly, psychotherapy interaction could be examined for evidence of 

learning and change. The aim of psychotherapy is to effect change in clients’ lives. 

Examining psychotherapy interaction for changes in participation over time could be an 

extremely valuable direction for further research.  

 

7.5 Concluding remarks 

A very basic and central feature of psychotherapy is that it is concerned with the client’s 

personal experience, and talking about the client’s personal experience. While this point 

may seem obvious to the point of redundancy, this thesis has shown that the relevance 

of the client’s personal experience is a key organising feature of psychotherapy talk.  

This basic observation carries with it a number of interactional implications. To say that 

the client talks about herself and her feelings makes comment on the interactional 

asymmetries found in terms of speakership roles, turn constraints and topic constraints. 

This thesis has examined the sequential organisation and design features which are 

utilised by both the client and therapist to establish their respective institutional 

identities and to interactionally construct psychotherapy talk.   
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The way that participants orient to and enact the relevance of the client’s personal 

experience for psychotherapy contributes to the organisation of sessions of 

psychotherapy and to the distinctiveness of psychotherapy as a unique variety of 

institutional talk. I have shown how the client and therapist initiate the session; how 

they orient to and construct their institutional identities of client and therapist; how they 

manage and maintain an ongoing relationship; what sorts of things they treat as being 

relevant to talk about in psychotherapy; and how and when they talk about such things 

in the session. By investigating how participants in real-life therapy manage 

psychotherapy as a practical social accomplishment, this thesis contributes to our 

understanding of the processes and practices that participants utilise to manage their 

institutional tasks and roles on a session-by-session, moment-by-moment basis.  
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Appendices 

Appendix A: Transcription notation 

Transcription conventions are based on Gail Jefferson’s notation in Atkinson and 
Heritage (1984) with additional notation symbols from Gardner (2001: xi-xxi). 

 

. strongly falling terminal intonation contour, ‘final’ intonation 

; slightly falling terminal intonation contour, not as low as full-stop 

_ level terminal intonation, continuative  

, slightly rising terminal intonation contour, continuative  

¿ rising pitch, weaker than that indicated by a question mark 

? strongly rising terminal intonation contour 

�� marked rising and falling shifts in pitch 

�word word� all words inside arrows said with higher (or lower when �) intonation 

word emphasis 

wo:rd lengthening of sound or syllable 

wor- abrupt cutoff 

ºwordº talk is quieter than surrounding talk 

ººwordºº very quiet talk 

WORD talk is louder than surrounding talk 

> < faster rate of talk than surrounding talk 

< > slower rate of talk than surrounding talk 

» « very fast talk 

«  » very slow talk 

= latched utterances 

 (  ) transcription doubt 

((  )) transcriber’s comments 

(1.0)   timed pause 

(.) micropause, shorter than 0.2 sec. 

hhh audible aspirations 

.hh audible inhalations 

hh. audible exhalations 

w(h)ord laughter in talk 

whord breathiness in talk 

*word* creakiness in talk 
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~word~ tremulous voice 

$word$ smile voice 

→ indicates feature of importance 
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Appendix B: Session 85a extended transcription 

1 Th:  (°°     Clöe,°°)((very distant)) 

2   (13.0)((footsteps and clunks)) 

3 Cl:  ((sniff)) 

4   (8.0) 

5 Cl:  ((sniff)) 

6   (0.6) 

7 Cl:  eHhh. 

8   (3.6) 

9 Th:  how are you to[day. 

10 Cl:                [eh hhheh 

11   (1.2) 

12 Cl:  te(h)e(h)rrib(h)le¿ 

13 Th:  terrible¿= 

14 Cl:   =hhh. ((sniff)) 

15   (1.9) 

16 Cl:  .hh ((sniff)) °~(it was all) I could do 

17    to dr:a::g myself in here y’know¿ 

18 Th:  o[h. 

19 Cl:   [don’t wanna go to work, 

20    (          ) face it. ~° 

21 Cl:  ((sniff)) 

22 Th:  °o::h.° 

23   (2.0) 

24 Cl:  AHHHH. (0.7) ((sniff)) 

25    ~oh I went away from meeting 

26    you on thursday and I jus- I ↑just 

27    wanted to cry and cry¿~ 

28 Cl:  ((sniff)) 

29 Th:  mmm. 

30 Cl:  ~>I didn’t want to go to work<  

31    but I did; ~ 

32 Th:  [mmm. 

33 Cl:  [((sniff)) 

34 Cl:  ~(it was the) same on friday  

35    °and I was just thinking° 

36    ↑y’know¿~ (2.5) hhhh.((°sniff°)) 

37    ~~>°I’ve gotta° tell him.< it’s- 

38    (0.4) ~~it’s ↑no good.°~~ 

39   (1.0) 

40 Cl:  ~and uhm:_~ (0.6) I w(h)ent to physio on Friday 

41    morning,=hhh[h.  

42 Th:              [mmm.= 

43 Cl:   =((sniff))~and she ended up strappin’ my shoulder 

44    for twenty-four hours,~ 

45 Th:  r:ight. 

46   (0.5) 

47 Cl:  °and she said° °°y’know°°¿  

48    I’m a bit of a mess¿ huh ((sniff)) 

49 Th:  mmm. 

50 Cl:  .hh ~I’ve got a great big l:ump in: he:re¿~ 
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51     (I’ve got a   ) fibrous thi:ng_ (.) 

52     (that’s just-) ((sniff)) the middle of my back  

53    and the right side’s all *ou:t.*  

54   (0.7) 

55 Cl:  (and it’s_) 

56   (1.5) 

57 Cl:  °huhh° hh hh  

58 Th:  mm[m:.  

59 Cl:    [((sniff)) 

60 Th:  so are you seeing her again ↑soon? 

61 Cl:  yeah; friday. 

62 Th:  mm.= 

63 Cl:  *=(and) I’ve got exercises I’m meant to be  

64    doing everyday= >and I have been< except for  

65    yesterday’s¿ ((sniff)) 

66   (0.5) 

67 Th:  °°↓mm.°° 

68   (1.3) 

69 Cl:  SO UHM_ (1.2) (°the thing is that°) ↑y’know? 

70    how the hell am I gonna tell him  

71    I can’t do this. 

72    ((sniff)) 

73   (0.6) 

74 Cl:  huh hh. [((sniff)) 

75 Th:         [tell him:_ 

76 Cl:  tell ↑John that (0.4) he’s gotta go;  

77    (>but will ‘e?<) 

78   (0.5) 

79 Th:  °mmm:.° 

80   (1.0) 

81 Cl:  ((sniff)) 

82   (0.7) 

83 Th:  and is that what you’d like to happen? 

84   (1.0) 

85 Cl:  ~↑it’s not what↑ I wanna happen¿= 

86    ↑it’s what I think↑ that nee:ds to be done.~ 

87   (.) 

88 Th:  [°°mmm.°° 

89 Cl:  [y’know? ~and that’s what I *really* feel like.~ 

90   (.) 

91 Cl:  ((sniff)) 

92 Th:  mmm. 

93   (2.8) 

94 Cl:  ahhhh. 

95   (0.9) 

96 Th:  [bu- 

97 Cl:  [IT’s not what I want at ALL.  

98    ~it’s the last thing I want.~ 

99   (.) 

100 Th:  mmm:. 

101   (1.7) 

102 Cl:  ((sniff))  

103    ~I just »don’t know what else to ↑do;«~ 
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104   (0.5) 

105 Cl:  ↑y’know? .hh=uhm_ (1.4) and I‘ve thought that_ 

106    on and off for a while y’know¿ that’s the thing. 

107    I‘ve sat down ((sniff)) (1.0)  

108    and talked to him before  

109    and tried to send him ↑away before.  

110   (1.4) 

111 Cl:  ((sniff)) 

112   (0.7) 

113 Cl:  ~an::d_~ 

114   (0.8) 

115 Cl:  [( ) 

116 Th:  [for a break? o:r to cease the °relationship;° 

117   (0.9) 

118 Cl:  ohhh. (0.7) either,=both¿ I don’t ↑kno:w; 

119     ↑y’know?  

120   (0.4) 

121 Cl:  ((sniff))  

122   (0.5) 

123 Cl:  I mean there still is part  

124    of me that hopes that if we can have some space 

125    y’know¿ 

126   (.) 

127 Th:  mm[m. 

128 Cl:    [things’ll change and be better.  

129   (0.7) 

130 Cl:  yea:h? 

131 Th:  °mmm:.°= 

132 Cl:   =((sniff)) 

133   (0.6) 

134 Cl:  but_ (0.6) that feels that if (0.3) we don’t_ (2.9) 

135    hhave some time away from each othe:r,  

136    (0.2) it’s just getting ↑worse; y’know? 

137   (1.0) 

138 Cl:  ((sniff)) 

139   (1.6) 

140 Cl:  >and »I mean« sat’dee morning he ended up saying  

141    to me.< Y’know? wha- are you angry with me. 

142    (.) well what’s- what’s wrong. (°°and I said°°) 

143    (1.7) *it’s not so much you * 

144    (»I said«) >I’m angry with< the ↑wo:rld. 

145    ↑y’kno:w? °it just-° (0.8) 

146 Th:  °mmm.°= 

147 Cl:   =it ↑sucks. 

148   (0.8) 

149 Cl:  ((sniff)) 

150   (0.8) 

151 Cl:  and so: I- (.) I started to ↑sa:y, ↑y’know? 

152    °this is° (1.4) where it’s at °and° 

153    y’know, my shoulder’s that bad because  

154    I’m holding in these emotions, 

155    and I’m depressed_ 

156    and .hhh I just ~can’t deal with it anymore. y’know?~ 
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157 Th:  mmm. 

158   (0.2) 

159 Cl:  ((sniff)) 

160   (2.9) 

161 Th:  °>and- but- and< how did John respond.° 

162 Cl:  .hh  ↑WE::ll_ HHH. he starts agreeing with me;  

163    y’know? and saying yeah. (1.5) ((sniff)) y’kno:w? 

164    (0.4) It’- it’s- it’s over; ↑y’know? (.) 

165    things are not good.  

166   (0.4) 

167 Cl:  °a:nd_° he’s the same way; he feels betrayed by me:; 

168    °and° the ~trust’s not the:re~ ↑y’know? 

169 Th:  mmm.= 

170 Cl:  =and he’s saying_ agreeing with the stuff 

171    I’m ↑saying.=he’s saying y’kno:w¿  

172    the same for ↑him; 

173    and I’ve been able to see that, 

174   (.) 

175 Th:  m[mm. 

176 Cl:  [((sniff)) 

177   (2.4) 

178 Cl:  but the:n:_ (0.7) he won’t let it ↑go:, ↑↑y’know?  

179   (0.5) 

180 Cl:  he just- (1.2)  

181 Th:  let it go:? 

182   (1.1) 

183 Cl:  us. 

184 Th:  mmm. 

185   (0.8) 

186 Th:  he wants to [keep trying? 

187 Cl:              [((sniff)) 

188   (0.5) 

189 Cl:  ↑yea::h. 

190   (0.4)  

191 Th:  °°(d- does he:_)°° 

192 Cl:  hhh. ↑but y’know he’s got no:_↑ hh. (1.7) 

193    nothing there to offer;  

194    he’s just saying y’know:¿ (0.9)((°sniff°)) 

195    (1.2) we’ll go to (         ) and it’ll be different. 

196    °and it’s like_° ↑well hhh. how’s it going to be  

197    different ↑y’know? ((sniff)) 

198 ((time code 5.26)) 

199   (2.1) 

200 Th:  I guess the- y’know you’re trying to make 

201    this decision an:d_ (0.5) that’s-  

202    that’s one thi:ng_ I thought we could do together 

203    is to try:; (0.6) [a:nd (0.6) look to the ↑future 

204 Cl:                    [((sniff)) 

205 Th:  to see (>just how<) you could go down this path 

206    what what will it be like; 

207   (0.7) 

208 Cl:  [(hhah) 

209 Th:  [if you go down that path. 
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210   (1.5) 

211 Th:  .hh so i- i-if_ hh. »I mean« if you go to (         ) 

212    together; it sounds li:ke you::_ (0.7) 

213    w- what do you see there; you see tha:t_ (0.8)((noise)) 

214    it’s- >you’re gonna go to another place 

215    but this-< but (.) how you fee:l  

216    is not gonna *°cha:nge°*. 

217   (1.5) 

218 Cl:  ↑yeah; I’m afraid that (0.6) ((sniff)) (1.2) 

219    unless I push him away  

220    and make him stand on his own two feet  

221    and find what it is that he wants, 

222    (0.5) he‘ull continue to hang everything on me. 

223 Th:  mmm. 

224 Cl:  ((°sniff°)) 

225   (1.3) 

226 Cl:  ↑yea::h? 

227   (0.4) 

228 Th:  °mmm.° 

229   (1.8) 

230 Cl:  (»and«)↑I kno:w↑ >it’s like< we both th- went into this 

231    thinking that the other person was gonna make us 

232    happy.=y’know?  

233   (0.7) 

234 Cl:  *and I don’t think that it works like that.* 

235     ((sniff)) 

236   (1.5)  

237 Th:  I don’t think any- I don’t- (.) yeah.  

238    >I agree with you.< I don’t- (.) I don’t think 

239    you can rely on-=↑of course↑ relationships 

240    (.) can make you happy;= 

241    =>but< (0.3) I’ don t think >if you’re very unhappy< 

242    that [other people can do it °for you.°= 

243 Cl:       [((sniff)) 

244 Cl:   =no::; 

245 Th:  you have to do it for yourself  

246    and then you can do stuff together. 

247 Cl:  ye:ap. 

248   (0.6) 

249 Th:  °I agree with that° °°(   so.)°° 

250   (0.8) 

251 Cl:  ahh. 

252   (2.1) 

253 Th:  .hhh [but- 

254 Cl:       [we’ve been hurting each other  

255    for a ~long time now.~=↑y’know? 

256    it’s just been getting worse. 

257   (0.7) 

258 Cl:  ((sniff))  

259   (1.6) 

260 Cl:  and uhm_ (0.5) 

261 Th:  °Mmm.° 

262 Cl:  ↑>I mean< saturday y’know ~we:~ >we sorta<  
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263    talked about it a:nd_ (0.5) the conversation  

264    petered out a:nd_ ((sniff)) (1.3) y’kno:w?  

265    »i- like- ‘e- ‘e- ‘e’s- e’s-« 

266    won’t talk to anyone else,  

267    he won’t (.) do anything, 

268    (0.3) so I went out to see my sister for a bi:t¿ 

269   (0.4) 

270 Th:  mmm:. 

271 Cl:  and I came ho:me¿ (0.4) ((sniff)) (0.4) 

272   and y’know?=it’s just awful;= 

273    =it’s just this (1.4) uhhh. (1.9) 

274    ((sniff/blowing nose?)) 

275    I feel like it’s over but he’s in my face; 

276    (0.3) ~and it hurts.~ 

277   (0.7) 

278 Th:  mm[m:. 

279 Cl:    [((sniff)) 

280   (0.3)  

281 Cl:  y’know? and I got up sunday morning  

282    *and I was ju:st_ (1.3) so: ~unhappy,~ ((sniff))  

283    ~~the bird starts on me,= 

284     =It grabbed me on the head here and bit me. 

285    >it tried to<~~ (0.6) catch on to my trousers  

286    and climb up me, 

287    it grabbed my skin °and bit me.°=  

288    =°°and I just°° (0.9) lost it. ↑y’know¿ 

289    °°just°° (0.2) ((sniff)) (0.3)  

290    and John come runnin’ out of the kitchen (and      )  

291    and goin what’s wrong. 

292    ↑and I punched him. y’know? I’ve↑ never hit ‘im. 

293   (1.3) 

294 Cl:  ((sniff))  

295   (0.6) 

296 Cl:  >↑and I just hit ‘im.↑<  

297    ~because it’s like you:’re causing me this ↑pai:n. 

298    ↑°y’know°? ~ 

299   (.) 

300 Th:  °m[mm.° 

301 Cl:    [~>just ↑stop it. (°°just-°°) <~ 

302     (1.0) ~leave me ↑↑alone;~ 

303   (0.4) 

304 Th:  [°mmm.° 

305 Cl:  [~°stop ↑hurting me.°~  

306   (0.7) 

307 Cl:  ((sniff)) 

308   (0.7) 

309 Th:  °°↓mmm::.°° 

310   (3.9) 

311 Th:  >there’s a lotta< anger in that punch. 

312   (0.7) 

313 Cl:  ↑yeah; there was. y’know¿  

314   (1.1) 

315 Cl:  ((sniff)) 
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316   (0.9) 

317 Cl:  I w(h)ent and (ch(h)ecked) him later;  

318    he had a mark on his chest ↑and his arm. 

319    Y’know?  

320   (0.4) 

321 Cl:  he was askin’ if my ↑hand was alri:ght; 

322    *°°it’s like°° °yeah; it’s f(h)ine. y’k(h)now?°* 

323    ((sniff)) 

324 Th:  so you punched him a >few times<. 

325 Cl:  ↑no; ↑once.  

326 Th:  ↑oh.= 

327 Cl:  =I don’t know why I got him the:re °or something.° 

328   (0.5) 

329 Cl:  ((°sniff°)) 

330   (0.9) 

331 Th:  and [how did he °respond to that.° 

332 Cl:      [((°sniff°)) 

333   (1.5) 

334 Cl:  °I think he was sh:ocked.° hh 

335   (0.3) 

336 Th:  °°m[mm.°° 

337 Cl:     [((sniff)) 

338   (2.2) 

339 Cl:  °hhh.° 

340   (2.6) 

341 Cl:  ((sniff)) 

342   (0.8) 

343 Cl:  ~~°↑I ↑↑just don’t know what to ↑↑do; ↑↑y’know? ↑°~~ 

344   (1.1) 

345 Cl:  ((sniff)) 

346   (0.6) 

347 Th:  °°↓mmm: .°° 

348   (4.9) 

349 Th:  .hh ↑WULL-; (1.7) that-(0.9) 

350 Cl:  ((sniff)) 

351   (1.4) 

352 Th:  >I mean-< 

353   (1.0) 

354 Cl:  ahhuh 

355 Th:  you’re afraid of hurt- »I mean«  

356    >there’s a number of things going on he:re< 

357    you’re afraid of hurting him¿ 

358   (0.5) 

359 Cl:  ((°sniff°)) 

360   (0.4) 

361 Th:  you:’re not sure if- »I mean« pa:rt of you  

362    is not su[: re_ (0.7) ↓»y’know« (0.8)  

363 Cl:           [hhh hh 

364 Th:  if you wanna (0.3) lo:se the relationship,= 

365    =>there’s still a bit of ↓hope in there,< 

366    (0.7) part of you that’s very angry; 

367   (0.3) 

368 Cl:  ((sniff))  
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369   (1.2) 

370 Th:  so you’ve got [this cauldron of [feelings  

371 Cl:                [((sniff))        [hhh hhh ((crying)) 

372 Th:  °going on inside you,° 

373 Cl:  °°hah°° 

374   (0.4) 

375 Cl:  hhuh >.snha .snha< 

376   (1.0) 

377 Cl:  ((°sniff°)) 

378 Th:  let’s think about if you do:  

379    finish the relationship, 

380    what- what- what do-  

381    what do you see for yourself then;= 

382    =>I mean we talked a bit about that  

383    the other da:y,< 

384 Cl:  hhh. 

385   (0.9) 

386 Th:  can we just put- (.) put [John aside for the moment? 

387 Cl:                           [hhh 

388 Cl:  ~*°yeah°*~ ((sniff)) ~at the moment  

389    »that’s probably- y’know« part  

390    >of why I just feel like this< is coz  

391    at the moment I just (1.5) ((sniff))  

392    (1.2) I can’t even think *of* (2.1)  

393    what it’s gonna be like.=y’know? °it’s just- 

394    it ↑terrifies me.°~ 

395   (0.5) 

396 Th:  °mmm.°= 

397 Cl:   =((sniff)) 

398   (0.7) 

399 Cl:  ↑yeah? ((time code 10.00)) 
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Appendix C: Ethics Approval and consent forms 

 

Information and consent form for participants for the use of audio data for PhD 

research purposes 

 

Researcher: Ms Shannon Clark, PhD student –Linguistics Program, A�U. 

Supervisor: Dr Johanna Rendle-Short 

 

Conversation Analysis and Psychotherapy 

 
The purpose of this study is to investigate the talk which occurs between therapist and 
client in a psychotherapy setting using Conversation Analysis (CA).  Conversation 
Analysis is an approach which uses actual conversation as its data and aims to discover 
interactional patterns.  In order to analyse conversation, recorded audio or video data is 
transcribed in detail according to CA transcription techniques.  The level of detail 
included in a CA transcription includes pauses, in-breaths, intonation patterns and 
overlap.  CA assumes that conversation has a natural order which is understood, 
produced and maintained by speakers themselves and that the natural organisation can 
be discovered and analysed by close examination of data.  The goal of the analyst then, 
is to uncover and describe this organisation.   
 
As a potential topic for my PhD thesis, I am seeking to investigate the interaction that 
occurs between the therapist and the client in psychotherapy sessions over a period of 
time.  By approaching psychotherapy interaction from a CA point of view, it is hoped to 
gain a greater understanding of the therapeutic process by uncovering the interactional 
issues and patterns that the therapist and client use.  While I don’t propose to be able to 
tell therapists how to do their jobs, I do hope the insights gained from a study such as 
this would be a useful resource for therapists in understanding the interactional 
processes which occur in their own therapy sessions. 
 
Because of the size of a PhD study, if participants consent to being involved in this 
investigation, I would need their consent to listen to audio tapes and produce transcripts 
of the audio data, as well as permission to use these transcripts in the thesis, subsequent 
journal articles and the possible publication of the PhD thesis as a book.  I would also 
need participants to consent for the audio tapes and/or transcripts to be used in 
presentations and conferences during and after the candidature.  Because of the close 
working alliance between student and supervisor, I would also need permission for the 
audio data to be listened to by myself, Shannon Clark, and my supervisor, Dr Johanna 
Rendle-Short. 
 
If permission is granted for this study, the data would be securely stored in locked filing 
cabinets and on a password protected computer using up-to-date virus protection and a 
firewall.  Only the researcher, Shannon Clark, would have access to these as far as the 
law allows. 
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In order to protect the anonymity of participants, real names will be altered in 
transcripts as well as personal information, such as references to other people, places or 
specific times and events which could be used to identify participants.  If additional 
consent is given to use audio data (for example, at a conference), digital methods can be 
used to distort voices to avoid voice recognition.  Please indicate below if you consent 
to the use of audio tapes at meetings of academics and, if so, whether you require the 
audio tapes to be distorted. 
 
 
 
The audio tape can be played at meetings of academics (ie conferences and 
presentations) 
Yes  __________ No_____________ 
 
If you consent to the use of audio records, do you require it to be digitally distorted? 
Yes:___________   No:__________ 
 
 
I have read the information above and consent to participate in the study 
 
Signed: ………………………….             Date:………………….. 
 
Name: ..………………………… 
 
 
If you would like to discuss any concerns regarding this study, please call Shannon 
Clark Work: 6125 8860  Mob:  0409 358 258. 
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Additional Consent 

 
In addition to the usage of the data outlined in the previous document, participants are 
asked to initial any further uses of the data they consent to: 
 
1.  The written transcript can be used by other researchers. 
Yes  __________ No_____________ 
 
2. The audio tapes can be used by other researchers. 
Yes  __________ No_____________  
 
3. The transcript can be shown in classrooms to students. 
Yes  __________ No_____________ 
 
4. The transcript can be shown in public presentations to non-academic groups. 
Yes  __________ No_____________  
 
 
 
Signed: ………………………….             Date:………………….. 
 
Name: ..………………………… 
 
 
If you would like to discuss any concerns regarding this study, please call Shannon 
Clark Work: 6125 8860  Mob:  0409 358 258. 
 


