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Abstract 
 

Crying is a universal human behaviour (Darwin [1872] 1965) that occurs in a 
range of everyday interactional settings. Research has been undertaken on the 
biological, psychological, literary, anthropological and philosophical aspects of 
crying. Very little research, however, has been performed on the social organisation of 
crying in talk. Past sociological and psychological research has tended to use survey-
style studies to elicit information about participants’ crying behaviour, which use the 
term ‘crying’ as a “unitary and self-evident category” (Hepburn 2004). Similarly, 
most interactional studies involving crying episodes (Manzo et al. 1998; Whalen and 
Zimmerman 1998) have described, rather than accurately transcribed, the incidence of 
crying in interaction. In this way, many of these previous studies have relied upon 
participants’ and readers’ members’ understanding of what ‘crying’ is, in order to 
answer survey questions or understand transcripts. 

The aim of this study is to provide detailed descriptions of how crying 
episodes are produced and managed in talk in a variety of settings. This research uses 
the methods and approach of Conversation Analysis (CA) to examine the incidence of 
crying in three settings: two clinical - counselling, medical training - and one non-
clinical - the Australian reality television program “Big Brother”. From these three 
settings five ‘slots’ of activity, associated with crying episodes, have been identified 
and used to structure the examinations of the sequential order in these interactions and 
analysis chapters of this thesis.   
 The first of these slots builds upon Hepburn’s (2004) paper on crying in talk to 
examine how episodes are produced. This chapter analyses the seven ‘features of 
crying’ described by Hepburn and proposes two additional actions used in the 
production of crying episodes.  

The second analysis chapter extends the scope of previous CA research by 
investigating the ways that participants in these data display their orientation and 
respond to crying episodes. A particular focus of this examination is the differences 
between responses to crying in clinical and non-clinical settings. 

The aim of the third and fourth analyses is to show that, in these interactions, 
crying is treated as an ‘accountable’ action. These chapters include descriptions of the 
solicitations and practices used by the participants to account for their crying 
episodes. The analyses draw on Discursive Construction and Membership 
Categorisation Analysis to indicate how the examination of the content of accounts 
may provide a rich resource for the study of how members explain their crying 
episodes. 

The last activities slot, identified as a constituent feature of crying in these 
interactions, concerns the way in which participants move away from talk about 
crying and initiate new topic sequences. Particular attention is paid to how 
participants in clinical settings talk about crying while keeping it ‘outside the 
business’ of the interaction. This study offers detailed observations of the sequential 
orders implemented by participants to produce and manage crying in talk. 
Furthermore, the practical implications and applications of my research for 
communication in clinical settings are outlined. 
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Chapter 1 Introduction 

1.1 Introduction 
 

This is a study of crying as feature of interaction. Its central focus is the 

investigation of the production and sequential organisation of crying episodes and the 

management of crying in a range of settings. The research undertaken in this study has 

been informed by Conversation Analysis (hereafter CA) methods and seeks to add to 

the understanding of the sequential organisation of ‘talk in interaction’ (Psathas 1995; 

Sacks, Schegloff and Jefferson 1978) in everyday interactions where crying occurs. 

These analyses will address the following questions: First, what exactly is the 

phenomenon of crying in talk? Second, what are the characteristic features of the 

management of crying episodes in interaction? In response to these questions, this 

study will provide detailed descriptions of in situ talk about crying episodes, whilst 

the crying occurs in both clinical and non clinical settings.  

My use of the term ‘management’ does not refer to the exertion of any 

participant’s control over the interaction or to any asymmetry that may be present in 

the relationship(s) between participants. Rather, the term ‘management’ is used to 

describe the strategies used by conversation participants to make sense of and 

undertake interactions, which include crying episodes. In this way, ‘management’ 

refers collectively to the production of crying episodes, to participants’ orientations to 

crying in talk and to their relevant “next actions” (Heritage 1997). The aim of these 

analyses is to uncover the sequential order of talk, which is collaboratively created by 

participants in these clinical and non-clinical data to ‘manage’ crying episodes. 
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1.2  Why Study Crying and Talk about Crying? 
 

Crying is a universal human behaviour. Crying is the first, prelinguistic social 

action performed by people. The cries uttered by babies in the first minutes of life 

enable those present to understand that they are breathing. Prior to the acquisition of 

language skills, crying may be used indicate that a child is hurt, hungry or tired. 

Whilst Darwin ([1872] 1965) was unable to specify a biological reason for the 

production of crying episodes, this action continues through life. Adults may cry as a 

display of strong emotions, including, but not limited to; grief and frustration, or joy 

and pride. Crying occurs in all aspects of social life. There is, however, very little 

research that has been carried out on the crying episodes produced by adults and the 

social nature of this action. 

Although there are many research perspectives and methods that could be used 

to examine crying, this study has drawn its inspiration from the sociological 

perspective of CA which has emerged within the last few decades as the pre-eminent 

approach for the investigation of naturally occurring social action. An interest in 

health communication research has also shaped the direction taken by the thesis. 

Although crying can occur in range of settings a particular focus of this study are 

episodes of crying which take place in clinical settings. Two such settings; medical 

training and counselling, are investigated and the episodes of crying which they 

contain are compared with those obtained from a third, non-clinical setting.  

Collectively the analyses of these data seek to demonstrate how members produce, 

identify and ‘manage’ the incidence of crying in talk.  

 The study of crying may be seen as an extension of the sociological research 

that has been performed on emotion as a social construction (Harré 1986; Hochschild 

1979). Over the past three decades there has been a movement in sociology towards 
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understanding emotion. This has been based on the premise that emotions are not 

simply an internal state; they are also socially “constructed” (Shott 1979: 1321) 

through action and interaction. Katz (1999) indicates that the major limitation of these 

studies is a lack of analysis of crying in real situations. The sociological studies of 

emotion have been primarily based on the analyses of imagined or generalised ideas 

of crying episodes. This study, however, attempts to overcome this limitation by 

providing examinations of in situ crying episodes in a range of settings. 

A particular area of focus is the analysis of crying episodes in clinical settings. 

The interest in crying in medical settings builds upon previous examinations of 

doctor-patient communication (i.e. Maynard and Heritage 2005; Pomerantz, Fehr and 

Ende 1997; Ruusuvuori 2001; ten Have 1989). The study of emotions in clinical 

settings (i.e. Ruusuvuori 2005) may be viewed as an aspect of the holistic 

biopsychosocial approaches, which are currently adopted in medicine, which promote 

looking after patients’ physical, mental and social wellbeing. In addition to the studies 

of clinical interactions, medical communication training literature indicates that 

“emotions are both frequent and important” (De Coster 1997: 151) in clinical care. 

There is, however, only limited and often anecdotal information provided to medical 

trainees about how they can effectively communicate with crying patients. The 

inclusion of clinical data in this study aims to show ways that health professionals 

interact with patients and clients who cry.  

The training literature that focuses on communicating with crying patients 

from a counselling perspective is similarly limited. Theories of catharsis (Lutz 1999; 

Sheff and Bushnell 1984) and popular psychology suggest that the expression of 

emotion, such as crying, may be beneficial to one’s mental and physical health. This 

is indicated by statements in training texts, which show that the “elaboration of 
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feelings assist the distressed person in reappraising a stressful situation and his or her 

coping resources” (Albrecht and Goldsmith in Thompson et al. 2003: 271). However, 

little research has been carried out to examine how these expressions of emotion, 

including crying episodes, impact on the interaction between health professionals and 

their clients. Many counsellors and doctors are required to learn how to appropriately 

communicate with crying clients/patients through their own experience. Burnard 

suggests that clinical experience, whether personal or “vicarious”, is the only way that 

health professionals can acquire effective clinical communication skills (1996: 164). 

Thus, from a medical and counselling perspective, this study may be seen as adding to 

the body of research on the expression of emotion in clinical care and, through 

detailed descriptions, providing ‘vicarious experience’ to trainees of how interactions 

with crying conversation participants unfold in a variety of settings.  

From a CA perspective, the study of crying may be viewed as a response to 

the examination of laughter, another expression of emotion. Since Jefferson’s 

landmark study (1985), describing how laughter is organised in talk, laughter has been 

a rich resource for conversation analysis research. Studies such as Glenn (2003) have 

provided numerous insights into the social and sequential order of this quasi-linguistic 

phenomenon. The insights provided by studies of laughter have led to the contention 

that crying may provide a similarly fruitful field for research on social interaction. 

Hepburn’s (2004) recent publication on the transcription and interactional features of 

crying clearly describes this progression; from the study of laughter to crying. My 

study builds on Hepburn’s work to further examine the production and ‘management’ 

of crying as social phenomena. The inclusion of examinations of crying in clinical 

settings further extends the work produced in the numerous CA studies of medical and 

counselling talk (i.e. Heath 1992; Mondada 1998; Peräkylä and Silverman 1991). 
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Drawing from this tradition, this study aims to present CA as a “tool” (Maynard and 

Heritage 2005: 434) for understanding how crying is produced and managed in 

interactions in both clinical and non-clinical settings. 

The movement towards the study of emotions, from a sociological perspective, 

the increased interest in communication skills in medical and counselling settings and 

the recent progression towards the study of crying from a CA perspective have 

confirmed my decision to study the interactional management of crying episodes and 

influenced the way that this study has unfolded. My research into crying-in-

interaction, however, is based upon an inductive examination of medical training data 

in which crying episodes were produced in talk, undertaken as part of my Honours’ 

study (2000). The participants in these medical training data displayed their 

orientation to these actions and responded to their patients’ crying. Furthermore, their 

talk appeared to be organised so that these crying episodes did not obstruct the 

purpose of the consultations. The findings of my study raised the question; how are 

crying episodes produced, recognised and managed within everyday interactions?  

1.3 Aims 
 

This study has two main aims which will collectively provide some insights 

into the above question. The first aim is to provide an overview of the interactional 

activities associated with crying in talk. Chapter 4 of this study will use Hepburn’s 

(2004) study as a base for examining the ‘features of crying’. This chapter will focus 

on how crying episodes are audibly produced in talk. Chapters 5-8 provide 

descriptions of the activities and actions used to manage crying in talk. The focus of 

these chapters is, thus, on the talk about the concurrent crying episodes rather than the 

activity of crying itself. By providing the examination of both the activity of crying 

and the activities associated with crying in talk, this study aims to provide insights 
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into how crying episodes are produced and managed in talk.  These have been 

described as ‘activity slots’. 

 The second aim is to offer a detailed description of the actions used by 

conversation participants to perform these activities or ‘fill these slots’. The final aim 

of these analyses is to provide CA, the sociology of emotions and health 

communication research with some practical insights into how the management of 

crying occurs in a range of communicative settings.   

The idea for this study was taken from reviews of the medical training data 

and the contention, provided above1, that “emotions are both frequent and important” 

(De Coster 1997: 151) in clinical interactions. Additionally, this study has been 

influenced by the indication from health communication literature (i.e. Burnard 1996; 

McWhinney 1989; Myerscough 1989; Thompson et al. 2003) that health professionals 

are provided with little training to ‘manage’ crying in consultations. When interacting 

with crying patients, health professionals report feeling ‘embarrassed’ or ‘discomfort’ 

(Myerscough 1989; 36). The information these texts provide is primarily prescriptive 

advice that requires health professionals to understand terms such as ‘empathy’ and 

‘normalisation’ (Lloyd and Bor 1996: 61-2) and how to effectively apply these in 

consultations.  

Further reviews of literature indicate that there have been few studies that have 

examined adult crying behaviour in medical consultations, counselling sessions or, 

indeed, any other context. Research into crying has been focused on the biological 

(Frey and Langseth 1985), literary and anthropological (Lutz 1999) aspects of this 

behaviour. Some research has been performed within the fields of sociology 

(Williams and Morris 1996; Cretser et al. 1982) and psychology (Martin and Labott 

 
1 See Section 1.2 
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1991; Bindra 1972)2. Only one relatively recent study has offered an examination of 

crying in talk using CA methods (Hepburn 2004). The limited research available on 

this phenomenon has prompted the primary aim of this study; the examination of 

activities which are associated with crying episodes in talk.   

1.3.1  Activity Slots  
 

The aim of providing an overview of conversation participants’ actions within 

the “interactional context” (Ruusuvuori 2001) of crying episodes has led to the 

observation of a number of ‘activity slots’. Each of these ‘slots’ represent the 

activities used by the interactants to manage crying episodes, which have been 

uncovered in these analyses, such as: 

1. Crying  

 – The production of crying episodes 

2. Displays of Orientation and Response  

 – Showing recognition of and responding to crying.  

3.  Solicitation of Account 

– Requesting an explanation for crying 

4. Accounting  

– Providing an explanation for crying 

5. Moving out of Talk about Crying 

– Moving talk away from crying and to other matters. 

 
The idea of ‘slots’ in interaction is not new to CA. This notion has been 

alluded to within studies and has been described as “slots” (Schegloff, Jefferson and 

Sacks 1977: Sacks cited in Psathas 1995: 13) or “sequences” (Jefferson 1988). The 

 
2 See chapter 2 for further discussion of studies into crying behaviour. 
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‘sequences’ described by Jefferson are similar to the ‘activity slots’ observed in these 

data as they may be used in different orders, recycled, reframed or ellipsed. A ‘slot’ 

may be collaboratively filled by participants through many turns of talk. Alternatively, 

one turn of talk may fulfil more than one activity slot. These slots do not represent 

uniformly sized units that are produced in a sequence to manage crying. The 

identification of these ‘slots’, however, may provide an entry point for the study of 

activities associated with crying episodes.  

It should be noted that although each of these activities have been observed as 

being associated with crying in these interactions, there are innumerable ways that 

they can be produced. Participants in these data use a variety of different ‘actions’ to 

perform these activities. The identification of these ‘slots’ has provided a method for 

organising this thesis and the various actions that are used to manage crying in talk, 

with each of the analysis chapters in this thesis providing a detailed examination of 

these ‘slots’ and the actions that are used to fill them.    

1.3.2   Actions 
 

This leads to the second aim of this study, which is describe the patterns of 

actions used by participants in the ‘interactional context’ of crying to fill the proposed 

‘activity slots’. The actions used to accomplish the activity ‘slots’ will be examined 

with reference to the sequential orders in which they are produced by these 

conversation participants.  

Crying and the management of crying in interaction are produced by 

participants using different modes of communicative action. Crying episodes are not 

only produced through the use of the vocal ‘features of crying’ described in Chapter 4 

of this thesis. There are a number of inaudible ‘features’ of crying, such as the 

production of tears or bodily movements, including wiping eyes or the shaking of 
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shoulders, which may assist in the communication of a crying episode to interactional 

co-participants. The responses to crying episodes in interaction are, similarly, not 

limited to vocal or audible responses. Participants may respond to crying episodes 

through gaze, body movements, such as touching their crying co-participant, physical 

movements, such as sitting with the crying participant, or the movement of objects, 

such as a tissue box, which audibly occurs in two of the clinical interactions.  

This study, however, has chosen to focus primarily on the audible actions used 

by participants in these data to produce and respond to crying episodes in clinical and 

non-clinical settings. The decision to examine only the audible features of crying 

episodes, and the management of crying, was made for two reasons. First, it was 

decided to make only audio-, as opposed to audio-visual, recordings of the clinical 

sessions. The decision to audio-record clinical interactions was beneficial, as it 

offered patients a level of assurance of the confidentiality of their clinical sessions that 

was additional to the guarantees that had been put in place during the data-collection 

process. On the other hand, this decision limited the scope of this study, in that only 

the audible features of these interactions was available for examination.  Whilst video-

recordings of the “Big Brother” and medical training data were available for review, 

the focus of the research became set on the audible features of these interactions, in 

order to maintain consistency in the study of crying and the management thereof. 

Second, one of the initial findings of this research was that there is little 

known and much to be known about crying and the management of crying in 

interactional settings. A multi-modal examination of crying episodes and responses to 

crying in talk would certainly provide further insights into the questions of what a 

crying episode is, and how it may be managed, and would be a beneficial addition to 

research on crying in interaction. The aim of this study, however, is to provide a 
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consistent and detailed examination of the audible features of crying in these 

interactional settings. 

This study will employ methods of CA, Membership Categorisation Analysis 

and Discursive Construction to examine the interactional actions produced in and 

around crying episodes. The notion of ‘slots’ has been used to organise the analyses of 

‘actions’ both as they are associated with the production and management of crying 

and for the purpose of this thesis. These ‘action’ analyses, however, will reflexively 

show how these ‘slots’ are ‘talked into being’ and used to ‘manage’ crying episodes in 

talk in a variety of clinical and non-clinical settings. 

1.3.3  CA and Crying 
 

The aim of carrying out analyses of the ‘activity slots’ and ‘actions’, 

associated with crying in talk, is to provide insight into aspects of talk that have not 

been previously examined by CA. This study postulates that crying, like laughter, may 

be ‘organised’ within talk-in-interaction. There have been many CA studies 

performed on the sequential ordering of laughter in talk (i.e. Jefferson 1985; Glenn 

2003) in a variety of settings, including therapy interactions (Buttny 2004). The 

organisation of crying in talk, however, has not been subject to the same scrutiny.  

Unlike laughter, examinations of crying in interaction are new to the field of 

CA. Only two CA studies, which include crying episodes, had been published at the 

commencement of this study (Manzo, Heath and Blonder 1998; Whalen and 

Zimmerman 1998). While the interactions examined in these studies included 

episodes of crying, their main focus was on other aspects of the talk. Additionally, the 

transcripts published within these studies included descriptions, rather than 

transcriptions of crying episodes. Hepburn suggests that, as with laughter, more 

detailed transcriptions are “vital to any understanding of the variety of interactional 
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features” (2004: 255) of crying episodes in talk. The transcripts used for analysis in 

this study employ the conventions suggested by Hepburn (2004) as a basis for the 

notation of crying in talk. The analyses in this thesis aim to add to the current body of 

CA knowledge about crying by building on Hepburn’s transcription conventions and 

what are currently recognised as ‘features of crying’ behaviour. Furthermore, the 

detailed examinations of both the production of crying and the talk surrounding these 

episodes aim to show how crying is carried out and ‘managed’ in a variety of 

interactional settings. 

1.4   Introduction to Data 
 

The data for this study are recordings of “naturalistic” (Potter 2002: 540) 

interactions. These data have been described as ‘naturalistic’, rather than as ‘natural’ 

interactions as the interactants have provided consent and are aware of the recording 

of their conversations and may, therefore, be altering their ‘natural’ behaviour. 

Furthermore, the medical training data include simulated consultations, used to train 

practising General Practitioners (GPs) in communication skills as part of the Royal 

Australian College of General Practice’s Quality Assurance program, in which all 

GPs are required to participate on a triennial basis. The recorded interactions, 

however, would have both taken place regardless of their inclusion in this study. They 

would, therefore, pass Potter and Wetherall’s test of ‘naturally occurring data’ as 

these interactions “would have taken place, and would have taken place in the form 

that it (they) did, had the researcher not been born” (1987: 135). 

 “It is essential for the CA enterprise to study recordings of natural human 

interaction” according to ten Have (1999: 47). The study of ‘natural’ or ‘naturalistic’ 

interactions enables examinations of the sense-making of conversation participants in 

situ. Three different data sets were examined within this study. The first data set 
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collected consists of five simulated medical consultations, which involve GPs and 

actors portraying patients, taken from a medical communication training project. 

These data were taken from a larger corpus of 44 simulated consultations, which was 

used as data within my 2000 honours’ study. The simulated patients include one male 

and one female actor, who were each provided with a scenario and some symptoms to 

present to the doctor. The simulated consultations were not scripted and at no time 

were the ‘patients’ instructed to cry. These consultations were used as part of the 

training program to display the doctors’ clinical communication skills and were 

recorded for examination by the trainer and the other participants in this training 

program. Five consultations were selected from this larger corpus as they included 

crying episodes3 by the simulated patients.  

The second set of data examined in this study comprises crying episodes in a 

non-clinical setting. These data were selected from the streaming footage, broadcast 

on the internet, of the third series of the reality television program Australian “Big 

Brother”. Five extracts were chosen from the web-cast footage as they included crying 

episodes within interactions between two or more conversation participants, who have 

not been trained in communication skills. Once selected, these extracts were provided 

in a ‘re-viewable’, CD ROM format4 by Southern Star Endemol, the production 

company responsible for this program. These data have been included in this study to 

examine of the strategies used to manage crying within interactions between peers in a 

non-clinical setting. The phenomena associated with crying in talk, found in both the 

“Big Brother” data and the simulated patient consultations focused the analyses 

performed on the third set, which was taken from a clinical counselling session.  

 
3 Six of these 44 consultations included simulated patient crying episodes. One of these consultations 
was not selected for analysis as a result of poor data quality. 
4 To view these extracts, see the attached Disc. The video data may be viewed using “Windows Media 
Player”. 
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These data consist of the audio-recording of a counselling session, which 

features the interaction between a trained counsellor and a client in a Brisbane 

psychology clinic. I had initially hoped to video-record all consultations for this study 

so that visual data would be available for analysis. Audio-recording of this 

consultation was used for reasons of confidentiality and sensitivity to the personal 

nature of the interaction. This counselling session was included as data to provide an 

insight into how conversation participants manage crying episodes within an actual 

clinical setting.  

The aim of including three data sets in this study is to enable both a wider 

study of settings in which crying episodes may occur and a range of comparisons of 

management strategies used in these settings. The inclusion of clinical and non-

clinical data may assist in the examination of the impact that various situations have 

on interaction during crying episodes. Furthermore, the inclusion of training data 

provides an overview of the non-trained – in-training – trained spectrum of the 

conversation participants who receipt co-participants’ crying episodes. The aim of this 

study’s examination of clinical data is to provide insights into the ‘management’ of 

crying, which may have practical applications for clinical care. The final chapter of 

this thesis will offer a discussion of the practical implications and applications for the 

analyses of the various ‘activities’ and actions associated with crying in talk. 
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Chapter 2  Towards an Understanding of  Crying:  
An Overview of  Research Findings 

2.1   Introduction  
 

This chapter will offer an overview of the previous studies of crying 

behaviour. Whilst research into crying has been carried out using perspectives from a 

range of academic disciplines, the particular focus of this chapter will be on the 

research into crying as social action. The research reviewed here will include studies 

from sociological, anthropological, psychological and ethnomethodological 

perspectives. This review aims to demonstrate that crying is both a valid and 

productive topic for research. An additional aim is to illustrate the need for an in-

depth examination of in situ crying episodes and, particularly, of how crying is 

produced and managed in talk. 

In order to situate the work performed in this study, Chapter 2 provides a 

description of some of the research into mental health, interaction in health-care 

settings and everyday interactions. Finally, this chapter will examine previous CA 

research to show how this analytic method can provide detailed descriptions of crying 

episodes in talk. Further discussions of interactional studies, including CA studies, on 

crying episodes will base this study in a strong research tradition. 

2.2    The Universality of Crying 
 

The activity of crying has been universally recognised in human cultures. It 

has been reported, theorised about and depicted in art, film and literature since at least 

the fourteenth century B.C. (Lutz 1999: 33). Crying has been portrayed in ancient 

literature as a magical and healing expression of strong emotion. Katz states that 
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“whether it is authentic or dramatized, a rare or an everyday event, crying says 

something along the lines of; I am moved to an unusual depth” (1999: 175). This 

behaviour has also been the focus of a range anthropological (Darwin [1872] 1965), 

sociological (Katz 1999; Labott, Martin, Eason and Berkey 1991), psychological 

(Cretser et al. 1982; Martin and Labott 1991), philosophical (Kottler 1996), literary 

(Lutz 1999), and scientific (Frey and Langseth 1985) studies. Many of these studies 

have examined how culture (Williams and Morris 1996), gender (Cretser et al. 1982;

Egerton 1988), and pathology (Manzo, Heath and Blonder 2001) may all influence 

and effect crying behaviour.  

Conversely, many of these studies suggest that physiological, psychological 

and social aspects of life may, in turn, be affected by crying behaviour.  An early 

study on the biochemistry of tears (Van Haeringen 1981) found that tears include 

significant levels of manganese, a chemical that had been identified as being 

concentrated in post-mortem studies of people suffering chronic depression. This 

resulted in the hypothesis that crying episodes may rid the body of manganese and 

thus, reduce the prevalence of depressive illness. This notion, whilst subsequently 

disproved, supports the psychological theory of catharsis (Sheff and Bushnell 1984; 

Kottler 1996). Theories of catharsis, which originally referred to the purgation of 

‘humours’, are based upon a notion that the release of emotions may relieve people of 

psychological trauma or disorders. Whilst this theory has never been empirically 

proven, cathartic theory indicates that emotional release may have a positive 

psychological effect. One aspect of this theory, which has been taken into account by 

social and popular psychology and has impacted on health communication research, is 

that crying is viewed as a positive outlet for emotions. The expression of emotions, 
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and thus the action of crying, is encouraged in the health communication texts 

reviewed by this study.  

Simply noting that these types of research into crying have taken place 

indicates that this action is an integral part of human physiology and psychology. 

Furthermore, the anthropological and sociological studies of crying, and the potential 

gender and cultural differences associated with this behaviour, suggest that crying 

episodes are a part of our everyday social world. As such, the activity of crying may 

be a fruitful resource for research into human behaviour, social actions and into 

human interaction.  

2.2.1 Is Crying a Physical or Social Action? 

 
The range of studies and equally large range of methods used to examine this 

behaviour indicates that crying is not a “unitary phenomenon” (Hepburn 2004: 255). 

The activity that we, as members, recognise as ‘crying’ cannot be fully defined by any 

one of its features (i.e. the production of tears or sobbing). Crying, however, has been 

identified, in part, as a physical activity. Previous physiological and biochemical 

studies (Van Haeringen 1981) have focussed on the most obvious physical 

manifestation of this activity; the production of tears. While tears are associated with 

crying episodes, we cannot use their production as a sufficient description of this 

behaviour. Tears may be produced for a range of other reasons, including in response 

to an irritant, such as the sulphuric content in onions (Kottler 1996), or in laughter.  

Frey and Langseth (1985) found that the chemical composition of tears in 

response to emotion differed to those of ‘normal’ eye lubrication and ‘irritant’ tears. 

These findings indicate that the production of tears is not necessarily the result of 

‘crying’, and imply that emotion is a necessary condition in order to appropriately 
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produce this activity. Producing tears, therefore, may be viewed as a part of rather 

than an inclusive description of crying. A “members’ understanding” (Hester and 

Eglin 1997) that the production of tears does not necessarily constitute ‘crying’, is 

further implied in Kottler’s (1996) discussion of ‘manipulative tears’ and the 

colloquial term ‘crocodile tears’. Each of these terms are used to describe occasions in 

which tears are produced by persons who are deemed to be not really crying but 

rather, producing the physical signs of crying in order to elicit a sympathetic response 

from others.  

These studies indicate that this activity is not simply a physical behaviour. 

Furthermore, the terms ‘manipulative’ and ‘crocodile tears’ imply that crying is, and 

may be assessed as, a social action.  In other words, the prior research shows that tears 

are not necessarily equal to the action of crying and vice versa. Whilst these studies 

have referred to ‘crying’ as something different to merely producing tears, the 

researchers have not answered the fundamental questions of how ‘crying’ is produced 

and recognised as being ‘real’, in social settings. Research from anthropological, 

sociological and psychological perspectives, however, has attempted to provide 

answers to these questions.  

2.3  Comments on Previous Studies of Crying Behaviour 
 

While research on crying behaviour has been carried out in a diverse range of 

fields, many of the anthropological, sociological and psychological studies share a 

similar design. Previous studies have primarily focussed on situations in which crying 

may occur and on ‘differences’ in crying. Rather than researching crying itself, these 

studies have used crying as a “variable” (Katz 1999: 175) in the research of particular 

situations, such as mourning rituals (Lutz 1999), pathological changes in social 
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behaviour (Manzo, Heath and Blonder 1996), or of cross-cultural or gendered 

differences in crying behaviour (Cretser et al. 1982, Egerton 1988, Williams and 

Morris 1996). As such, these studies provide only limited information about the 

specifics of crying behaviour per se. Furthermore, these studies have not attempted to 

document or explain the wider interactional contexts associated with crying 

behaviour. 

Previous studies of crying behaviour are generally survey-based, relying on 

participants’ self-reports of crying episodes that are triggered by a controlled event 

(i.e. a movie5) or by ‘directed imagining’, of situations in which they, or an imagined 

‘other’ may cry (Williams and Morris 1996; Cretser et al. 1982). Using a ‘controlled 

event’, such as a movie that is chosen by researchers (Martin and Labott 1991), may 

be considered problematic to the study design. Martin and Labott (1991) used a 

selection of ‘sad’ and ‘comic’ video extracts to elicit desired responses from their 

subjects, in order to examine participants’ moods following these events. This type of 

researcher intervention does not account for individual differences in what may be 

considered “cry-inducing” (Martin and Labott 1991: 221) or comic.  

The use of ‘directed imaginings’ as a method of obtaining information about 

crying behaviour may be similarly flawed. Participants in these studies (Williams and 

Morris 1996; Cretser et al. 1982) are asked to respond to survey questions about 

remembered instances in which they have ‘cried’, or to imagine instances in which 

they, or an ‘imagined other’, directed only by the terms “a man” or “a woman” 

(Cretser et al. 1982), may cry. It is my contention that responses to these types of 

survey questions may be distorted by flawed, or altered, reporting of ‘remembered’ 

crying events, or by the varied interpretations that participants may have of the 

 
5 Martin and Labott (1991) used the 1971 commercial film Brian’s Song as ‘cry-inducing stimuli’, 
within their study of the effects on the mood of participants following emotional crying. 
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imagined ‘man’ or ‘woman’. In short, while researching some aspects of reported 

crying behaviour, these survey-based studies do not attempt to examine crying as it 

occurs in naturalistic settings. 

Furthermore, survey-based research does not offer any definition of the term 

‘crying’, to either the readers or the participants who are required to respond to survey 

questions. The lack of definition allows for a range of different interpretations of what 

‘crying’ means to be made by the individual participants. These different 

interpretations were noted by Williams and Morris (1996), who indicated that some 

participants wrote upon their surveys that there were different ‘types’ of crying 

behaviour and answered questions twice or more to reflect their understandings of 

each of these ‘types’. The participants’ comments indicate that they recognised that 

the term ‘crying’ can be used to refer to a range of different actions, from simply 

‘welling up’ with tears, to producing uncontrolled sobs. Whilst the different responses 

in survey questions were noted by researchers in their paper (Williams and Morris 

1996), the varied definitions of crying were not included within their analysis of the 

survey results. Had these different interpretations of ‘crying’, been included in their 

analysis, the findings of their survey may have been dramatically different. If, for 

example, they had examined the ‘uncontrollable sobbing’ of participants, they may 

have found that this occurred less frequently than the ‘other’ type of crying. 

The majority of these studies on crying as a cultural or gendered action do not 

seek to explain how crying is recognised and how others may respond to the action. 

Cretser et al. (1982) offer some research into the responses to crying. This study, 

however, does not provide specific parameters, examining how the relationship 

between the crier and the recipient of crying, and other contextual issues, may alter 

these responses. Furthermore, this study (Cretser et al. 1982) does not question 
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participants on how their responses to others’ crying episodes may be acted upon. 

This study, therefore, does not address the issue of how the responses to crying are 

enacted as social actions. 

2.3.1  Crying in Clinical Settings  

 
Crying, and the presentation of emotions, occurs frequently within primary 

care and mental health care settings (De Coster 1997). Health care professionals may 

be required to interact with people who display emotions in a range of ways, including 

crying, in the course of their clinical practice. Some theories of psychology, state that 

actions expressing emotion, including crying, may be beneficial to a person’s health 

(Scheff and Bushnell 1984). Indeed, crying in clinical settings is often seen as 

indicative of a strongly held emotion, and as a part of the therapeutic process. Despite 

this, doctors and counsellors often report feeling “uncomfortable” (Stanford Medical 

School 2003: 6) when they are required to interact with patients who display emotion. 

Furthermore, health communication texts advise these professionals that their feelings 

within consultations are often “mirrored” (Hooberman and Hooberman 1998) by their 

patients. Feeling ‘uncomfortable’, therefore, may have a negative impact on the 

professional relationship and the therapeutic outcome. 

One of the many reasons that health professionals are required to interact with 

patients who cry is the prevalence of crying in mental health issues. Frequent crying 

episodes are viewed in the health professions as symptomatic of possible depression 

and/ or anxiety. The frequency of crying episodes is one item reviewed in the Beck 

Depression Inventory (BDI II) (Beck, Steer and Brown 1996), which is regularly used 

by GPs to assess patients who are suspected of having a depressive illness. A recent 

study by the Australian Institute of Health and Welfare indicates that 10.8 per cent of 
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General Practice consultations in Australia ‘involve the management of at least one 

mental health-related problem’ (2005: 22). Of these patients, issues such as anxiety 

and depression, each of which is associated with increased frequency of crying 

episodes, are most common. Anecdotal evidence from counsellors suggests that as 

many as 50 per cent of clients cry at some point during their counselling experience. 

These statistics indicate that health professionals are often required to interact with 

patients who cry and thus, should be trained to minimise their discomfort and to 

effectively communicate with those who cry. 

The training of health professionals, including doctors and counsellors, has 

developed to include modules or semester-long courses in communicating with 

patients and clients6. These communication courses are particularly important within 

the medical field in Australia, as doctors are legally required to provide information to 

patients about risks and potential outcomes of procedural or pharmaceutical 

interventions, so that patients may provide ‘informed consent’ for these interventions. 

Despite these communication training programs and the recognition that displays of 

emotion occur within clinical settings, health professionals are given relatively little 

training on how to talk with people who cry.  

The texts used in communication training courses provide health professionals 

and students with prescriptive information on how they should behave when 

confronted with “the open expression of deep feelings” (Myerscough 1989: 36). 

These instructions include “Listen quietly and attentively” “Make a box of facial 

tissues available” “consider touching the patient in an appropriate, reassuring manner” 

(Stanford EPEC Module 2). Such instructions, however, rarely provide details and 

answers to questions such as; ‘what is an appropriate and reassuring manner?’ Many 

 
6 As indicated by practices in the School of Medicine, the University of Queensland 
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of these communication texts recommend that professionals use empathy in 

responding to crying patients (i.e. Myerscough, 1989; Tate, 1994; Erickson and 

Cuthbertson-Johnson 1997). Whilst empathic responses are regularly recommended, 

the majority of these texts either offer a limited definition of empathy or a different 

definition to one another. For example, Myerscough (1989: 55) states that using 

empathy “provides an appropriate controlled, professional reaction to the patient’s 

affective responses to illness”. Lloyd and Bor, however define empathy through 

possible examples of use:  

Empathy is conveyed in two different ways. Listening 

attentively to patients and attempting to understand their 

predicament more fully is one description of empathy. You 

are also being empathic by not introducing new information 

too quickly, and not imposing views and making 

assumptions 

 (Lloyd and Bor, 1996: 61-2) 

 

While these health communication texts recommend the use of empathy, their 

definitions vary greatly and often don’t include detailed information about how an 

empathic response may ‘look’ or ‘sound’ within an interaction. Understandably, there 

is not one empathic response that will function adequately in every situation as 

“interpersonal skills are very much contextual” (Burnard 1996). Frequently, however, 

these texts rely on the student’s or professional’s own interpersonal skills in judging 

what an appropriate or empathic response is. The use of empathy and sympathy in 

clinical settings has been the subject of previous CA research. Ruusuvuori (2005) 

examines how doctors and homeopaths use empathy and sympathy-in-action in 

Finnish consultations.  
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Health communication texts, however, state the opinion that many of these 

interpersonal skills are learned only through personal experience or ‘vicariously’ by 

seeing, or hearing the experiences of others (Burnard 1996). Despite this opinion, 

there has been a lack of descriptive data on how health professionals behave in 

response to patients’ emotional outbursts (Myerscough 1989). This has lead to the 

development of teaching aids, such as a CD ROM by Buckman, Korsch and Baile 

(2002) that includes video-recordings of acted medical consultations, which 

demonstrate to learners how one may appropriately, or otherwise, respond to patients 

within such interactions. These video recordings can provide students with some 

‘vicarious’ experience of clinical communication. 

This study proposes that descriptive examinations on how emotional responses 

are produced and managed in actual counselling sessions and standardised medical 

consultations would be beneficial to the education of counselling and medical students 

and practitioners. As such, this section has sought to demonstrate the need for 

accurate and detailed descriptions of clinical experiences including crying episodes. 

This type of detailed description has been previously used in the examination of 

‘sympathy and empathy’ in clinical settings (Ruusuvuori 2005). Using CA as a “tool” 

(Maynard and Heritage 2005: 434), students and interested practitioners may view 

and evaluate the interpersonal skills of practising counsellors and learn through 

vicarious experience. One aim of this study is to identify patterns of behaviour in 

consultations where crying is produced. The identification and description of these 

patterns of behaviour will provide some insights into how health professionals 

manage crying episodes and may offer some practical applications, such as those 

described above, for other clinicians. 
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2.3.2 Crying in Non-Clinical Settings 

 
While it is important for health professionals to be able to effectively interact 

with patients who display emotion, crying episodes are also a part of ‘mundane’ social 

life. One study reviewed here includes comparative research into the everyday crying 

practices in different cultures (Williams and Morris 1996). Another paper describes 

research on the differences between personal and ‘perceived societal’ attitudes 

towards crying behaviour (Cretser et al. 1982). The previous studies cited here (i.e. 

Egerton 1988, Hepburn 2004, Martin and Labott 1991, Whalen and Zimmerman 

1998) include research into crying in research settings, in calls to a child protection 

helpline, after watching movies and in calls to the American 911 emergency hotline. 

These studies assist in demonstrating the enormous range of social settings in which 

crying may take place.  

This study includes data from a ‘reality’ television programme, the third series 

of Australian “Big Brother” (2003). In this Orwellian programme, twelve people are 

placed into a ‘house’, where their every action is video-recorded and broadcast via the 

internet. Edited versions of events are broadcast on Australian commercial television. 

This programme, and reality television in general, is often criticised as being a 

voyeuristic and inexpensive alternative to scripted programming. To cite Emmison 

and Goldman’s description of “The Sooty Show”, “Big Brother” has the “burden of 

appearing to be entirely devoid of intellectual import or significance” (1996: 17). The 

constant recording of human behaviour, however, can provide a wealth of easily 

accessible sociological data. It may be argued that the actions of the participants are 

subject to the ‘observers’ paradox’. This theory indicates that while recording is 

required to carry out detailed observations of social behaviour, the recording process 

may alter the behaviour of participants that one is trying to capture. The televised 
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‘everyday lives’ of “Big Brother” participants, however, may be recorded for a period 

of up to three months. It would be difficult to continually alter one’s behaviour for 

such a period. Consequently, I argue that the “Big Brother” data included in this study 

provides insights into the crying behaviour of people outside of clinical settings. 

2.3.3  The Use of ‘Fictional’ Data in CA Research 
 

One of the foundations of CA, noted by Heritage and Atkinson (1984) and 

Psathas (1995), is the focus on “naturally occurring” data. The recording of 

conversations, however, has raised questions about the definition of what may be 

considered ‘natural’ in a research context. Ten Have has seemingly referred to these 

questions, in advising researchers to “catch “natural interaction” as fully and 

faithfully as is practically possible” (1999: 48). One issue, generally referred to in the 

social sciences, is the ‘observer’s paradox’, which has been described above.  

Another issue has been raised by the practice of using CA methods to examine 

interactions that include the researcher or have been instigated specifically for 

research purposes. Drew states that data should not be “produced for the purpose of 

study”, or collected “for any pre-formulated investigative or research purposes” 

(1989: 96). Speer (2002) describes that discursive psychologists, amongst other 

researchers, view the definition of natural/ contrived data as a continuum. This 

spectrum may include high levels of researcher intervention, such as a researcher 

being involved in an interaction, at one end and research that passes Potter and 

Wetherall’s (1987) ‘dead social scientist’ test at the other end. This ‘test’ states that 

data may be considered natural, or “naturalistic” (Potter 2002: 539), if the examined 

interactions would have taken place had the researcher not been born. Speer, however, 

argues that as a result of the legal requirement of participants to provide informed 

consent for the recording of their interactions, it is “hard to see how any data could be 
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collected” (2002a: 516) without researcher intervention. While Speer (2002a, 2002b), 

Potter (2002), ten Have (2002) and Lynch (2002) each expressed their own 

perspective on the natural/ contrived distinction of data, one outcome that did not 

raise argument in this published debate was that participants own actions may be used 

to examine the ‘naturalness’ or non-naturalness of data. In other words, a focus on the 

participants’ orientations may indicate if the recording of their interaction is made 

“relevant” (Sacks 1972; Schegloff 1992) to their actions. 

 In the light of this perspective the clinical training examined by this study 

may be considered ‘naturalistic’. The participants in this data set do not make the 

recordings relevant to their interactions. Furthermore, the examination of these data 

focuses on the participants’ production of and responses to crying episodes, which 

was not the purpose of their recording. The medical training data was recorded to 

examine the participating GPs communication skills in a training setting. At no time 

were the patients requested to cry, nor were the doctors specifically asked to respond 

to crying patients. The interactions in these data are spontaneous and sequentially-

based. In this way, they may be referred to as “naturally organised ordinary activities” 

(Lynch 2002). The medical training data, however, do not represent ‘natural’ 

interactions in a General Practice setting, nor are they purported to at any stage during 

this study. These data represent interactions within a training method that is regularly 

used in medicine, in which the participants draw upon their ‘understandings’ of the 

talk that may, or should, be used within ‘real’ clinical settings.  

The second data set, the non-clinical data, was pre-recorded for television. 

Unlike the participants in the clinical training data, the recording of these participants 

is made relevant in one of these interactions. In BB3 Transcript 4 one of the 

conversation participants refers to their situation as “a game show” (line 169). As 
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such, the recording and televising of this interaction is made ‘relevant’ in the talk. 

This finding raises the question of whether or not televised, ‘fictional’, data is 

appropriate for examination in CA studies. Previous studies have successfully used 

television and radio programs as data for research using CA, Membership 

Categorisation Analysis and discursive psychology (i.e. Fitzgerald and Housley 2002: 

Hepburn and Potter (forthcoming)).  Several studies (i.e. Emmison and Goldman 

1996: Forrest, Goldman and Emmison 2005) have used CA and Membership 

Categorisation Analysis methods to examine fabricated talk, non-talk, and ‘squeaking’ 

in a children’s television program, “The Sooty Show”. These studies examine the 

televised, scripted talk to indicate the “continuities [that] subsist between fictionalized 

and spontaneous conversation” (Emmison and Goldman 1996: 17). The “Big Brother” 

programs may be considered to be on this continuum. Like the data taken from radio 

talk shows (Fitzgerald and Housley 2002) or the U.K. program “Pop Idol” (in 

Hepburn and Potter (forthcoming)), these non-clinical data are unscripted, 

spontaneous and sequentially-based. The fact that these programs are broadcast for 

entertainment, however, introduces questions about how ‘real’ the behaviour of these 

participants is.   

One important point regarding both the medical training and non-clinical data 

sets is that regardless of questions about how ‘real’ or ‘fictional’ these crying episodes 

may be, the conversation co-participants do not query their ‘naturalness’ in the talk. In 

other words, these conversation participants seem to respond to these crying episodes 

as though they are real. The ‘reality’ of the crying is never made relevant or an issue 

within the examined interactions. A second important point is that each of the 

participants in the clinical and non-clinical data is aware that these crying episodes 

and responses to crying will be witness by others. There is always the possibility that 
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participants will act differently to their ‘natural’ behaviour, when they understand 

they are being witnessed. Participants’ crying episodes may be ‘played up’ or ‘played 

down’. Their co-participants may respond to crying more sympathetically than they 

would otherwise. These issues, however, are part of any recording of interactions, 

regardless of whether they will be witnessed by one or two others, such as the 

counselling data, or, in the case of “Big Brother”, by millions.  

2.3.4  Moving on From Non-Clinical and Clinical Research 

 
The overview of the prior social research that has been performed on crying 

behaviour provides an enormous amount of information that is related to this activity. 

Despite the considerable research, there is still much to be known about crying as 

referred to by Whalen and Zimmerman;  

“There still remains the task of explicating concretely how affect is 

expressed, and in particular how it is recognised and managed as a 

feature of the scenes and events that make up the everyday social 

world”  (1989: 142) 

The aim of this study is to provide detailed description of how crying is 

produced, recognised and managed in “naturalistic” (Potter 2002) interactions. This 

study will examine how participants produce crying episodes, display their 

recognition that these are occurring, respond to their crying co-participants and move 

away from this activity, in clinical and non-clinical settings. In other words, the 

primary aim of this study is provide detailed descriptions of how members ‘do’ this 

particular expression of affect in talk, in a range of interactional settings. 
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2.4 Conversation Analysis 
Ethnomethodological CA arose from Garfinkel and Sacks’ discontentment 

with sociology’s use of “hypotheticalised proposedly typicalised versions of the world 

as a base for theorising about it” (Sacks 1984: 25). Within the study of language, 

many sociologists employed their intuitive understanding to devise examples from 

which theories were developed. Rather than examining these invented examples of 

language, Sacks and Schegloff indicated that these members’ intuitive understandings 

of the way natural language ‘sounded’ should become a field of research in its own 

right. Sacks believed that this ‘system of intuitive understanding’ could be examined 

through the analysis of naturally produced conversational data. This field of research 

was pioneered by Sacks’ work on calls to a Californian suicide prevention hotline. 

Sacks was intrigued by the systematic nature of these spontaneous, naturally-

occurring interactions and developed a method, “to study the social organisation of 

natural language-in-use” (Button and Lee 1987: 2). 

The aim of CA is to identify structures of language within ‘mundane 

conversations’, that is; interactions which are “free to variables in the content, number 

of participants and length”  (Drew and Heritage 1992: 12), which reflect the 

participants’ ‘intuitive understanding’ of language systems. CA is described as the 

study of “talk-in-interaction” (Schegloff 1987), which analysts use to examine how 

conversation participants make sense of the interaction, through the sequential nature 

of the talk. Heritage describes that “It is through this sequential organization of 

conversation that ‘publicly displayed and continuously updated intersubjective 

understandings (are) systematically sustained’” (Heritage 1984a: 259). CA is a data-

driven qualitative research method, which has been used to examine naturalistic 

interactions in everyday settings, including talk that has occurred within institutional 
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settings (Drew and Heritage 1992; McHoul and Rapley 2001). Using 

ethnomethodology and CA methods, researchers have performed studies into a range 

of institutional settings including courtroom talk (Atkinson 1992), talk in airline 

cockpits (Nevile 2002), talk on television shows (Emmison and Goldman 1996) and a 

variety of helpline settings (Baker, Emmison and Firth 2001; 2005; Baker, Danby and 

Emmison 2002; Potter and Hepburn 2003). 

It is important to note, for this study, that significant CA research has also 

been performed in the field of medical interactions (i.e. Clavarino, Najman and 

Silverman 1995; Heath 1992; Freebody et al. 2002; Heritage and Stivers 1999; 

Maynard and Heritage 2005; ten Have 1989, 2001a) and counselling interactions (i.e. 

Mondada 1998; ten Have 2001b). Studies of medical consultations have informed 

researchers of language, and medical practitioners, of aspects of medical talk 

including the “genre” (ten Have 1989) of the consultation, how doctors mark their 

movement between different activities within the consultation (Robinson and Stivers 

2001) and how medical practitioners’ gaze may impact on the interaction (Ruusuvuori 

2001). The studies of interaction in counselling settings have demonstrated methods 

used by practitioners to pose certain questions (Bergmann 1992), and work 

collaboratively with their patients to construct narratives (Buttny 1996).  

While not a part of ‘traditional’ CA, there has been a movement towards 

‘applied CA’, which involves using this research method to provide a practical 

application to, often institutional, interactional settings. In his discussion of CA 

methods in HIV/AIDS counselling Peräklyä states that “CA offered a way of 

examining and describing the actions of counsellors and their clients, in much more 

precise ways than the more traditional qualitative or quantitative approaches could 

have provided” (2004: 165). Maynard and Heritage (2005) offer CA as a ‘tool’ for 
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doctors to examine their own communication and further their understanding of and 

relationship with patients. These practical applications for CA are echoed by Barnes 

(2005). 

The dual focus, on clinical settings and physical actions in interactions, of this 

study is based within the tradition of considerable prior research using CA methods. 

This research, however, is novel in its focus on talk in clinical settings, surrounding 

crying episodes. This study is examines talk in multiple settings, including medical 

training, counselling and peer-to-peer interactions. These data enable the examination 

of institutional and mundane talk and comparisons between these interactional 

settings. The analysis of crying episodes in a variety of settings provides new avenues 

for research. Furthermore, this study is based in the growing tradition of ‘applied CA’, 

particularly in clinical settings, in its aim to describe the practical implications of this 

research. 

2.4.1 Laughter and Crying 

 
CA has been used to analyse other quasi-lexical aspects of interaction, such as 

gaze (Robinson 1998; Ruusuvuori 2001), minimal responses (Gardner 2001) and, 

importantly for this study, the activity of laughter (Jefferson 1979; 1984b; 1985; and 

Glenn 1992; 1995; 2003).  Prior to Jefferson’s work in the field, the occurrence of 

laughter had been merely described within the transcription of interactional data and 

research on language. Jefferson’s (1985) paper, however, proposed new notational 

symbols and methods that may be used to transcribe laughter, rather than simply 

providing such a gloss. The transcription of laughter particles, such as ‘hah’, ‘hih’ and 

‘heh’, has enabled, not only a legible and specific reference of what laughter ‘sounds’ 

like, but also a definition of where precisely these laughter particles occur within talk.  
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Jefferson’s (1985) study demonstrated the benefits of transcribing laughter, by 

examining the ways in which laughter particles may be used to conceal profanities in 

talk, particularly in joke-telling. Furthermore, examinations of laughter in interactions 

have shown ways in which the production of these particles may be used to invite 

laughter from others (Jefferson 1979; Glenn 1992), without the use of lexical aids. 

Glenn (2003; 1995) has continued in this line of research and furthered studies on 

how laughter may used to indicate affiliation or disaffiliation (Glenn 1995). Jefferson 

and Glenn’s studies have had great impact on CA transcription techniques as it has 

become common practice to transcribe laughter particles rather than to describe the 

occurrence of laughter. Furthermore, these studies have shown how new transcription 

practices can provide analysts with access to previously unseen interactional 

phenomena.  

Prior to embarking on this study, there had been no transcription conventions 

that were specific to the activity of crying. This activity was generally described 

within the transcripts of the few interactions, examined by CA methods, where crying 

has occurred. The work that has been performed on laughter, however, seems to 

indicate that following the development and use of notation conventions to transcribe 

crying and its features, CA may have greater access to examining these actions. 

2.5  Previous Interactional Studies involving Crying 
 

I have found only four papers that focus on the occurrence of crying as a social 

action. The first paper (Manzo, Heath and Blonder 1998) uses CA methods to 

examine incidences of ‘pathological crying’ by survivors of strokes. This study is 

based upon on interviewer-led discussions of behaviour changes, such as increased 

frequency of crying episodes, which have occurred following the subject’s stroke. The 
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focus of this paper is on the practices used by these stroke survivors and their spouses 

to account for their behaviour changes. As a result of their focus on the ‘pathology’ of 

these participants’ crying episodes, Manzo, Heath and Blonder (1998) do not address 

how crying itself is performed in everyday social life. These episodes are treated as a 

‘new’ behaviour that has resulted from the subjects’ strokes. These participants tend 

to offer reports of their crying episodes in these interviews. On the rare occasions 

where participants these take place in the interviews, the transcripts simply offer a 

description that crying has taken place. Despite the limitations of Manzo, Heath and 

Blonder’s (1998) study, the examination of crying as an accountable activity has 

influenced this study.7

The second study I have found that uses CA methods to examine interactions, 

which include crying episodes, is Whalen and Zimmerman (1998). This paper 

examines the management of “hysteria” within calls to the American 911 emergency 

hotline. The focus of this study is how “emotional displays” (Whalen and Zimmerman 

1998: 142), such as crying or screaming, may be managed by call takers at the 

emergency hotline, so the required information may be taken from callers. These 

‘emotional displays’ are grouped together and used to demonstrate how call-takers 

manage interruptions to the process of obtaining information. As such, the focus of 

this paper is not on crying per se. Rather, the crying, and other such ‘displays’,  are 

used as “a variable” (Katz 1999), or an interference to the ‘business of the 

interaction’. The transcribed representations of the data for this paper provide 

notations for many of the ‘displays’ of emotion. Shouted words, for example, are 

transcribed in capital letters with emphatic stress patterns. As with Manzo, Heath and 

 
7 See Chapters 6 and 7 
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Blonder’s (1998) study, however, this paper describes, rather than transcribes, the 

crying activity.  

Katz’s (1999) book examines emotions as being socially constructed and 

displays of emotions, such as frustrations when driving, as social actions. Katz 

provides two chapters within his book that examine the activity of crying. He 

indicates that there has been very little research performed on crying, when one 

considers the prevalence of this activity in the everyday social world. Furthermore, as 

indicated in the discussion of other studies, Katz states that there is very little known 

about the activity of crying itself, and previous studies have used crying, not to 

examine this activity per se, but as a variable in order to examine differences in 

behaviours between children and adults, men and women and different cultural 

groups. Katz, however, takes a different view, providing a descriptive analysis of 

crying episodes by two participants, a small girl and a middle aged man. His 

descriptions provide insights into crying as a social phenomenon, and seem to be the 

first research work in which the activity of crying is the focal point. 

In the most recent study of crying in interaction, Hepburn (2004) analyses the 

‘features’ of talk that are collectively used to produce a crying episode. Hepburn 

proposes new transcription conventions to notate where each of the seven ‘features of 

crying’, that she has identified, occurs within the interaction. This paper, which will 

be discussed in further detail below, also demonstrates the benefits of transcribing, 

rather than simply describing, crying in talk.  

2.5.1    Conversation Analysis and Crying 

 
As previously stated, at the commencement of this study there had been very 

little CA research that had included crying episodes, and no published CA studies that 
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provided the transcription of individual elements of crying. Whilst not previously a 

focus of studies, there does not appear to be any indication that CA and related 

methods are unsuitable for research into crying. Indeed, this activity was used by 

Sacks (1992) in one of his lectures, which provided the foundations for Membership 

Categorisation Analysis. In this lecture, Sacks used a simple child’s story, “The baby 

cried. The mommy picked it up”, to demonstrate the relationship that readers ‘hear’ 

when given two related categories, such as ‘baby’ and ‘mommy’. In using these 

related categories, the audience of this story appear to make the assumption that the 

‘mommy’ being described is a parent of this crying baby and that ‘it’ is the baby that 

she has ‘picked up’.  In her discussion of this lecture, Baker (1997) describes that 

when we ‘hear’ the term ‘cried’, within this story, we automatically begin to ‘look’ 

for the baby who is doing the crying. Whilst Baker has indicated the members 

understandings that ‘baby’s cry’ and that ‘mommies pick up babies’, this story also 

seems to suggest a chronological element, that the ‘mommy has picked up the baby 

after it has cried’. An alternative reading of this story, therefore, may be that the 

‘mommy’ has “picked it up” as a result of the baby’s crying. This simple story, which 

has become canonical in both CA and MCA, may, in this way, be seen as offering a 

description of crying as an interactional action. 

In 2004, following the tradition of Jefferson’s (1985) paper on laughter, 

Hepburn demonstrates the benefits of transcribing crying, within her research on calls 

to a Child Protection helpline. This paper indicates that the transcription of sobs, 

whispers, aspiration in talk, “wobbly voice” (Hepburn 2004: 267) and various types of 

sniffs may “give a more comprehensive insight into any interactional features of 

crying episodes” (Hepburn 2004: 260), than a simple description that the activity has 

occurred. Hepburn uses previously devised transcription conventions, such as the tilde 
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(Gardner 2001) to indicate ‘wobbly voice’, and also offers a description of new 

transcription conventions to represent each of the features that she has found to be 

associated with crying behaviour. By transcribing these ‘features’, Hepburn shows 

that crying is not a simple or unitary activity. Rather, this activity appears to include a 

range of actions that are artfully co-ordinated within talk to produce a ‘crying episode’ 

that is oriented to by Child Protection Officers (CPOs), who take these calls. 

Hepburn’s (2004) paper also addresses the similarities and differences 

between crying and laughter. Each of these activities may be considered ‘quasi-

lexical’, in that they are communicative but do not require words. Both laughter and 

crying may disrupt the flow of the interaction in which they occur. Furthermore, this 

study shows that there appear to be similarities in the sound, and hence the 

transcription conventions, between laughter particles and sobbing. In cases where the 

nature of these sounds are ambiguous, Hepburn (2004) notes that analysts may be 

required to refer to the talk to differentiate between laughter and crying. Unlike 

laughter, however, the crying in these calls to the Child Protection helpline does not 

appear to be a ‘shared activity’. While the production of laughter particles may be 

used to invite others to laugh (Jefferson 1979; Glenn 1989; 2003), the production of 

features of crying does not appear to have the same function. Hepburn’s paper (2004), 

offers a ‘way in’ to the examination of crying, and poses this activity as one that is 

worthy of interactional research. At this preliminary stage, however, there is very little 

known about the function that crying may have within interactions. 

2.6  What this Study Offers 
 

This study aims to offer detailed examinations of the ways that crying is 

produced and managed in interactions in a range of settings. Drawing from Hepburn’s 
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(2004), the first analysis chapter will offer an examination of how crying is produced 

in talk and how this may be transcribed. The next analysis chapter moves on to 

examine how these crying episodes are oriented and responded to, with a specific 

focus on the differences between these actions in clinical and non-clinical settings. 

Chapters 6 and 7 then describe the accounting strategies that have been identified as 

‘slots’ associated with crying in talk. The final analysis chapter examines the last 

‘activity slot’, of moving away from talk about crying and the initiation of a new topic 

focus.  

While Hepburn (2004) provides an analysis of how crying is produced in talk, 

this study offers examinations of her proposed ‘features of crying’ in a range of 

interactional settings. Additionally, this study proposes, and offers transcription 

conventions for new descriptions of ‘features’ of crying. The examination of the 

sequential order of talk in which crying is made relevant is new to CA research on 

crying. The identification and analyses of ‘activity slots’ associated with crying, 

therefore, provides a novel area for CA research and aims to offer new insights into 

the study of crying.   
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Chapter 3   Research Design and Methods 
3.1 Introduction 
 

Given that crying is a universal phenomenon the number of sites in which 

crying behaviour could be studied is potentially vast. The identification and selection 

of my research sites has been largely determined on pragmatic grounds – where can 

instances of crying be observed which can readily be recorded for research purposes?  

A second consideration concerned the part that the field of medical or clinical 

communication has played in my overall research design. The three sites were 

selected because they each offered the prospect of achieving, as far as possible, 

‘naturalistic’ instances of crying behaviour as has been discussed in the previous 

chapter (Chapter 2).  It was also important to obtain data from clinical and non-

clinical settings.  In this chapter I will discuss the three sites which were chosen: the 

medical training course, the counselling session and the reality television show “Big 

Brother”. The discussion will focus on the data collection process that each site 

entailed and on the ethical considerations inevitably associated with the recording and 

examinations of participants’ displays of emotions.  

The final section of this chapter will provide an outline of CA, the primary 

method used to examine these data. Brief discussions of the two other methods, which 

have been drawn upon in some of these analyses; Membership Categorisation 

Analysis and Discursive Construction, will also be provided. In conclusion, the 

chapter will return to the topic of the activity ‘slots’ provided in the Introduction, to 

show how the analyses of actions associated with crying, have been organised in this 

thesis.  
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3.2  Data Collection 

3.2.1  Medical Training Data 
 

The first set of data collected for the study comprises simulated consultations 

taken from a communication training course for GPs. This course formed one part of a 

Quality Assurance program run by the Royal Australian College of General Practice. 

In this program, Australian GPs are required to undertake Continuing Professional 

Development courses on a triennial basis to upgrade their skills. As part of the 

assessment for this communication skills course, participating GPs were asked to 

carry out two consultations with actors portraying patients. One session was recorded 

mid-way through the course and the second was recorded after the communication 

training had concluded. These recorded consultations were viewed and assessed by 

the administrator Prof. Wilhelm, a Liaison Psychiatrist, and the other GPs who 

participated in this course. Permission to use these consultations was received from 

both Prof. Wilhelm and the GPs whose recorded consultations were included as data 

for this study. 

The medical training data are taken from this larger data corpus of 44 recorded 

consultations, involving 22 GPs, from the Sydney region. The simulated patients 

involved in the training course, included two male and two female actors. The data 

examined in this study, however, include only one male and one female simulated 

patient. Within their training, the participating actors were each provided with a case 

study and some relevant symptoms to report to the GPs. The actors were not provided 

with any scripted material and were not instructed to cry in their consultations. These 

standardised consultations were recorded to examine the communication strategies 

used by participating GPs, not for the study of crying episodes. The simulated 

patients, however, spontaneously produced crying episodes in six of the 44 recorded 
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consultations. The GPs conducting these consultations were, therefore, required to 

respond to their crying episodes. It is interesting to note that, while six of these 

consultations included instances of crying, only four of the 22 participating GPs were 

involved in these interactions. Two GPs, whose interactions are included in the 

medical training data for this study, were required to manage their patients’ crying 

episodes in both of their recorded consultations. This observation sparked my interest 

in the occurrence and management of crying in clinical settings.  

Simulated or standardised patients, actors who are trained in standard patient 

responses, have been frequently used in medical training since the 1980s (Barrows 

1993: 448). Medical students are often required to undertake ‘consultations’ with 

simulated patients for training and assessment purposes. The use of simulated patients 

“avoids the mistreatment of real patients when they are used for educational 

purposes” (Barrows 1993: 444).This practice is similarly used within Continuing 

Professional Development programs for practising Australian GPs to fulfil Quality 

Assurance requirements. The validity and representativeness of standardised patient 

consultations has been widely studied (i.e. Collins et al. 1998; Tamblyn et al. 1997; 

Van der Vleuten and Swanson 1990). Van der Vleuten and Swanson claim that in 

training, health professionals “interact with (simulated patients) as though they were 

interviewing, examining and counselling real patients” (1990: 62). Collins and Harden 

believe that, when appropriately trained, a simulated patient “should not be 

distinguishable from a real patient by experienced clinicians” (1998: 511). While this 

research states that interactions within simulated consultations do not differ 

significantly from interactions within actual consultations, the ‘naturalness’ of these 

patients’ crying episodes cannot be empirically evaluated. These interactions, 

however, are unscripted and bound by the sequential organisation constraints of 
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ordinary sense-making. Furthermore, these interactions would have taken place, and 

been recorded, regardless in their inclusion in this study and, thus, may be considered 

‘naturalistic’, using the definitions proposed by Potter (2002). The GPs’ responses to 

these crying episodes are similarly unscripted and sequentially-based. Furthermore, as 

these simulated consultations were recorded as part of an assessment for this 

communication training course, it logically follows that these GPs would try to offer 

the best demonstration of their clinical skills. 

There is a belief amongst medical practitioners and counsellors that the most 

effective method of teaching and learning these interpersonal skills is through either 

personal experience or “vicarious experience” (Burnard 1997: 164). ‘Vicarious 

experience’, in this context, may be defined as the experience of others, which is 

shared through detailed anecdotes, reports, or the recording and/or transcribed 

representation of the clinical session. Recorded simulated consultations enable 

medical practitioners and trainees to practice their interpersonal skills, to gain 

experience and provide others with vicarious experience, without compromising the 

confidentiality of ‘actual patients’. Furthermore, the recording of consultations offers 

a high level of detail, which is not limited by human abilities of recollection.  

In summary, despite these crying episodes being enacted by simulated 

patients, the medical literature suggests that GPs will respond similarly, if not in the 

same manner, as they would respond to actual patients’ tears. The GPs involved in 

this study are responding to tears in consultations, where they are ‘doing being a 

doctor-in-training’. This is a role in which they have regularly been placed throughout 

their undergraduate and continuous professional education. Their responses to crying 

are constrained by both the sequential organisation of sense-making and also by the 

moral obligations of what is ‘appropriate’ when managing a crying episode and when 
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their consultations are to be viewed by an assessor and peers. While it has been 

argued that these GPs may not behave ‘naturally’, the training setting in which these 

interactions take place require that they provide some demonstration of their 

competence in clinical communication. Furthermore, any significant interactional 

differences between medical practitioners’ management of crying episodes within 

training sessions and within actual clinical situations may inform medical training 

programmes.  

The inclusion of these simulated consultation data in this study enabled an 

initial overview of the management of crying episodes within a clinical setting, 

without placing actual patients at risk of psychological discomfort, or feeling that the 

confidentiality of their consultation was in jeopardy. These issues required further 

consideration and sensitivity when collecting data within an actual clinical setting.8

The use of these data provides an opportunity to examine the interaction of GPs 

within a training setting. Furthermore, the inclusion of these video data enables a 

micro-level examination of the use of simulated consultations, which may be 

beneficial for both studies of interaction and the training of medical practitioners to 

‘manage’ crying patients.  

3.2.2  Counselling Data 
 

The intention of this study was to collect clinical data from both GPs and 

counsellors in ‘real’ consultation settings. The collection of clinical data for this 

study, however, proved to be more difficult than anticipated. This study took a 

number of approaches in the recruitment of medical practitioners and counsellors over 

a two year period. After consideration of confidentiality issues, I decided to request 

audio-rather than video-recording of consultations. Another issue, raised by the 

 
8 see discussion in 3.1.2 
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Human Ethics Committee at the University of Queensland was that the recording 

process should not have a negative effect on patients’ consultations. As a result of this 

concern, the doctors and counsellors who were approached to participate in this study 

were offered a clause that this study would pay for ‘replacement’ consultations if any 

patient reported feeling that their level of health care had been compromised by their 

participation in this study. Funds were set aside for up to three ‘replacement’ medical 

or counselling consultations. Fortunately, this clause was not invoked as no 

participants, who agreed to have their session recorded for this study, reported any 

dissatisfaction with their consultation or the recording process. 

 The attempted recruitment of medical practitioners included mail-outs to GPs 

in the greater Brisbane region, face-to-face meetings, and e-mails to GPs and General 

Practice trainers in both Brisbane and Sydney. Meetings were also arranged and 

undertaken with the Eastern Sydney Division of General Practice, who authorised and 

arranged mail-outs to the GPs in their area. Despite interest in this study, these 

attempts at the recruitment of medical practitioners did not come to fruition. 

Some of the GPs who were approached to participate in this study were 

reticent to have their consultations recorded, for reasons of their own or their patients’ 

confidentiality. While confidentiality was assured by the information kits9 and 

personally, by me, some of these clinicians explained that they felt audio-recordings 

of consultations were too intrusive in a clinical setting. One General Practice agreed 

to participate in the data collection process for this study. Patients in this practice were 

informed of this study by the patient information sheet10 and were requested by 

practice staff to agree to the audio-recording of their consultation. Consultations were 

not recorded without written permission being given by the patient or client prior to 

 
9 See Appendix 1.2  
10 See Appendix 1.2 – Information Sheet and Consent form for Patients 
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their clinical session. While a number of patients consented to the recording of their 

consultation, none of these patients produced a crying episode. The patients who did 

cry in consultations during this week routinely declined to participate in the study. 

The recruitment of counselling participants for this study created similar 

difficulties. Initially, this study contacted an Australia-wide organisation that provides 

individual, family and couples counselling services. While they appeared willing to 

participate, the restrictions that were placed on the work with their data made the in-

depth examination required by CA methods untenable. A number of private 

counselling services were approached for support, although this was declined. For this 

reason a University counselling practice, that trained intern counsellors, was 

approached for assistance with data collection.  

One supervising counsellor and three interns agreed to participate in this study 

and request consent from their clients for their consultations to be recorded. The 

intern counsellors, however, reported that they found the informing and consent 

procedure difficult and were unable to gain consent from any of their clients. The 

supervising counsellor was somewhat more successful in gaining consent from clients 

but was only able to record one consultation in which a client cried. While not the 

desired outcome, especially after a two-year data collection period, this consultation 

provided an example of how a health professional responded to a ‘real’ crying patient 

in a clinical setting. Importantly, detailed examinations of this recording highlighted 

the numerous similarities between this consultation and the consultations recorded in 

the medical training data. It is my contention that, while only one ‘real’ crying patient 

is included in these clinical data, that these data allow for appropriate descriptions of 

how crying may be managed in health care settings. More importantly, this research 
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examines how practising health professionals respond to crying in ‘actual’ and in-

training clinical sessions. 

 3.2.3  Non-Clinical Setting: “Big Brother” Data 
 

The third set of data examined within this study includes examples of crying 

episodes in a non-clinical setting. Whilst reviewing the literature, I found that no 

studies have been performed on crying episodes in clinical settings and few studies 

have been performed on crying episodes in ‘mundane’ talk. The inclusion of non-

clinical data also provided an opportunity for a comparative analysis of the 

similarities and differences between the strategies used to manage crying by trained 

health professionals and untrained participants. I was concerned, however, that the 

systematic recording of crying episodes in non-clinical settings, involving untrained 

participants, would be difficult to achieve. The unedited web-cast of the “Big 

Brother” reality television series, however, provided the opportunity to systematically 

and ethically collect non-clinical crying data without placing my relationships with 

colleagues, friends and family at risk.  

The interactions in this non-clinical data set are taken from the third series of 

Australian “Big Brother”. This is part of the ‘reality’ television genre. Edited extracts 

are included in a nightly television broadcast and unedited ‘streaming’ footage is 

available over the internet. The concept for this program is taken from similar 

international programs and the two previous Australian series. The basic premise of 

“Big Brother” is to place approximately 12 contestants, or ‘housemates’, within a 

house, with no access to the outside world, and constantly film their actions, whilst 

evicting contestants individually, at an approximate rate of one each week, until a 

‘winner’ is determined. This contest took place over a 12 week period. The ‘Big 
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Brother house’ is designed so all aspects of the participants’ everyday lives may be 

filmed by cameras.11 

As part of the competition, ‘housemates’ are required to designate either one 

or two points to two of their fellow ‘housemates’ each week. These points are tallied 

and the ‘housemates’ who have received the highest number of points in that week are 

‘nominated’ to be ousted from the house and the program. Once ‘housemates’ have 

been ‘nominated’ the viewers are asked to vote for the ‘housemate’ who they would 

most like to leave the ‘house’, using premium-priced telephone calls and SMS (Short 

Message Service on mobile telephones). At the end of a three month period the last 

remaining contestant receives a cash prize, which, in this series, was $250 000AUD. 

The ‘housemates’ also participate in a range of competitions and tasks over the 12 

week duration. The competitions, tasks and house design are varied each series, to 

create a point of difference in each “Big Brother” series. One major point of 

difference of this series, which ‘housemates’ refer to in the data extracts examined in 

this study, was the bifurcation of the ‘Big Brother house’ for the first fortnight of the 

series. After a fortnight of the ‘house’ and ‘housemates’ being separated the partition 

was lifted to create a larger ‘house’ and group of ‘housemates’.  

Access to the unedited web-stream footage was available on the Australian 

“Big Brother: Series Three” (hereafter referred to as BB3) website 

(http://www.bigbrother.optus.com) to subscribing members during the May- July 

period, over which “Big Brother” was being filmed. In June 2003, I subscribed to the 

website for 12 weeks ‘premium’ access to footage on the web. The production 

company responsible for “Big Brother”, Southern Star Endemol, were contacted by 

 
11 See Appendix 2.3 – Floor plan of Big Brother House 
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email to request their permission to use the web-site data for this study.12 Following 

permission to use recordings as data for this study, I regularly checked the BB3 

website (see above) for any web-cam recordings of crying episodes. A ‘premium’ 

membership entitled members to access both live-stream footage and the ‘directors’ 

cut’ area of the website, which included short, unedited streams of footage that 

members had requested to see again. These recordings were broadcast on the internet 

in a non-downloadable format. While the footage could be viewed and re-viewed 

within the 12 weeks of the programme and subscription, they were removed from the 

internet site after this period had elapsed. I, therefore, selected the footage showing 

crying episodes in talk, and requested these unedited streams from ‘Southern Star 

Endemol’ in a re-viewable format. Southern Star Endemol produced a CD ROM 

version including each of the requested extracts from the ‘web-cast’.13 

As with the simulated consultations taken from the medical training data, there 

is some concern about the ‘naturalness’ of the interactions between participants on a 

television program. While there has been some debate amongst Conversation 

Analysts, about the use of ‘fictional’ data14, television programs have been used in a 

range of CA papers (i.e. Emmison and Goldman 1996; Forrest, Goldman and 

Emmison 2005). The UK ‘reality television’ program “Pop Idol” has also been used 

as data for the examination of the use of “take-your-times” in the management of 

crying episodes (Hepburn and Potter (forthcoming)). Radio broadcasts and call-in 

radio have similarly been used as data for CA and MCA studies (i.e. Hester and 

Fitzgerald 1999; Hutchby 1995).  Like the simulated consultations, however, the BB3 

‘housemates’ are participating in unscripted, spontaneous interactions. Furthermore, 

 
12 See Appendix 2.4 – Consent from ‘Southern Star Endemol’ 
13 See Attached CD. Video footage of BB3 crying episodes can be viewed using “Windows Media 
Player” 
14 See Section 2.3.3 
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these interactions, including those in which crying takes place, occur over a three 

month period between a variety of conversation participants. 

3.2.4 Context of Crying in these Data 
 

As described earlier, the data for this thesis have been taken from three 

different interactional settings. In addition to the differences in the settings of these 

data, the crying episodes and talk about crying occurs within a specific interactional 

context in the overall course of the conversation. The aim of this section is to describe 

the context of the crying episodes, including the interactional ‘business’ and structures 

of talk that are produced immediately prior to the crying episodes and management 

thereof, in each of these interactions. 

 The crying episodes and responses to crying in the medical training 

interactions, regularly occur within the “interview stage” (Harris 2000: 37) of the 

consultation. The ‘business of the interaction’ in the talk surrounding these crying 

episodes, and the management of crying, is the collection of information about the 

patients’ lifestyles or ‘symptoms’ that may be relevant to the diagnosis and 

management of the problem/s for which they have come to see the doctor. Talk in this 

‘stage’ of the consultation is characterised by an ongoing ‘question-answer’ pattern in 

which the GPs pose direct questions for the patient to answer within a number of topic 

sequences.  The patient’s crying episode in extract AB (see Appendix 1.1 Medical 

Training Data) occurs during this ‘interview stage’, immediately following the doctor 

asking him a series of questions about his contact with his family. The patient 

responds to these questions by describing his brother’s gambling habits and heroin 

addiction. This topic-driven question-answer sequence shifts, through a “step-wise 

transition” (Jefferson 1984a) to a new sequence of questions about addictive 
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behaviour (as seen in lines 80-82), which occurs immediately prior to the patient’s 

crying episode.  

 The patient in extract AG (see Appendix 1.1 Medical Training Data) has 

presented to the in-training GP with concerns about her weight fluctuations. During 

one sequence of this ‘interview stage’, in which the patient’s crying episode occurs, 

the patient has responded to the doctor’s questions indicating that she regularly vomits 

after eating. Immediately prior to the onset of this patient’s crying episode, the doctor 

in this extract compliments the patient on her courage in divulging this information 

and poses two questions, asking why the patient has come today and if she would like 

some professional help to stop this behaviour. 

 The patient’s crying episode in extract BB (see Appendix 1.1 Medical 

Training Data) also occurs in this ‘interview stage’ of the consultation. This simulated 

patient has asked the in-training doctor for help with feeling tired and emotionally 

low. Before the onset of the patient’s crying episode the doctor has asked him 

sequences of questions that have focussed on his sleeping habits, drinking habits, 

social life and appetite. Immediately prior to his crying episode, and the talk about 

crying, the patient has indicated that he feels uncomfortable, or “weird” (line 60) 

about seeing a doctor when he is not ‘sick’ although admits, after questioning, that his 

life doesn’t seem to be great at the moment. Following this sequence, the doctor 

begins asking him if he has “ever had any thoughts that life wasn’t worth going on 

with” (lines 50-52). In his response to this question, this patient produces the first 

‘features’ of his crying episode. 

 The crying episode and talk about crying in extract BG (see Appendix 1.1 

Medical Training Data) is interesting as, although this episode takes place within the 

‘interview stage’ of the consultation the patient’s crying occurs within a more 
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combative context. The patient, who initially tells the doctor that she would like 

assistance with her weight fluctuations, has responded to the doctors questions about 

her lifestyle and indicated that she regularly uses drugs and vomits in order to keep 

her weight at a particular level. Within the interview stage, the doctor has indicated 

some concern with this patient’s desired weight and clothing size, asking if the patient 

believes that this desire is ‘realistic’ and if a smaller clothing size will give her ‘a 

good life’. Immediately prior to the doctor’s statement that the patient is ‘looking a bit 

pissed off at the moment’ (line 252) and the patient’s following crying episode, this 

doctor has been asking her a series of questions about her sleeping habits. 

 As with the other medical training interactions, the patient’s crying episode in 

extract CB (see Appendix 1.1 Medical Training Data) occurs during a question-

answer sequence in the ‘interview stage’ of the consultation. Following a series of 

questions about his social life, eating habits and drug and alcohol use, this doctor 

begins asking questions about the patient’s emotions and how he views his life. The 

doctor moves from this focus (seen in lines 1-4) to questions about whether the patient 

has considered suicide (lines 21-23 and 26-27). It is within this topic driven question-

answer sequence that the patient’s crying episode begins. 

 There are some differences between the interactions taken from the medical 

training setting and the counselling setting. The most marked difference between 

these interactions is the institutional task at hand. As stated earlier, in the medical 

training interactions the doctors are required to elicit symptoms and relevant 

information from patients in order to provide them with a diagnosis and management 

strategies for the issue that has been uncovered. In this counselling session, which 

uses Cognitive Behavioural Therapy methods, the counsellor also poses series of 

questions to be answered by their client. The purpose of these questions, however, is 
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not to provide a diagnosis of a particular issue. The purpose of these questions is to 

provide a stimulus for the client to evaluate their thoughts and elicit emotional 

responses (Counselling Resource). The underlying purpose of this form of counselling 

is to uncover the clients’ thoughts and emotions elicited by various stimuli in order for 

the counsellor and client to work collaboratively on ensuring that these cognitive and 

emotional responses reflect reality. 

 In the counselling session examined in this thesis (see Appendix 1.1 

Counselling Data) the client, who has seen this counsellor a number of times before, 

responds to the counsellor’s questions about her weight, exercise program, her 

feelings about her life and her desire for a relationship. While describing her desire for 

a relationship the client expresses her feeling that she has a limited amount of time left 

within her life to form a relationship in which she can have children. 

 Unlike the data from the clinical settings, there is no institutional ‘business’ of 

the talk between the participants in the “Big Brother” data. These participants are a 

disparate group who have been put together in a situation so that their actions and 

interactions may be filmed. These crying episodes, and the discussions of the crying 

episodes, take place within the filming of their daily lives.  

Jo’s crying episode takes place immediately after a comment about being 

‘fake’ has been made by one of her ‘housemates’, Ben, over dinner. At the beginning 

of transcript 1 (see Appendix 2.1 “Big Brother” Data), Jo has left the dinner table, 

where the other ‘housemates’ are eating and entered the bedroom alone while crying. 

Vincent, another ‘housemate’ in “Big Brother” enters the room to close the door and 

talks about Jo’s crying episode. One part of the context of Belinda’s crying episode 

and the responses to her crying in transcript 2 (see Appendix 2.1 “Big Brother” Data) 

may be seen in transcript 1. Belinda enters the bedroom, where Jo and Vincent have 
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been talking about Jo’s crying episode. Belinda has entered the bedroom immediately 

after having had an argument with Ben over the dinner table. This argument, 

described in Belinda’s talk in transcript 2, has commenced after Jo has left the dining 

table and has concluded in Belinda leaving the dining table and crying. 

Transcript 3 (see Appendix 2.1 “Big Brother” Data) of the Big Brother data 

takes place after the housemate Ben has been ‘voted out’ of the house. As with 

transcript 1, the crying episode and talk about crying occurs at the beginning of the 

conversation. Prior to the conversation between Saxon and Reggie, Reggie has left her 

fellow ‘housemates’ to be alone in the bedroom. While she is lying on the bed crying, 

Saxon enters the room and begins a discussion about her crying episode.  

Saxon’s crying episode in transcript 4 (see Appendix 2.1 “Big Brother” Data) 

occurs after his friend and ‘housemate’, Jo, has discovered that she has been 

‘nominated’ and, thus, could possibly be voted to leave the house. Jo, Vincent and 

Saxon have entered the lounge room following this discovery and discuss Jo’s 

‘nomination’. After Vincent leaves the room, Jo and Saxon continue this topic of 

conversation and focus on their responses to her nomination. It is during this 

discussion that Saxon’s crying episode begins and becomes a topic for interaction. 

Saxon is also the crying participant in transcript 5 of the “Big Brother” data 

(see Appendix 2.1 “Big Brother” Data). This extract commences immediately 

following Jo’s departure from the “Big Brother” house. Saxon’s crying episode is 

occurring at the start of this extract where he, Chrissy and Reggie are discussing his 

tearful response to Jo’s leaving the house.  

As these descriptions indicate, the crying episodes in each of the interactions 

examined in this study occur in different interactional settings and contexts. All of 

these conversations, however, share one similarity that is vital for their inclusion in 



63

this study. Each of these conversations, whether taken from a medical training, 

counselling session or from reality television, includes at least one crying participant 

and the management of crying in the talk.  

3.2.5  Benefits and Limitations of the Data Set 
 

This study examines eleven conversations taken from three interactional 

settings. As previously stated, I would have liked to examine more data for this study. 

The examination of a relatively small number of interactions, however, has both 

benefits and limitations. The primary benefit of carrying out research on a small 

number of interactions was that this assisted in carrying out examinations of the 

crying episodes and the talk about crying in these interactions in greater depth than 

would have been practical for this study had a larger data-set been collected. Each of 

these interactions includes a crying episode by one or more participants and examples 

of the collaborative ‘management’ of crying in talk. The number of interactions used 

as data for this study assisted in the detailed analysis of the crying episodes and four 

other ‘slots’ of activity that are associated with the management of crying in talk.  

 Although this data set is small and the extracts are taken from a range of 

different institutional settings, a clear pattern of activities has emerged. At least four 

of the five proposed ‘slots’ of activity are present in each of the interactions that have 

been examined in this study. Furthermore, an examination of an interaction, taken 

from Hepburn’s (2004) paper on crying in calls to a child protection helpline, has 

been presented in Chapter 7. This examination indicates that the ‘activity slots’ that 

have been identified in the data-set for this study are also present in Hepburn’s data 

where crying and the management of crying occur in talk. 

The activity of crying can take place and be managed in any number of 

interactional settings. As described in Chapter 2, crying can take place for any number 
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of psychological, social or physical reasons. Like laughter, crying may take different 

forms or function in different ways in interactional settings. One limitation of this 

study is that it is examining an interactional phenomenon about which very little is 

known.  

CA research into laughing in talk has shown that laughter may have multiple 

functions in talk. Chapter 2 has discussed that Jefferson’s (1985) study has indicated 

that laughter particles may be placed to conceal profanities in talk. One participant’s 

laughter may also function as an invitation for others to share in the laughter 

(Jefferson 1979; Glenn 1992). Patients in medical consultations may use laughter as a 

way to deal with “activities that are at odds with the doctors previous actions, or whith 

more general expectations of what a good, reasonable patient is like” (Haakana 2001: 

213).  

Unlike laughter, however, there is very little known about what crying is and 

how it may occur and be managed in talk. A limitation of the small size of the data-set 

used in this study and the inclusion of conversations from a range of different settings 

is that it does not provide a broad range of interactions from each setting. Each of the 

crying episodes is different and, thus, a specific function of crying in talk has not been 

uncovered. The aim of this study is to examine interactions from a range of settings 

that include crying episodes and talk about crying in situ. Chapter 4 provides 

descriptions of the ‘features’ of crying and where each of these takes place in the talk. 

The examinations of each feature include descriptions of where they occur and how 

they may impact on the ongoing talk. The aim of the Chapters 5-8, is to show how the 

management of crying episodes unfolds in these interactions. The purpose of this 

study is to provide insights, rather than generalisable findings, into how crying and the 

management of crying are done in clinical and non-clinical settings. 
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A further aspect of this study that may be viewed as a limitation is the use of 

data from a particular training setting in medical education. The participants in this 

training are not students. These participants are actual GPs who are undertaking a 

Continuing Professional Development course on communication skills. The 

examination of the management of crying by practising GPs may provide an insight 

into practices that could be used in actual clinical consultations. These simulated 

consultations, however, occur in a training setting where the GPs are being assessed 

by the trainer and their peers on their communication skills. The assessment of their 

video-recorded consultations  and the experience that these GPs bring to this training 

may alter their behaviour in these sessions so that their talk and, in particular, their 

management of crying episodes, may be different to the management of crying 

episodes by medical students or of less-experienced GPs.  

The communication training that the GPs are undertaking could bring out 

specific behaviours that may not always be used in their clinical interactions. As these 

interactions are being recorded for assessment and the viewing by colleagues, the GPs 

are most likely to be providing ‘best-practice’ examples of how they believe crying 

should be managed in a clinical setting. Whilst the management of crying used by 

these GPs may not be wholly representative of how crying is managed in clinical 

settings, or how crying is managed by medical students, the findings of this study 

provide some previously unseen insight into how health professionals may interact 

with crying patients and talk about their crying. These findings cannot be seen as 

generalisable for all clinical settings, in all clinical situations or for all health 

professionals (in-training or in practice). Further more extensive examinations of 

general practice and counselling settings would be beneficial to show how the 

management of crying is frequently performed clinical settings. The importance of 
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this study, however, is that it has laid some groundwork for the examination of the 

management of crying episodes in clinical settings.  

3.3  Ethical Considerations 
 

The use of the simulated consultations and the BB3 recordings as data for this 

study had significant benefits with regards to ethical considerations. All participants 

in the medical training and “Big Brother” data sets had provided their informed 

consent for these recordings to be made to the course coordinator and the production 

company, respectively. Permission to examine these data was primarily given by the 

owners of the recorded crying episodes. In the case of BB3, the production company 

held all rights to these recordings and, as such, were able to consent to my use without 

requiring further consent from the participating ‘housemates’.  

The recordings of the simulated consultations had been performed for the 

training course and for another research project on the change to communication 

styles after the GPs had undertaken the communication training course. The actors 

had given permission for their images and interactions to be used. The GPs, however, 

had only consented for these recordings to be used within their training and the 

subsequent study. For these reasons the GPs and the Eastern Sydney Division of 

General Practice, who assisted in this training course, were contacted and their 

permission to use these recordings in this study was provided. The anonymity of the 

GPs participating in this study was assured. All names of people, locations and 

organisations were changed within the transcription stage of this study, to maintain 

their confidentiality. As the BB3 data had been publicly broadcast, pseudonyms and 

changes to the names of locations and organisations were not required. 

The ethical considerations of using recordings of crying episodes in clinical 

settings were far more stringent. Ethical clearance for the recording of consultations, 
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involving crying episodes within a clinical setting, was received from the Human 

Ethics Committee at the University of Queensland. Considerations were made for the 

assured confidentiality for all participants, including de-identification of participants 

during data collection, through the use of patient ‘codes’. All names and referential 

terms were changed in the transcription of the counselling session. Patients were 

informed of this study by the clinic staff prior to their consultations.15 The 

consultations of consenting patients were then recorded by their doctor or counsellor. 

No one other than the doctor or counsellor and their patients/ clients was present 

during their consultations. Any recordings of consultations that did not involve a 

crying episode were erased immediately following the consultation. The recording of 

the counselling session which involved crying episodes was given to me by the 

supervising counsellor of the University counselling practice. This recording was 

stored in a locked filing cabinet in an office at the University of Queensland, to 

maintain the confidentiality of the patient. In addition to the Counsellor, I was the 

only other person who heard the recording of this counselling session, although 

transcribed representations of the session were provided to my Supervisors. As the 

counsellor had coded the recording, I was never provided with the name or any details 

of the counselling client.  

3.4  Layout of Thesis 
 

The following chapters are organised to represent the five ‘activity slots’ that 

have been identified as being used in the interactional management of crying episodes 

in these data. The activity slots that have been identified within the medical training, 

counselling and the BB3 data include: 

 

15 See Appendix 1.2 – Script to Inform Patients of Study 
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Crying 

Displays of Orientation and Responses to Crying 

Solicitations of Accounts 

Accounting for Crying 

Moving out of Talk about Crying 

 
Each of these ‘activity slots’ may be fulfilled by a range of actions. For 

example; the ‘Crying’ ‘slot’ includes all of the ‘features’ of crying, including sobbing, 

tremulous tones and tears. There is any number of ways that participants may display 

their orientation and respond to crying episodes, including both verbal and non-verbal 

actions. The analysis chapters presented in this thesis provide an in-depth description 

of the actions used by these conversation participants to fill each of these ‘slots’.   

While each chapter is used to represent and examine one of these ‘activity 

slots’, it is important to note that these ‘slots’ are not discrete units that unfold in a 

neatly sequential order. The production of a crying episode, which has been 

characterised as a ‘slot’ for the purpose of this study, often continues while all of the 

other ‘slots’ of activity are taking place. These ‘slots’ may, therefore, take place 

simultaneously within the interaction. This study aims to show that a range of actions 

may be required to complete one of these ‘slots’. Alternatively, one turn of talk may 

function as two or more of these ‘activities’. For example, a conversation participant 

may display features of crying in their talk, whilst offering an account for their crying 

episode.  

It is also important to note that, whilst this thesis represents one possible 

‘arrangement’, these slots do not all necessarily follow a sequential organisation. For 

example, the ‘display of orientation’ slot may be filled while a crying episode is 

taking place, or even before the ‘features of crying’ have been recognised in talk. As 
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noted in Chapter 1, these ‘slots’ can be ellipsed or recycled within interactions. While 

at least four of these ‘slots’ have been identified in the clinical and non-clinical data, 

there is no routine sequential order that they follow. One aim of the organisation of 

this thesis according to these activity slots is to offer a sociological model of the 

‘interactional management’ of crying episodes. A second aim of this organisation is to 

focus and situate the analyses of various actions used to fill these slots.  

3.4.1  Activity Slots 
 

Schegloff, Jefferson and Sacks first raised the idea of ‘slots’ in their study of 

corrections. In his study of calls to a Suicide Prevention Centre in Los Angeles, Sacks 

identified symmetry in the openings of many of these calls, such as: 

Answerer: This is Mr. Smith may I help you 

Caller:   Yes, this is Mr. Brown. 

(Example taken from Psathas 1995: 13) 

 
The symmetry in exchanges, such as the one provided above, led to the 

conclusion that these were sequential units, or ‘pairs’ of actions. Furthermore Sacks 

and Schegloff (1974) concluded that the parts of these pairs “were in a relation of 

conditional relevance such that the first sets up what may occur in the second, and the 

second depends on what has occurred as a first” (Schegloff and Sacks 1974).  The 

identification of these ‘relevances’ led to the development of the idea of “adjacency 

pairs” (Sacks, Schegloff and Jefferson 1974: 728). In addition to the identification of 

these ‘pairs’, Sacks found that callers did not always reproduce a turn in symmetry 

with the call-takers first turn, or offer the second part of the identified greeting-

greeting adjacency pair, such as the interaction below: 
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Answerer:  This is Mr. Smith may I help you 

Caller:   I can’t hear you 

A:   This is Mr. Smith.

C:   Smith 

(Example taken from Psathas 1995:13) 

 
According to Psathas, Sacks “noticed that the utterance, “this is Mr. Smith 

may I help you,” provides a “slot” for the caller to give their name” (1995: 14). The 

caller in this exchange, however, does not provide a name in the ‘slot’ that has been 

produced. The answerer then produces a repetition of their name in response to the 

call-taker’s turn. The focus of this examination has been the strategy used by the 

caller to decline giving a name by “not taking up the form offered” (Psathas 1995: 

14). Looking at this exchange from we may see that the caller has used another 

‘action’ to fulfil this ‘slot’. The answerer’s responding repetition of his name, 

however, does not appear to create the same ‘slot’ in which the patient’s name is 

made “relevant” (Sacks 1972; Schegloff 1992).  

The idea of ‘activity slots’ has also been used by Jefferson, within her studies 

of the organisation of ‘troubles-talk’. Jefferson (1980, 1988) offers a ‘sequence’ of 

troubles-telling that provides a model for the examination of troubles talk. The 

‘sequence’ model proposed by Jefferson, which she described as “elegant, but weak” 

(1988), is very similar in concept to the idea of activity slots. Although her description 

of the ‘sequence’ model has not been thoroughly explored, I believe that the 

‘elegance’ of Jefferson’s model is that the units within the sequence may be filled by 

any number of actions while still filling criteria associated with ordinary sense-

making. Jefferson’s model provides a template of the activities that may be involved 

in troubles-tellings whilst allowing for variations within the context. In this way, her 
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sequence of “initiation”, “announcement”, “delivery”, “diagnoses”, “closing” and 

“exit” (taken from Buttny 2004: 3), is both “context-free” and “context-sensitive” 

(Sacks, Schegloff and Jefferson 1974: 700). The ‘activity-slots’ proposed in this study 

share a similar feature, as these ‘slots’ describe a framework of activities associated 

with the management of crying in talk that can be accomplished by various actions. 

This framework outlines activities that have been identified as being performed using 

context-sensitive actions, in a range of interactional settings.  

It is my understanding that the perceived ‘weakness’ of Jefferson’s model 

comes from the idea that the elements of the model may not unfold in a neat 

sequential or chronological order. Like the ‘slots’ proposed as a framework of talk 

about crying in this study, elements of Jefferson’s ‘sequence’ model can be ellipsed, 

continued over several turns, repeated or reformulated in the talk. This is a reason that 

I have chosen to use the term ‘slots’ rather than the term ‘sequence’, which may imply 

a sequential order to the described activities (i.e. ‘responses to crying’ always occur 

prior to ‘solicitation of accounts for crying’). I do not, however, believe that this is a 

‘weakness’ of the ‘sequence’ model or the ‘activity slot’ framework themselves. It is, 

rather, the necessary presentation of these models that may imply that these ‘slots’ or 

units of a ‘sequence’ are used in a consistent manner in interaction. In order to present 

an examination of these activity slots, and the actions used to fulfil them, it was 

necessary to describe them in an organised manner. It should, however, be noted that 

the organisation of these ‘slots’ has been performed to present this thesis in a logically 

cohesive eyes. The examinations of these ‘slots’ and the actions included therein will 

indicate that, whilst describing what may occur in talk about crying episodes, these 

‘slots’ of activity are not necessarily produced in interactions in the order  that they 

appear in this study. Extract 9.1 highlights the possible ellipsis, continuation, 
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repetition and/or reformulation of ‘slots’ in the management of crying in interaction. 

Whilst these ‘activity slots’ may not be produced in a set order within interactions, I 

do not believe that this constitutes a ‘weakness’ of the framework. Rather, the 

observation that the proposed ‘slots’ can be used fluidly in talk allows this framework 

to examine a range of context-sensitive interactional actions, associated with crying, 

in a clear, logical and consistent manner. 

3.4.2  Examination of Actions  
 

The aim of these ‘action’ analyses is to provide a detailed description of some 

of the patterns of actions used in these data to fill the ‘activity slots’, and to manage 

crying episodes in talk. This thesis does not aim to be an exhaustive examination of 

all actions that may be used to manage crying. There is little known and much to be 

known about the behaviours, actions and interactions associated with crying.  The 

analyses included in this thesis aim to provide turn-by-turn examinations of some of 

the actions and interactions that occur in the “interactional context” (Ruusuvuori 

2001) of crying episodes. 
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Chapter 4 Features of  Crying 
 

4.1  Introduction to Chapter 4 
 

The aim of Chapter 4 is to describe the production of crying episodes in talk 

including; the identification of ‘features of crying’ in these data and the examination 

of those features described by Hepburn (2004). Drawing from her paper, this chapter 

will offer a brief insight into the detail that is lost in traditional descriptions, rather 

than the transcription of crying in interaction and will provide analyses of  the seven 

‘features of crying’ she has identified. Each of the ‘features of crying’ described in 

this chapter has been examined with respect to various aspects of conversation, 

including their placement in turns, in the interactional context, in the turn-taking 

system and as part of repair sequences. These sections in this chapter focus on the 

order in which these ‘features’ are used to create a recognisable crying episode and 

the differences between these ‘features’ and other interactional phenomena.  

Furthermore, two additional features, which have been identified as being associated 

with the production of crying episodes in talk, will be described. Finally, Chapter 4 

proposes a method that may be used to identify the onset of crying episodes in talk. 

4.1.1  Identifying Features of Crying 
 

The identification of ‘features’ of crying episodes involved the transcription 

and repeated examination of these interactions in order to “produce a transcript which 

captures/ displays those features of the interaction that are of analytic interest” 

(Psathas and Anderson, 1990: 76). An initial attempt to transcribe episodes of crying 

in talk was undertaken during my Honours’ study (Harris 2000). During the 

transcription stage, I attempted to capture all audible features of the interactions 
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examined. These initial transcriptions included some notations, presented in Gardner 

(2001), to represent features of talk that primarily appeared during crying episodes, 

such as tremulous tones (~) (Gardner 2001; xix), referred to by Hepburn as “wobbly 

voice” (2004: 10). These initial transcriptions also included some description of 

features of crying-in-talk, such as sniffing, which was included as ((sniff)). Following 

this initial transcription, all data examined in this study were then re-transcribed to 

reflect the transcription conventions for “features of crying” described by Hepburn 

(2004). The aim of this reviewing and re-transcription process was to clarify and 

notate the features of talk that are associated with crying episodes.  The transcription 

conventions specific to features of crying used in this study are: 

4.1.2   Transcription Conventions for Features of Crying 
 
Tremulous Tones 
Tildes used to mark trembles 

Tre~mble 

Sobbing 
h's used to mark aspiration 
with voiced vowels 

.hhuh hhohh 

Whispers 
Enclosed by double degree signs 

◦◦whisper◦◦ 

Sniffing: ‘Wet’ Sniff 
 ‘Snorty’ Sniff 

.shih 

.skuh 
High Pitch 
Marked by double upward arrows 

hi↑↑gh 

Audible Aspiration 
Marked by h’s 

.hhhhh 
Hh 

Significant Silence 
Timed in tenths of a second 

(1.8) 

Creaky Voice 
Marked by asterisks 

Crea*ky 

Staccato Speech 
Indicated by bullet points 

•sta•cca•to 
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4.2 Description vs. Transcription of Crying 
 

Prior to commencing this study there had been only two CA papers, which had 

used data that included episodes of crying (Manzo, Heath and Blonder 1998; Whalen 

and Zimmerman 1998). One criticism of these studies was that, in the transcripts of 

their data, they offered a description that crying had occurred (i.e. ((cries))) and did 

not attempt to transcribe the crying episodes. Hepburn (2004) demonstrates that the 

transcription of crying provides a more detailed understanding of the aspects of crying 

in talk than a description can offer. For example: 

Extract 4.1 Medical Training Data: Consultation AG  
(crying described) 

 
219. P [Like Otherwise I(‘m all) so
220. emba↑rrassed? ((cries))
221. (0.5)
222. D it’s O[:ka:y
223. P [(it’s so: s’s- so)
224. (0.3)
225. D >i↑t’s Okay,<
226. (0.5)
227. D It's- re::ally important for you to know hhow common
228. this- i:s. (.) tha’ I mean Hhow many people: °tha’°
229. are suffering from this (form of fi:↑ght an’) .hh (.) and
230. that yes we ca:n do something to help. (0.7) it mustn’t
231. be much fun feeling- (0.2) that OUT of contro:l
232. feeling isn’t a very comfortable feeling? i:s it,
233. (0.5)
234. D (>it’s Okay<) (0.2) Well what we could phah

Extract 4.1a Medical Training Data: Consultation AG  
(crying transcribed) 

 
219. P [Li*ke Other °°wise I(‘m all) so
220. em°°ba*↑rrassed?
221. (0.5)
222. D it’s O[:ka:y
223. P [(it’s so: s’s- so) nn*h
224. (0.3)
225. D >i↑t’s Okay,<
226. (0.5)
227. D It's- re::ally important for you to know hhow common
228. this- i:s. (.) tha’ I mean Hhow many people: °tha’°
229. are suffering from this (form of fi:↑ght an’) .hh (.) and
230. that yes we ca:n do something to help. (0.7) it mustn’t
231. be much fun feeling- (0.2) that OUT of contro:l
232. feeling isn’t a very comfortable feeling? i:s it,
233. (0.2)
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234. P .hhi Hh~HHh
235. (.)
236. D (°°>it’s Okay<°°) (0.2) Well what we could phah

These two extracts, indicate some of the detail that is lost in providing a 

description that crying has occurred. Extract 4.1a includes a range of ‘features of 

crying’, such as ‘creaky voice’, whispers, sobbing and tremulous tones, used to 

produce a crying episode, which are not present in the description. As with the study 

of laughter, following Jefferson’s proposed transcription conventions (1985), the 

inclusion of detailed transcription of the ‘features of crying’ may provide a rich 

resource for the study of crying in talk. The intricate detail displayed in the 

transcription of crying offers new insights into the production of crying and 

demonstrates that this is not a “unitary phenomenon” (Hepburn 2004: 255).  

This study contends that describing crying, rather than transcribing its 

features, creates two problems for further analysis. First, the analyst must rely on their 

own judgement as to where to position the description in the transcript. The placement 

of a description is a choice made by the analyst, which does not necessarily rely on 

the participants’ orientations to the crying or the ‘onset’ of a crying episode. The 

second problem encountered when providing a description crying is that, unlike 

laughter particles, crying may continue over a number of turns of talk. Descriptions of 

crying, therefore, should be present in every turn of talk where ‘features of crying’ are 

present, which does not appear to be the case in the transcripts provided by Manzo, 

Heath and Blonder (1998) and Whalen and Zimmerman (1998). If a description of the 

patient’s crying was not placed immediately prior to the doctor’s whispered turn, “it’s 

okay” (line 236 extract 4.1), it would be difficult to discern why she is using the 

categorisation at this point. The inclusion of ‘features of crying’ in extract 4.1a, 

however, demonstrates that the doctor’s statement (line 236 extract 4.1a) is made 
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“relevant” (Sacks 1972; Schegloff 1992) by her patient’s sobs (line 234). The 

description of crying episodes in transcripts not only loses a significant portion of the 

detail associated with the crying, these problems may also encumber the analysis of 

this phenomenon.  

4.3  Features of Crying-in-Talk Described by Hepburn 

4.3.1  Tremulous Tones (Wobbly Voice) 
 

This study uses the term ‘tremulous tones’ to describe an audible waiver in the 

production of a sound, which is referred to by Hepburn (2004) as “wobbly voice”. 

The data for this study were initially transcribed according to the idea that these 

‘wobbles’ are produced within individual sounds, rather than a “continuous wobble”, 

(Hepburn 2004: 268) throughout words or turns of talk. This study contends that the 

notation of individual ‘trembles’ in words, rather than the use of the tilde (~) to bound 

words or phrases where these occur, provides additional detail to the transcription and 

may enable new patterns of the production of tremulous tones to emerge. For 

example: 

Extract 4.2   Medical Training Data: Consultation BG 
 
258. D something that I:'ve said?  
259. (1.0) 
260. P I kno↑:~w that I'm not a verhuhy good 
261. pe:↑rson °but ahhuh.° .hh that's whuy I'm 
262. he↑↑::re: .hh[h            
263. D [Wha’ makes you think you're  
264. >not a v[ery good< pe:rson, 
265. P [oh because I kn↑↑o:w tha’ behhing  
266. sihi~hze ten is no’ un, .hhi is not 
267. U↑nrehhali~s•thi[c, .HH  bhuhuh .HH   
268. D [alri::ght, 
269. (0.2) 
270. P bu~d I don't li:~h↑↑ke  it-,  
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Extract 4.3    Medical Training Data: Consultation BB 
 
119. D [[>You’ve obviously been having a really
120. rough ti↑:me of things, °ha↑ven't you.°<
121. (.)
122. P =Ye*~hh. (0.5) hHHh=
123. D =°(have y↑ou)-°=
124. P =khh hihih[h hh h hhh °h° .h~hh I~’m’s
125. D [°°it’s alri:ght,°° 

(( D smiles reaches for Patient’s arm))
126. (0.4)
127. P (no~t ve~r↓y. (0.2) khh (0.2) aha~hh)
128. (0.5)
129. D Ste:↑van What's? what st↓opp-ed
130. [you from (.) yunno: the:[re you we:re
131. P [>.hh< hh h hh [>.hhih< hh hh
132. D =sitting in the ca::r an’(.) thinking
133. about- it-? (0.3) wha↑t- stopped you from
134. doing that-. 
135. (0.2)
136. P .HHhhhhh (.) I don't kno::~w. hh (0.8)

Hepburn’s study indicates that this feature of crying may be “signalling 

distress” (2004: 269) while enabling the speaker to continue their talk, with a single 

‘wobble’ often being a preliminary marker to the crying episode. The patients in these 

extracts frequently produce tremulous tones (lines 260, 266, 267 and 270 extract 4.2; 

lines 122, 124, 127 and 136 extract 4.3), which do not appear to disrupt the flow of 

their talk, unlike sobbing (lines 261 and 267 extract 4.2; lines 124 and 131 extract 

4.3). These extracts support Hepburn’s (2004) finding that tremulous tones both 

indicate crying and do not impinge on the production of talk. In each of these extracts, 

the patients produce a single tremulous tone as the first ‘marker’ of their crying 

episodes (line 260 extract 4.2; line 122 extract 4.3), which are demonstrated by their 

production of multiple ‘features of crying’ in subsequent turns. The patient in extract 

4.3, however, also produces a single ‘tremble’ in his turn in line 136. His production 

of these multiple features of crying prior to this turn, including audible aspiration 

(lines 122, 124, 127 and 136) and multiple tremulous tones (lines 124 and 127), 

indicates that individual ‘wobbles’ can be produced during a crying episode.  
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It is interesting to note that, although they produce multiple ‘wobbles’ or 

tremulous tones in their turns of talk (lines 265-267 and 270 extract 4.2; lines 124 and 

127 extract 4.3), these patients do not produce more than one tremble in any word. 

Additionally, their voices do not tremble ‘regularly’, that is in each word in a turn of 

talk. The production of multiple tremulous tones, in single turns, may be comparable 

to Hepburn’s “wobbly voice”. A potential benefit of the transcription and description 

of these phenomena as the production of multiple tremulous tones, rather than “a 

continuous wobble” (2004: 268), is that it enables the observation that the tremulous 

tones in these extracts are produced at an increasing and not a constant rate.  

The transcription convention proposed in this study has further aided this 

examination by uncovering some words, and sounds within words, where tremulous 

tones tend to be produced. In the medical training data, I found that each of the 

patients produced a tremulous tone in the verb “know”, in their crying episode (i.e. 

line 260 extract 4.2; and line 136 extract 4.3). This phenomenon was not found in the 

Big Brother data. An examination of both the clinical and non-clinical data, however, 

indicated that tremulous tones frequently occurred in the word “yeah”. 

Extract 4.4    Medical Training Data: Consultation AB  
170. D °Yeah?° .hh >I know it’s really ha:rd ‘specially
171. the first time you me:et someone,<=
172. P =.hhuhuh
173. (.)
174. D yea[:h.
175. P [°Ye~hh°,

Extract 4.5    “Big Brother Data”: Transcript 4 
169. J ‘s only a game show.= 
170. S =kh yea~*h if you think that, as that- 
171. (0.2) 
172. S (you hh↑aven’t till now. so don’t start  
173. thinking tha- like that no::w.)  
174. (0.2) 
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While not all instances of crying participants using the word “yeah” include 

tremulous tones (i.e. line 170 extract 4.4), this observation highlights a possible 

pattern in the ‘wobbles’ that are associated with crying, which may warrant further 

research. Crying participants tend produce tremulous tones on the word “yeah” when 

it is used as an affirmative response to a co-participant (i.e. line 122 extract 4.3; line 

175 extract 4.4; and line 170 extract 4.5). These ‘wobbles’ are often accompanied by 

other features of crying in the same word. The use of these multiple features of crying 

suggests that crying participants’ emotion is precluding them from offering anything 

more than a minimal response. Interestingly these tremulous “yeahs”, are all used, in 

these data as minimal agreements that are not wholly supported by the crying 

participants’ surrounding talk. In the Big Brother example (extract 4.5), the ‘yeah’ 

containing a tremulous tone (line 170) is followed by an account and disclaimer, 

indicating the dispreferred response that Saxon does not agree with Jo’s categorisation 

of their situation as “only a game show” (line 169).  

My Honours’ study suggested that tremulous tones tend to occur “exclusively 

on vowel sounds and most frequently on stressed vowel sounds, in key lexis” (Harris 

2000: 81). This study, however, has identified that tremulous tones occur most 

frequently but not exclusively in vowel sounds. The tremulous tones produced in the 

above extracts indicate that, while they tend to occur in vowels (lines 259, 260 and 

263 extract 4.2; lines 122, 127 and 136 extract 4.3; line 175 extract 4.4; and line 170 

extract 4.5) these ‘wobbles’ may also occur within participants’ audible aspirations 

(line 124 extract 4.3). Moreover participants in the “Big Brother” data set also 

produced tremulous tones in “sonorant” (Matthews 1997: 347) sounds from 

consonants. For example:  
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Extract 4.6    “Big Brother” Data: Transcript 1 
 

127. J o*~ver he~*re and h~e wa~s o~ver the~*re  
128. J [((points)) 
129. J saying sh[it abou*t m~*e,  
130. [((points)) 
131. (0.2) 
132. J [Wh↑↑*uy: do I c↑a:re so much? >I don’t=  
 [((wipes eyes)) 
133. J =know,< cause I~↑ tho*ugh’ h*e was my  
134. fri~end and ‘e’s no~*t. (.) A~nd I* just  
135. have to get o:ver that, bu*t no~w .hhh he  
136. keeps on saying shi~’ (to me~ i~n’  
137. >there-?) 

 
In extract 4.6 Jo produces tremulous tones on the sounds “m” (line 129). This 

sound, “m”, can be described linguistically as ‘sonorants’, as, within their production, 

“the air flows smoothly through the vocal tract, without audible turbulence” 

(Matthews 1997: 346). This ‘sonorance’, or lack of disturbance to aspiration in the 

production of a sound, is also a feature of vowel sounds. Tremulous tones appear to be 

the product of a ‘wobble’ of the vocal chords during sound production, which would 

require a ‘long’ or sonorant sound to be audible. It therefore follows that tremulous 

tones would not be able to be produced, or audible within the ‘short’ sounds of stops 

(i.e. “b”, “g”, “t”), which don’t use the required aspiration. The finding regarding the 

placement of tremulous tones, best summarised by Carolyn Baker’s suggested of a 

title for this section; “A Vowel to Cry In”, has only been made possible through the 

notation ‘tremulous tones’ in specific sounds, rather than bounding the words in 

which they occur. 

4.3.2 Sobbing  
 

This study uses the term ‘sob’ to describe aspirations that include “voiced or 

breathy sounding vowels and, occasionally consonants” (Hepburn 2004: 275). As 

with tremulous tones, the production of sobs is viewed by this study as one of the 

most indicative features of crying episodes. This view is supported by the fact that 
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‘sobs’ are only produced by crying participants in these data. This section endeavours 

to provide a detailed description of where crying participants produce sobs within 

their talk. Prior to this examination, this section will address one of the major issues 

encountered in the identification of sobs.  

Extract  4.7   “Big Brother” Data: Transcript 2 
 
53. B (j↑ust o↑ne more, he’s nomina*ted or I’ll  
54. have to crack ‘i~↑m) .hih hhh .hih=  
55. B =.hih .hhih he ↑doesn’t have to s↑ay
56. th↑↑ings like tha~:t, eh-h no ones doing  
57. anything [wr↑o~::ng,  
58. J [h-hhh 
59. (0.2) 
60. J I↑ r~eckon, 

Extract 4.8   “Big Brother” Data: Transcript 2 
 
257. C h hhri[ghi:hh↓
258. B [huh hehehheh h[eh hihi↑h
259. C [an everyone’s  
260. sitting at the table goi:ng,= 
261. B = h h h k.hih k.hih .hih= 
262. C =nhhot being able to look u:p, 
263. B .hhh 
264. (.) 
265. C [[it’s fucking gREAT!= 
266. J =hhh hehihih hih h[ih hheh 
267. B [fu:↑cking ha↑te ‘im, 
 

These two extracts, taken from the same interaction, include features of two 

very different displays of emotion; crying and laughter. These activities are often used 

as representations of polarised emotions in popular culture and studies of emotion 

(Cretser et al. 1982).  It is interesting, therefore, to note that the production of 

aspiration and vowels “makes sobbing similar in appearance to laughter” (Hepburn 

2004: 274). As Hepburn (2004) indicates, there is a noticeable similarity in the 

transcription conventions of sobbing and laughter particles. The primary reason for 

this similarity is that sobbing can sound like laughter in talk. There have been 

occasions, in this examination, where I have had trouble differentiating between a 
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laughter particle and a sob, even with the use of video data. The participants in these 

data, however, do not display this difficulty in interpreting these sounds. The 

ambiguity in the notation of sobs and laughter particles has raised the idea of 

representing these features differently in transcription. This study has chosen not to 

represent sobbing differently from laughter particles in transcription because of their 

similarity in sound and as this would be the result of analytic conjecture. Rather than 

marking the difference between sobs and laughter particles in the transcripts, this 

study has chosen to use the surrounding talk to ‘mark’ sobs in talk. As Hepburn notes, 

“what marks crying out from laughter is the characteristic presence of other crying 

features” (2004: 274).  

 Using this guideline it is possible to discern which of the above extracts 

includes laughter particles and which includes sobs. In extract 4.7, Belinda produces 

four of these ‘aspiration and voiced vowel sounds’ in her turn (lines 53-57). In 

addition to these ‘sounds’, Belinda’s turn includes ‘creaky voice’ (line 53), tremulous 

tones (lines 54, 56 and 57), audible aspiration (line 54) and high pitch (line 56), all of 

which are considered by this study to be features of crying. We may, therefore, 

conclude that the ‘sounds’ produced in this turn are sobs. Alternatively, three 

participants in extract 4.8 produce similar sounds. The only feature of interaction in 

this extract that may appear to be a ‘feature of crying’ is the sniff that is produced by 

one of the conversation participants in line 278. As this study will indicate (see 4.3.2), 

sniffs in conversation may be produced by both the recipient(s) and the crying 

participant(s). In the absence of other ‘features of crying’, we may conclude that the 

‘sounds’ produced by Chrissy, Belinda and Jo, in this extract (4.8), are laughter 

particles.  
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Extract 4.9  Medical Training Data: Consultation BB 
 
105. P °O:*h I’ve sat in it?° ‘n*n (0.6) > started
106. wanting do i:t (a:~ll) I was cry:ing and
107. stuff. °but li:ke °°fhuck↓°°=
108. D =°ri::ght°=
109. P =°(an’ I*)° (0.2) .HHhh (0.4) hkhHHehh
110. (.) hehh
111. (1.1)
112. P ye*~hp
113. (0.4)
114. D °it’s alri:ght.°
115. (1.2)
116. P .shih .hhHHHg↑ (.) <kHeHuhh>

The patient, in this extract, produces a range of characteristic ‘features of 

crying’, including tremulous tones (lines 106 and 112), whispering (line 107), sniffs 

(line 116) and ‘significant silences’ of over one second (lines 111 and 115). The 

presence of the features of crying within the patient’s turns in this extract indicates 

that the aspiration and vowel ‘sounds’ made by the patient (lines 109, 110 and 116) as 

being sobs, rather than laughter particles. The sobbing in this extract and in extract 4.7 

(lines 54 and 55), does not occur within the crying participant’s talk. When produced 

within turns, such as Belinda’s sobs in extract 4.7 (lines 54 and 55) they occur when 

the talk is grammatically, logically and intonationally complete. While Belinda 

produces sobs at this “transition relevance place”, hereafter TRP (Sacks, Schegloff 

and Jefferson 1974), she is able to maintain the floor.  

 The sobs produced by the patient in extract 4.9 occur when the patient is not 

speaking, or is precluded from speaking by his emotion. This patient demonstrates 

interactional trouble with his quiet and incomplete self repair “and I” (line 109), 

following the doctors’ continuer (line 108). The patient’s previous initiation of an 

incomplete phrase “but like” and his use of a whispered expletive (line 107) may also 

be indications of this interactional trouble. Following these indications of interactional 

trouble, the patient produces an in-breath, often seen as a preface to the speakers’ turn 
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of talk, and a series of sobs (lines 109- 110). Whilst the patient has indicated 

interactional trouble, and is not producing any talk, he maintains the floor, even 

through an extended (1.1 sec) silence, until he marks the end of his turn with the word 

“yeah” (line 112).  The fact that both Belinda (extract 4.7) and the male patient in this 

extract (4.9) maintain the floor whilst producing sobs, not talk, suggests that these 

sobs are seen by other conversation participants, as ‘part’ of their turns of talk, even 

while the crying participants do not, or are unable to produce talk. This is also seen in 

the following extract. 

Extract 4.10   Medical Training Data: Consultation BG 
 
298. D (thi↑n’)? think your l[i:fe is so worthless  
 D [((slides tissue box 
299. D that it’s not] wo::r↑th liv[ing?  

D across desk))]  
 P [((grabs tissue))= 
300. P =.hhu Hhhh yeh~ehs, (.) .h[hi 
301. D [mmmh?  
302. (1.5) 
303. P .hhu hhhh 
304. (1.6) 
305. P mhehhhh  
306. (0.5) 
307. P .skuh 
308. (1.1) 
309. D (°have you°) had any thoughts about- (0.3)  
310. ha:r↑ming yours[elf.
311. P [KHuhh .hh Ye~s:? Hh[h 
 

The patient, in this extract, produces a range of sobs both in turns of talk (lines 

300 and 311) and where her talk is ‘interactionally relevant’ (lines 303 and 305). This 

observation suggests that the patient’s sobs are ‘organised’ within the talk. 

Furthermore, the patient is able to ‘maintain the floor’ while producing sobs, despite 

the silences which continue for over one second (lines 302, 304 and 308). The 

sequential organisation indicates that participants can ‘maintain the floor’ whilst 

sobbing. This suggests that participants in these interactions treat sobs as part of their 

co-participants’ turns of talk. 
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This section has examined the transcription and distribution of sobs within 

crying participants’ talk in these data. Within this section the ambiguity between the 

sounds and transcription notation of sobs and laughter particles were discussed and 

Hepburn’s suggested differentiation technique, of identifying other features of crying 

in the turn, was demonstrated. This section then provided a brief examination of the 

placement of sobs within the crying participants’ talk in these data. This examination 

found that sobs, like laughter, are co-ordinated to enable minimal disruption to 

surrounding talk. Sobs may be found at TRPs or within turns ‘surrounding’ the talk. 

Alternatively, sobs may be produced after a turn of talk has ‘trailed off’, possibly 

indicating the difficulty that the crying participant is having with talking. Importantly, 

this study found that sobs are produced in interactions where crying participants’ turns 

of talk are sequentially relevant. The crying participants in these data often maintain 

the floor while producing sobs, not talk. This finding may indicate that sobs are 

oriented to by conversation participants as part of a turn.  

4.3.3 Whispering  
 

This study uses the term ‘whispering’ to describe talk that is noticeably quieter 

than surrounding talk and has a breathy quality. As Hepburn states, these turns 

represent talk that is “specifically whispered … rather than merely quiet” (2004: 262). 

‘Whispered’ turns are not a feature of talk that is uniquely associated with crying 

episodes. Both crying and non-crying participants in these data use whispers in their 

talk, with similar frequencies. The interactional function of the ‘whispered turns’ 

offered by non-crying participants, however, seems to be different from those 

produced by crying participants. The crying participants in these data tend to produce 

short whispers in their turns of talk, which include other ‘features of crying’.   
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Extract 4.11  Medical Training Data: Consultation BG 
 
371. D .hhh w↑hhat- is it-, (0.2) that- makes you  
372. think thet, (.) yunno:↓ you mi:ght need some  
373. help at the moment-. 
374. (0.2) 
375. P HH[hh 
376. D [yunno you’ve >come along< to see me::?  
377. >you’ve come along< here? 
378. (0.9) 
379. P °°cause I° ca~↑n’t go o:h~h↑↑n° [hhh I ca↑h~h:n’t  
380. D [oka::y? 
381. P >.hi↑h< ‘n I need summin’, I NEE:↑d something, 
382. (.) i nee:d some (.) .skuh (0.2) something to  
383. HO↑:~:ld o~nto huhuhh, Cause I’m sli:↑pping, 

 
The patient in this extract uses a whisper in her response (line 379) to the 

doctor’s question about why she feels she needs help at the moment (lines 376-377).  

The whispered words appear at the beginning of the patient’s turn, which is marked as 

part of a crying episode through her production of other features of crying, such as 

tremulous tones, high pitch and audible aspiration (line 379). This observation 

supports Hepburn’s conclusion that whispering, by crying conversation participants in 

calls to a child protection-helpline, “seems to occur where callers attempt to talk 

through their crying episodes” (2004: 263).  

The patient’s extended turn, in which the whisper is produced (lines 379 and 

381-383), provides a “problem formulation” (Buttny 2004) by reporting a conflict or 

unresolved complication. In this case, the conflict reported by the patient is that she 

“needs something” (line 381), presumably some assistance or else she “can’t go on” 

(line 379).This notion that crying participants use whispered talk during ‘problem 

formulations’ is supported by the following two extracts taken from the medical 

training data. 
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Extract 4.12  Medical Training Data: Consultation AB  
 
270. D =°mmh° (0.3) So you’re not >feeling< (0.3)
271. suici:dal at the moment [or
272. P [(°°noh°°) Yea::h Noh I
273. do*n↑’t pla:~n anythin’ *or I don’t (0.2) °yunno:?°
274. try: anything too dra*stic bu- (0.7) .shih HHh I
275. jus’- wanna stop hurding myself. I wanna: (0.5)HIh
276. wanna get off po↑:~t as we:ll, .shih cause that
277. just clou~ds me n’ clouds my HHead.=
278. D Right.

Extract 4.13  Medical Training Data: Consultation BB 
 
98.D .h have you::, (0.2) got close to do:↑ing
99. that-?
100. (0.4)
101. P Ye:a↓h.
102. (0.2)
103. D hhHo:w close have you got-.
104. (1.1)
105. P °O:*h I’ve sat in it?° ‘n*n (0.6) > started
106. wanting do i:t (a:~ll) I was cry:ing and
107. stuff. °but li:ke °°fhuck↓°°=
108. D =°ri::ght°=
109. P =°(an’ I*)° (0.2) .HHhh (0.4) hkhHHehh
110. (.) hehh

The patients in each of these extracts produce whispers in their responses (line 

272 extract 4.12; and line 107 extract 4.13) to the doctors’ questions about their 

potential for suicide. As with the turn discussed in extract 4.11, these whispers are 

both found in turns that include other features of crying and report ‘problems’ that 

these patients are encountering. The patient response to the doctor’s question, in 

extract 4.12, involves a range of crying features including whispering, such as 

tremulous tones, ‘creaky’ voice, audible aspirations and sniffs (lines 272-277). In this 

turn (line 272) the patient whispers a negative polar response to the doctor’s question 

“so you’re not feeling suicidal at the moment” (lines 270- 271). The patient follows 

this whispered negative response with positive and negative polar responses “yeah 

no” (line 272) before formulating an expanded response to the doctor’s question. The 

use of both negative and positive polar responses to the doctor’s question may be an 

indicator of interactional trouble. Whilst this turn (lines 272 – 277) reports that the 
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patient has no plans to commit suicide, this patient formulates a contrast, through his 

use of the term ‘wanna’ (lines 275 and 276). The patient’s use of this term indicates 

that there are activities that he is currently undertaking, such as ‘hurting himself’ and 

‘pot’, that he does not want to continue. 

The patient’s response in extract 4.13 reports his previous suicide attempt. His 

turns (lines 101 and 105-107) formulate a ‘problem’ both through their report of 

conflict, that he wanted to kill himself but decided against it, an through the subject 

matter, in that he is wanting to end his life. His report (lines 105-107) is marked by an 

extended pause prior to taking his turn (1.1 secs; line 104) and through the production 

of features of crying, including a whispered expletive (line 107). Furthermore, the 

patient’s sobs (lines 109-110) indicate his inability to continue his report. His whisper 

(line 107) is interesting and may require further research as it is only produced on his 

expletive. In her study Jefferson (1985) demonstrated that participants often use 

laughter particles to cover expletives in talk. The patient’s whispering (line 126) may 

function to similarly minimise his use of expletives in talk.   

This examination of crying participants’ use of whispers supports Hepburn’s 

findings that whispering “may be a display of the difficulties that the caller is having 

in managing vocal interaction, while also displaying willingness to respond and 

continue with the interaction” (2004: 263). The extracts examined, however, suggest 

that the ‘difficulties’ that the crying participants encounter may be a result of their 

crying episodes, marked by multiple features of crying in their turns. These 

‘difficulties’, however, could also be partly attributed to the sensitive nature of the 

talk, or discussions of ‘problems’ in which whispers are produced.  

This study has also identified examples of non-crying participants’ use of 

whispers in the “interactional context” (Ruusuvusori 2001) of crying episodes in these 
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data. The non-crying participants’ use of whispers, however, appears to differ from 

the whispers produced by crying participants and the functions of their whispers 

appear to differ within specific settings. For example, this study has found that the 

doctors’ in the training data tend to use whispers in response to patients’ sobs, which, 

interestingly, each include the phrase “it’s okay” (line 145 Consultation AB; and line 

236 Consultation AG)16 or the similar phrase “it’s alright” (line 125 Consultation 

BB)17. Non-crying participants’ whispers in the Big Brother data, on the other hand, 

are regularly used immediately prior to the entrance of new conversation participants 

(line 7 and lines 138- 139 “Big Brother Data” Transcript 2)18. This placement 

suggests that the non-crying participants in BB3 are using whispers to avoid being 

overheard by an unwanted audience. Despite the differences in the placement of non-

crying participants’ whispers in these data, we may see that the functions of non-

criers’ whispers appear to differ from the function of crying participants’ whispers in 

talk. 

4.3.4  Sniffing 
 

The initial transcription stage of this study provided only a description (i.e. 

((sniff))) of the occurrence of sniffing within the examined interactions. Hepburn 

(2004) proposes transcription conventions and description of two different types of 

sniff; the snorty sniff (.skuh) and the wet sniff (.shih). This transcription of sniffs not 

only enables differentiation to be marked between guttural ‘snorty’ sniffs and ‘wet’ 

sniffs but, when used alongside Jeffersonian transcription conventions (Atkinson and 

Heritage 1984), also enables the marking of their prosodic features (i.e. pitch, volume, 

tempo). Using Hepburn’s transcription conventions, this study has identified that 

 
16 See Appendix 1.1 Medical Training Data Consultation AB and AG 
17 See Appendix 1.1 Medical Training Data Consultation BB 
18 See Appendix 2.1 “Big Brother” Data Transcript 2 
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sniffs are produced by both crying and non-crying participants in these data. The aim 

of this section is to provide a brief examination of the differences between 

participants’ uses of sniffs. 

Extract 4.14  Medical Training Data: Consultation CB 
 

26. D =.skuh do you ever (thinkin’ of) HHA:RMing yourse:lf?  
27. Orr:↓ committing suici:de >anything like that?< 
28. P (m↓yea::h (1.0) °°yeh°°)
29. (.) 
30. D you do, (0.3) Oh, tha↑:t’s no goo::d? >have you  
31. D ever< (.) tried (to do anythi↑ng li:ke that?) 
32. (0.2) 
33. P n*hh no:hh? .hh HuH (you kno~w) 
34. D tha↑t’s o:ka::y,  
35. (.) 
36. P .HHh HHh °hheh°
37. (.) 
38. D °oh that’s o:ka:y,°=
39. P =.shih 
40. (0.2) 
41. D °mm:h.°
42. (0.6)  
43. P °(I~’ve) been uhm?° (0.2) °.shih° (0.3) .SHIH .Shih 
44. (0.2) yea:~h doing some stupid things I s’po::[se. 
 

This extract includes examples of both the doctor and the patient producing 

sniffs in their talk. This doctor produces a ‘snorty’ sniff immediately prior to her turn 

in line 26. The crying participant sniffs a number of times during this extract, 

including in line 39 following his sobbing (line 36) and the doctor’s ‘permission-

giving statement’19 (line 38). The patient also produces three ‘wet’ sniffs, of varying 

volume, during his turn in lines 43-44. The placement of these sniffs, including the 

pauses surrounding the sniffs in the patient’s turn (lines 43-44) suggest that sniffing, 

unlike tremulous tones or audible aspiration, is not a ‘feature of crying’ that can be 

produced without disruption to the talk. These participants, thus, appear to organise 

their sniffs around their talk and produce sniffs in TRPs or following pauses where the 

 
19 See chapter 5 
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talk has been momentarily ceased. This observation supports Hepburn’s (2004) 

conclusions that sniffing tends to occur prior to speech, following sobs or following 

pauses in the talk.  

An important difference between this extract and the data examined by 

Hepburn (2004), however, is that this extract includes an example of both the crying 

and the non-crying participants producing sniffs in their talk. Despite the inclusion of 

a sniff immediately prior to her turn of talk (line 26), there are no other features of 

crying in her talk to suggest that this doctor is producing a crying episode. The 

patient’s talk, on the other hand, includes multiple features of crying, including a 

whisper (line 28), creaky voice and tremulous tones (line 33) and sobs (line 36), in 

addition to his sniffing (lines 39 and 43). The other features in the patient’s talk 

indicate that he is producing a crying episode and indicate that the sniffing is a part 

thereof. As with the differentiation between sobs and laughter particles, described in 

the previous section, it is the use of multiple features of crying that indicate the 

difference between sniffs for other reasons, such as having a cold, and those sniffs 

that are associated with crying in talk.  

Another observation made during this examination of sniffs is that ‘wet’ sniffs 

are far more prevalent in the crying participants’ talk than ‘snorty’ sniffs. This can be 

identified in extract 4.14 with the doctor’s production of one ‘snorty’ sniff (line 26) 

and the patient’s production of four ‘wet’ sniffs (lines 39 and 43). This can also be 

seen in the data taken from BB3. 

Extract 4.15  “Big Brother” Data: Transcript 1 
 
53. J =because .shih you would be abbata  
54. tell wh- when I’m *ly:ing or when I’m  
55. being false or when  
56. [I’m >yunno whad I mean↑?< [like* 
57. V [ye:h                      [yuh 
58. (.) 
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59. J an’ I ha:te people that un- undress me↑
60. an’ that, (.) I hate being called a  
61. lia::r, an’ I hate .shih people thinking  
62. that I’m so~mething tha[t I’m no~:t ↑,= 
63. V [hhh  
64. J =yunno:? 
65. (0.2) 
66. V s’(.) I:gnore ‘im↑=

The crying participant, Jo, produces three ‘wet’ sniffs in extract 4.15 (lines 53, 

61 and 67) and no examples of a ‘snorty’ sniff. In fact, Jo only produces two 

examples of ‘snorty’ sniffs (lines 16 and 16120) in the entire interaction (“Big 

Brother” Transcript 1) as opposed to ten ‘wet’ sniffs. It is also interesting to note the 

position of Jo’s sniffs with respect to her talk. In contrast with Hepburn’s (2004) 

findings, Jo’s sniffs do not occur prior to talk or following sobs or extended pauses. 

Rather, Jo produces two of her ‘wet’ sniffs (lines 53 and 61) in the middle of her 

turns. Despite this position, these sniffs do not disrupt the flow of her interaction 

Furthermore; there are no examples of non-crying participants producing these mid-

turn sniffs in their talk. The inclusion of sniffs and multiple features of crying in talk 

are exclusively produced by crying participants.  

4.3.5 High Pitch 
 

High pitch has been observed as a feature of crying, which is produced in talk, 

but does not disrupt the flow of the interaction. The type of high pitch recognised by 

Hepburn (2004) and described in this section, involves a more marked pitch rise than 

is evident in “mundane” (Drew and Heritage 1992: 12) interactions. As such, the 

‘high pitch’ that features in crying episodes is represented in transcripts by two 

upwards arrows (↑↑) or by the combination of one upward arrow and a terminal 

contour pitch rise (?) in the same word. These symbols indicate an extreme rise of 

pitch that, in some cases, renders the talk almost unintelligible.  

 
20 See Appendix 2.1 “Big Brother” Data Transcript 1 
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The examples of high pitch in these data are found in two ‘positions’ within 

the reports of the crying participants’ ‘problems’. The first observation is that many of 

the examples of high pitch in these data are found where the talk is semantically, 

grammatically and intonationally complete. See, for example the following extract: 

Extract 4.16  Medical Training Data: Consultation AB 
 
150. D >Whad are you worried< mi:ghd happen.
151. (0.5)
152. P hhh Jist that I won’t be there, (.) .hh for
153. h~e:~r↑↑ but I mm uhm (0.2) .hh (°yunno↓ or°) hur
154. damage myself mo:↑re?
155. (0.3)
156. D Mmh. °tsk° .hh Have you been doing any o↑ther
157. sordev things↑ tuhh uhm damage yourself in any
158. wa:y↑?
159. (0.4)
160. P °N[uh°.

High pitch is used twice in this patient’s turn (lines 152-154). Each of these 

examples of high pitch (lines 153 and 154) are produced immediately prior to a TRP 

in the patient’s turn. The first example of high pitch in the patient’s talk marks the 

word “her” (line 153), which is a possible point of completion, prior to the patient’s 

use of a conjunction indicating that the patient will continue his turn. The second 

example of high pitch is seen in the word “more”, prior to a brief gap and the doctor’s 

self selection. This patient’s turn (lines 152-154) provides a review of his ‘worries’, 

thus supporting Hepburn’s funding that high pitch regularly occurs in the “summing 

up of a problem” (2004: 271). Following the patient’s summary of his ‘worries’, the 

doctor produces a question that is similarly marked by an acute pitch rise (line 158). 

Whilst a rise in “intonational contour” (Gardner 2001: 19) is often used at the end of a 

question, this doctor raises her pitch more than would be expected for a standard 

questioning intonation. This study contends that, as with the participants in Hepburn’s 

examination, the doctor in this extract uses high pitch to mirror the patient’s previous 



95

intonation.  In her discussion of the non-crying participants’ pitch rises, Hepburn 

suggests that the ‘mirroring’ of intonational patterns may be used as a form of 

sympathy for the crying participants.  

One possible explanation for the placement of high pitch at TRPs within these 

data is that these data were collected in Australia and include Australian conversation 

participants. One of the most commonly attributed features of the Australian English 

dialect is that speakers tend to mark the end of turns, and therefore TRPs, with a rising 

intonation (Guy and Vonwiller 1989). This feature, however, has also been identified 

in Hepburn’s data of calls to a Child Protection helpline in the United Kingdom. The 

high pitch used by in these data, therefore may be only partly attributed to the regional 

differences in talk. 

In addition to the observation that high pitch is often produced at TRPs in 

these data, this examination has found that crying participants use high pitch to mark, 

or stress, certain actions within the interactions. For example: 

Extract 4.17  Medical Training Data: Consultation BG 
260. P I kno↑:~w that I'm not a verhuhy good 
261. pe:↑rson °but ahhuh.° .hh that's whuy I'm 
262. he↑↑::re: .hh[h            
263. D [Wha’ makes you think you're 
264. >not a v[ery good< pe:rson, 
265. P [oh because I kn↑↑o:w tha’ behhing 
266. sihi~hze ten is no’ un, .hhi is not 
267. U↑nrehhali~s•thi[c, .HH  bhuhuh .HH   
268. D [alri::ght, 
269. (0.2) 
270. P bu~d I don't li:~h↑↑ke  it-,  
271. (.)  
272. P [[.HHhhh  

 

This extract includes three instances of this patient’s use of high pitch (lines 

262, 265 and 270), in addition to other ‘features of crying’. The high pitch is found at 

the end of this turn at a TRP. The other two instances of the patient’s use of high pitch 

in this extract, however, are found within the patient’s turns (lines 265- 267 and line 
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270). As with the previous extract, this patient uses high pitch in talk that ‘sums up’ 

problems, including describing why she has sought medical advice (line 262). In her 

following turns (lines 265- 267 and 270), this patient ‘formulates a problem’ (Buttny 

2004) by describing her awareness of social norms about body or dress size (line 265- 

267) and contrasting this with how she would “like” (line 270) to look. In addition to 

being used in this summary of problems, this patient’s use of high pitch lends weight 

to Selting’s (1994) conjecture that high pitch is a marker of the speakers’ increased 

emotional involvement with the utterance. It is interesting to note that the words in 

which the patient produces these extreme pitch rises are all otherwise marked, by 

prosodic stress, elongation of sound, tremulous tones, staccato speech or a 

combination thereof. The presence of other stresses on the words marked by high 

pitch, suggests that this pitch raising may function as a ‘stressor’ within turns.  

Extract 4.18   “Big Brother” Data: Transcript 2 
 
48. B [(I though’ wull why-oh)-oh ↑whuy:
49. would he: why↑ would he do~↑↑ thi- wh↑y
50. would he do~↑↑: tha~:-t,  
51. like it’s so:↑ ho↑↑rribl~e  
52. (0.5) 
53. B (j↑ust o↑ne more, he’s nomina*ted or I’ll  
54. have to crack ‘i~↑m) .hih hhh .hih  
55. .hih .hhih he ↑doesn’t have to s↑ay
56. th↑↑ings like tha~:t, eh-h no ones doing  
57. anything [wr↑o~::ng,  
58. J [h-hhh 

 

This extract, taken from the “Big Brother” data includes four examples of 

high pitch (lines 49, 50, 51 and 56), and other features of crying, within the crying 

participant’s report of a ‘problem’. In her turns (lines 48-51 and 53-57) Belinda 

provides an account for her crying episode by reporting a conflict that she has had 
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with a fellow housemate21. In her report Belinda categorising something that this 

housemate has said as “horrible” (line 51), something that “he doesn’t have to say” 

(line 55), thus, formulating a problem or contrast with his statements. Belinda uses a 

range of pitch rises within these turns including less ‘exaggerated’ pitch movement to 

the high pitch associated with crying, marked by the standard notation arrow (↑). An 

examination of the words marked with all rises of pitch, however, indicates Belinda 

uses high pitch to mark the word “do” twice within this turn. This repetition of high 

pitch within Belinda’s self-repair (lines 48- 50) supports the notion that high pitch is 

used as a stressor within the crying participant’s talk, rather than an involuntary result 

of crying behaviour. This examination has also observed that the words marked by 

high pitch in Belinda’s turn are also marked by stress or tremulous tones and all refer 

to the other housemate’s reportedly problematic statement. Belinda marks the words 

‘do’ and ‘things’ in reference to the statement and a category of the statement 

‘horrible’ with high pitch. This observation supports the theory that high pitch is used 

as an additional stressor in the description or reporting of a ‘problem’. 

This examination has found instances of high pitch within the talk of both 

male and female crying participants. The findings, regarding high pitch in these data, 

support Hepburn’s findings that high pitch can be used by crying participants when 

talking ‘through’ a crying episode, as indicated by the use of other features of crying 

within the turn. Non-crying participants in these data may also use high pitch in a 

possible “mirroring” of the crying participants’ talk. This study has found that high 

pitch is regularly produced in crying participants’ reports of ‘problems’, supporting 

Hepburn’s finding that high pitch occurs in “the summing up of a problem” (2004: 

271). An examination of stresses used and the words marked by high pitch has 

 
21 See Chapter 7 for further discussion 
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suggested that high pitch functions as a stress within these problem reports. These 

findings indicate that the use of high pitch is organised within talk and may not, 

therefore, be seen as an ‘involuntary’ part of crying behaviour. 

4.3.6  Audible Aspiration 
 

Aspiration is described within this study as audible inhalations and exhalations 

that do not include voiced vowel or consonant sounds.22 Audible aspiration is often 

transcribed in CA and other studies using Jeffersonian transcription conventions 

(Atkinson and Heritage 1984). As with other ‘features of crying’, such as sniffing and 

whispers, audible inhalations and exhalations may be produced by any of the 

conversation participants. Unlike sniffs and whispers, which rely on the presence of 

other ‘features’ of crying for their determination as a ‘feature’ themselves, the audible 

aspirations produced by crying participants are noticeably different in length and 

placement from those used in non-crying talk..   

Extract 4.19  “Big Brother” Data: Transcript 2 
 
1. V now you kno:w who your friends are. 
2. (0.4) 
3. J Sso↑ .hh >do you understa:nd why you  
4. get upset when someone calls me fake when 
5. they h’ve been completely fake↑< (.) you  
6. kno:w↑? (.) like? [HHh .HHH    
7. V [°someone’s° (.) 
8. someone’s comin’↓=
9. J =Hhhuh hh  
10. V yeah I understand,= 

 

Audible inhalations immediately prior to turns are frequently used in CA 

studies as markers that participants are ‘taking the floor’ and about to start speaking. 

In extract 4.19, for example, Jo produces an audible and short in-breath close to the 

beginning of her turn (line 3), which is very similar to these inhalations. The 

 
22 See ‘sobbing’ Section 4.2.2 
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aspirations produced by the crying participants in these data, however, do not only 

occur at the onset of their turns of talk.  At the end of her turn (line 6) however, Jo 

produces audible aspirations which differ from her initial inhalation in length and in 

volume. The loud exhalation and inhalation produced by Jo (line 6) do not appear to 

be used at a TRP. Although Jo’s talk has ceased, the terms that she uses immediately 

prior to these loud aspirations, “you know? like?” (line 6), implies that she will 

continue with an explanation or reformulation of her question (lines 3-6).  

Interestingly, Jo does not continue with her talk following these aspirations. 

Rather, Vincent self-selects (lines 7-8) with an announcement and Jo produces a sob, 

followed by another exhalation (line 9). Her use of audible aspirations both before and 

after her sob (lines 6 and 9) offers an example of one of the observations regarding 

aspiration in crying episodes. This study cited Hepburn’s definition of sobbing as 

‘audible aspirations that include voiced vowels and/or, less frequently, voiced 

consonants’. Due to the close relationship between these features, it is unsurprising to 

find that sobbing is often surrounded by aspirations which do not include these 

additional voiced sounds. Unlike sobbing, audible aspirations can be observed within 

turns of talk, and even individual words, without necessarily marking the participants’ 

inability to continue talk as sobs may. These audible aspirations, however, may cause 

a minor disruption to the participants’ talk. 

Extract 4.20  Counselling Data: Transcript 1 
 
621. Cl [cause I reali*se thet .hh~.hh (0.4) ye*ah
622. °°i*t’s a po*[ssibli*ty (.) younno:?)°° 
623. Co [°°(alright.)°° 
624. Co °°sure°° 
625. (0.2)
626. Co ((offers tissue as described by Co))
627. Cl (°so°) (.) ((takes tissue)) (0.7) ((blows nose))
628. .hhh hhh
629. (0.3)
630. Co (i↑t’s? (.) yiea::h) [bu-
631. Cl [an’ that’s a big rea:lity and
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632. I don’t really hhh (0.3) yunno? (.) like the
633. though↑t of not having kids is like yea:h okay
634. that’s the way life’s gonna be but that makes it
635. seem really like yunno the future seems even more
636. bleak if I then have to get my head around tryinna
637. have a life without kids and have a life that’s
638. fulfilling an’

The client in this extract produces a number of audible aspirations that each 

occur while she has ‘the floor’ and her talk has not come to a TRP. The client’s 

inhalations (lines 621) are marked by a tremulous tone. This ‘wobble’, in conjunction 

with the other features of crying produced in her turn (lines 621-622), such as creaky 

voice and whispers, indicates that the audible in-breaths are taking place during a 

crying episode. The trembling in-breath, which sounds very similar to a sob, occurs in 

the middle of an explanation of what ‘she realises’, following the word “thet (that)” 

(line 621). Its occurrence signals a disruption in the flow of her talk, which is marked 

by her use of a pause and the word “yeah” (line 621) before she completes her 

explanation. A similar pattern occurs in line 632, where the client produces an 

exhalation in the middle of a sentence construction. As with the trembling inhalation, 

this aspiration (line 632) is followed by a pause and a marker, “yunno”, before she 

continues her turn.  

The client’s aspiration following her acceptance of a tissue and blowing her 

nose (lines 627-628) signals a more marked disruption to the flow of the interaction. 

As with the other two aspirations observed in this extract, the in- and out-breaths that 

occur in line 628 are produced while the client has ‘the floor’. She has self-selected 

with her use of the word “so” (line 627) but does not continue providing the 

explanation that this term suggests. Following her self-selection, the client takes a 

tissue, blows her nose and produces an inhalation and exhalation. This counsellor 

seems to take these actions as an indication that her client is unable to, or not willing 
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to, continue her turn of talk and self-selects with a turn of talk, despite the fact that the 

client has not reached a TRP in her talk.  

These observations show that audible aspirations are regularly produced by 

crying participants in these data, both within and outside of their turns of talk. In the 

examination of aspirations that occur at TRPs, this section has shown that inhalations 

and exhalations may occur around sobbing. These two ‘features’ of crying are closely 

related as sobs are merely aspirations that include voiced sounds. This section has also 

shown that aspirations, which occur in turns, may disrupt the flow of the talk, and 

may be followed by pauses and markers of hesitation prior to the crying participants’ 

continuation of their turn. In the most marked example of disruption, the client’s 

aspiration in line 628 (extract 4.20) appears to ‘relinquish the floor’ through its 

indication that she will not, or is unable to, continue her turn of talk. The observation 

of these disruptions to talk further suggests that audible aspiration, like sobbing, may 

be used as indicative that the participants’ crying episode is precluding them from 

speaking.   

4.3.7  Significant Silence  
 

This study is using the term ‘significant silence’ to describe pauses in talk 

that are over one second in duration, which Jefferson describes as “significant” 

(1989). This study indicates that the occurrence of ‘significant’ pauses often marks 

trouble in interactions (Jefferson 1984a), which may be the result of discussing 

‘delicate’ issues (Silverman and Peräkylä, 1990). CA studies have viewed the use of 

frequent and elongated pauses as markers of hesitancy, frequently found in ‘troubles 

talk’ (Miller and Silverman 1995) and ‘problem talk’ (Buttny 2004). Hepburn (2004) 

has also found that pauses of over one second are a frequently used feature of talk in 
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crying episodes. This section will examine the placement of significant pauses in 

these data, with particular reference to who ‘owns’ the silences.  

The extended pauses in these data are largely, but not always, found at TRPs, 

following the production of an intonationally, semantically and grammatically 

complete turn. At these TRPs the current speaker may ‘maintain the floor’, select the 

next participant to speak or relinquish the ‘floor’, to enable other parties to self-select. 

These regularities in speaker change will be used to determine which conversation 

participant ‘holds the floor’, or if the ‘floor’ being left open for participants to self-

select when extended pauses occur in these clinical and non-clinical interactions. 

While all participants in interactions allow silence, including significant silences in 

the talk,  the aim of this examination is to determine whether the extended pauses in 

these crying episodes are ‘owned’ by the crying participants, or alternatively if these 

pauses are collaboratively produced in the ‘management’ of the crying.   

The ‘significant’ pauses are found within two positions within these data. As 

previously stated, these extended pauses are most frequently found at TRPs. They 

have, however, also been observed within crying participants’ turns, such as in the 

following extract where the patient leaves her turn of talk intonationally, semantically, 

and grammatically incomplete for an extended pause of 2.7 seconds. 

Extract 4.21  Medical Training Data: Consultation AG 
 

187. D Nuh, (1.2) °mmh°, (0.4) tsk ‘t’s i↑nteresting that
188. you’ve come toda::y. I wonder if that.(0.3) if that’s- a
189. wa:y of telling you so↓mething.(0.3) (you think)?
190. (0.2)
191. P I* wa*nna I d↑o* wa*nna do*: somethi*ng abou:*d it but
192. °hI’m sohh hhhelpless-?° Like I ca↑n’. (0.4).HH tsk I
193. can’t- (d-),
194. P ((shakes Head))
195. (2.7)
196. D Would you like some help. I me:an I I↑ think that’s
197. absolutely wonderful >that you’ve got to the stage where
198. you’ve deci:ded tha’.< (0.5) (yunno ye:[s this ?)
199. P [Ye:*ah- ye:*s- I
200. do*: want some help.=
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Following the TRP found in line 192, the patient produces the subject and 

auxiliary predicate of a sentence but discontinues her turn. While the extended pause 

(line 195) does not fall at a TRP, her discontinuation and the shaking of her head (line 

194) indicates that she will not, or is unable to, continue her talk at this time. In 

addition to demonstrating the patient’s inability or unwillingness to continue, this 

extended pause  (line 195) may function as an indicator of the ‘dispreferred’ nature of 

the patient’s response to this doctor’s question (lines 187-189). The patient in this turn 

(lines 191- 193) both offers agreement with the doctor’s question and mitigates this 

with a ‘but’ clause. Interestingly the mitigating statement (“I’m so helpless”) is said 

quietly and the supporting statement (“like I can’t”) is left incomplete. The lowering 

of volume and ‘trailing off’ of the patient’s turn may be an indication of the 

‘dispreferred’ nature of a patient formulating a contrast, or “problem” (Buttny 2004) 

from the doctor’s suggestion.  

 While all conversation participants collaborate in maintaining extended 

pauses, when an interactional turn is left incomplete this study describes the 

participant who still has ‘the floor as ‘owning’ the silence. Using the turn taking rules, 

a participant who does not complete their turn still ‘maintains’ the floor. It would be 

unusual for a co-participant to self-select when a TRP has not occurred. As such, the 

patient in extract 4.16 and the doctor in the following extract, each ‘own’ the extended 

silence in their respective interactions.  

Extract 4.22   Medical Training Data: Consultation AB 
123. D Mmh, You're really worried abou’ thad aren't you
124. (0.4)
125. D °ye:h° you've been really having a tough ti:me,
126. haven’t you. (0.4) °.h yehh° (0.3).hh so y- you’ve
127. been↑
128. (1.1) ((P cries inaudibly))
129. D ‘t's-okay,
130. (0.6)
131. P °.sku:::h (0.3) So↑rr↓yhh°.
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132. (0.3)
133. D °No° it's been really hha:rd for you hasn’ id.

The doctor, in this extract, leaves her turn (lines 125- 127) incomplete for an 

extended pause of 1.1 seconds (line 128). This ‘significant’ silence may be the result 

of the patient’s inaudible ‘features of crying’ or his lack of response to the previous 

questions. This doctor asks her patient two tag questions23, to which the patient does 

not, or is unable to, respond. Following this extended pause the doctor offers a 

permission-giving response to the patient’s crying; “it’s okay” (line 129). This 

categorisation of his crying as “okay” (line 129) and, particularly, the patient’s 

apology (line 131) mark this sequence as potentially ‘troublesome’. By apologising, 

this patient seems to be indicating that he has caused some ‘trouble’ or in some way 

caused “social norms to be violated” (Olshtain and Cohen 1983: 20). While the doctor 

rejects the patient’s need for an apology (line 133), this turn (line 131) marks the 

potentially ‘troublesome’ nature of the talk.  

In contrast to the clinical data, the use of ‘significant’ pauses in BB3 data is 

infrequent. Despite the inclusion of crying episodes in each of these interactions, there 

are only five extended pauses in these interactional data. One possible explanation for 

the different uses of extended pauses in conversation in these clinical and non-clinical 

settings is the different social categories of conversation participants. As part of the 

institutional nature of medical consultations, participants fill the categories of doctor 

and patient. These categories denote certain accepted norms of social behaviour 

(Hester and Eglin 1997). Participants in the non-clinical data do not have such defined 

social roles. In BB3, participants are required to interact and form relationships with 

other ‘housemates’. These relationships may be one reason that the crying episodes 

and reports of ‘problems’ are not treated as interactionally troublesome and marked 
 
23 For further discussion of tag questions see chapter 7 receipt of accounts 
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with extended pauses. Whereas these doctors and patients have never met before, 

participants in the non-clinical data are friends. Displays of emotion in “Big Brother” 

are not only accepted, they are expected by the producers and audience. The fact that 

displays of emotion, such as crying, are anticipated in the reality television setting 

may provide an explanation for why markers, such as significant pauses are rarely 

used to mark these crying episodes as ‘problematic’.  

This examination of the placement of ‘significant’ pauses in these interactions 

has found that these silences are used primarily to mark potential interactional 

‘trouble’. This ‘trouble’ may be the result of the crying participants’ emotion 

precluding them from speaking, or of a ‘dispreferred’ or ‘accountable’ action. These 

findings suggest that rather than being a ‘feature’ of crying episodes, significant 

pauses may be used to mark the interactional difficulties associated with crying 

episodes. This hypothesis is supported by the finding that ‘significant’ pauses are not 

used as frequently within the non-clinical data. The “reporting of problems” (Buttny 

2004) may be less ‘delicate’ in the non-clinical data as participants are reporting to a 

friend and not a professional and stranger.  

4.4  Other Features of Crying-in-Talk 

4.4.1 Creaky Voice 
 

Creaky voice has been noted in a range of CA studies and notated in 

transcription in a number of ways. For example, Gardner uses asterisks to bound talk 

where ‘creaky voice’ occurs (2001: xviii) and Maynard et al. (2002) have used tildes 

in their transcripts. This study has identified that creaky voice is used, in conjunction 

with other features of crying, and has marked these ‘creaks’ with an asterisk. For 

example: 
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Extract 4.23  Medical Training Data: Consultation AG 
 
187. D Nuh, (1.2) °mmh°, (0.4) tsk ‘t’s i↑nteresting that
188. you’ve come toda::y. I wonder if that.(0.3) if that’s- a
189. wa:y of telling you so↓mething.(0.3) (you think)?
190. (0.2)
191. P I* wa*nna I d↑o* wa*nna do*: somethi*ng abou:*d it but
192. °hI’m sohh hhhelpless-?° Like I ca↑n’. (0.4).HH tsk I
193. can’t- (d-),
194. P ((shakes Head))
195. (2.7)
196. D Would you like some help. I me:an I I↑ think that’s
197. absolutely wonderful >that you’ve got to the stage where
198. you’ve deci:ded tha’.< (0.5) (yunno ye:[s this ?)
199. P [Ye:*ah- ye:*s- I
200. do*: want some help.=

Extract 4.24  “Big Brother” Data: Transcript 1 
 
23. V ahh:m, if you >wanna be left alone↑<
24. [I’ll leave you alo:n[e, bud- 
25. J [.shih↑ [ n~*o: yo*u  
26. ca*n s[ta*::y, 
27. V [bud I didn’t know whether to come  
28. or [sta:y o::r: 
29. J [°no:h° >yo*u ca*n sta*y↑<[ hh .shih  
30. V [.hhh they  
31. said noh >leave ‘er leave ‘er leave ‘er↑<
32. t[hey said >leave ‘er leave ‘er leave = 
33. J [k↑hhh 
34. V =‘er↑↑< they [said >leave ‘er leave ‘er = 
35. J [.hhhhh  
36. V =[leave ‘er[↑↑↑<
37. J [I ha:- I hate t[h↑is- 

 

The creaky voice produced in these extracts (lines 191 extract 4.23; and lines 

25-26 and 29 extract 4.24) occur early in the talk, which includes the crying episodes. 

In extract 4.23, creaky voice is the first feature of crying produced by the patient and 

is accompanied by audible aspiration, another feature of crying in the same turn (lines 

191-192), without causing disruption to the talk. The video data, from which extract 

4.23 is taken, begins with Jo crying alone and the interaction starts between lines 13 
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and 1724. The first turn in which Jo produces creaky voice is, therefore, fairly close to 

the beginning of her talking through the crying episode.  

In extract 4.23, the creaky voice seems to occur early in the patient’s turns 

(lines 191-193 and 199-200). In the early part of these turns, which include multiple 

“turn construction units” (Sacks, Schegloff and Jefferson 1974) (hereafter TCU), the 

patient produces creaky voice in almost every word. This creaky voice does not 

continue throughout her turns, with the latter halves being free of ‘creakiness’. This 

pattern is not identified in section 4.24, where Jo’s turns (lines 25-26 and 29) both 

include consistent creaky voice on nearly every word. Jo’s turns, however, include 

only one TCU each. Additionally, her next turn of talk (line 37) is free of creaking.  

It is also interesting to note that the creaky voice identified and transcribed in 

these extracts always occur in vowel sounds. There may be two possible explanations 

for this placement. First, the sonorance of vowels, as described in section 4.2.1, may 

provide an appropriate sonic environment for creakiness to be produced. In other 

words, the ‘creaking’ may be the result of a partially restricted airflow on sounds that 

otherwise would not have ‘vocal turbulence’. The second explanation is that creaky 

voice may be easier to hear, and therefore transcribe, in these positions. 

This section has shown that creaky voice occurs in talk, in which multiple 

other features of crying are produced. Creaky voice seems to be a feature of crying 

that occurs early in the talk that includes crying episodes. Furthermore, this 

examination suggests that creaky voice is produced consistently in the early part of 

talk, but appears to ‘disappear’ from subsequent talk. Finally, creaky voice has been 

identified as occurring primarily in vowel sounds. The analysis presented here 

provides only a brief overview of creaky voice as a feature of crying. As such, this 

 
24 See Appendix 1.1 Medical Training Data Consultation AB 
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proposed feature requires further examination to uncover how it is used within crying 

participants’ talk. 

4.4.2 Staccato Speech 
 

The term ‘staccato’ has been borrowed from musical notation, where it is used 

to describe ‘a style of playing of notes in a detached, separated, distinct manner’ 

(Virginia Tech Multimedia Music Dictionary). Likewise, the term ‘staccato’ is used to 

describe separated and distinct words and syllables within talk. This study uses the 

bullet point, proposed by Gardner (2001: xix) to transcribe ‘staccato’ talk. As with 

creaky voice, the examination of these data has identified that ‘staccato’ speech is 

used in conjunction with other features of crying. For example:  

Extract 4.25  Medical Training Data: Consultation BB 
 
132. D =sitting in the ca::r an’(.) thinking
133. about- it-? (0.3) wha↑t- stopped you from
134. doing that-. 
135. (0.2)
136. P .HHhhhhh (.) I don't kno::~w. hh (0.8)
137. I (fe*lt) >a bi*t< (.) •sort •ev (.) >I
138. d*on't like to quit?< yunno::? Like ‘n it
139. wasn’t •li~ke •really (.) •right thing to
140. do:.

Extract 4.26  “Big Brother” Data : Transcript 2 
 
25. B [[I fu~ckin’ HA:~te him. I ha~te ‘im  
26. [soh m↑u~ch! 
27. V [muy Go:d! Hh[hu 
28. J [WHad’e s[a::y. 
29. B [(( ))it↑↑) ↑↑Whuy  
30. does he have to be so horri↑bul? 
31. J .shih 
32. V >you ok[ay?< 
33. B [(m[y God!) 
34. J [yeah ( I-I don’t know what I  
35. mean when [(     ) 
36. B [all I said was. some people  
37. can’t ●take ●jokes Ben-? >an’ he goes:  
38. I wasn’t telling a joke. I was telling a  
39. fact- and I said well there you go:,<  
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The above extracts each include examples of staccato speech within talk 

produced by conversation participants during their crying episodes. The staccato 

speech in extract 4.25 is produced in a turn, which also includes a range of other 

features of crying, such as audible aspiration, tremulous tones and creaky voice (lines 

136- 140). In his turn (lines 136-140), this patient uses a “litotes formulation” 

(Bergmann 1992: 148) marked by staccato speech. In his discussion of ‘litotes’, 

Bergmann (1992) indicates that these formulations can be used as descriptions 

without the participant being required to specify precisely what is meant. In this case, 

the patient is able to describe his suicide attempt as it not being “like really right”, 

rather than directly stating that his actions were ‘wrong’. The use of staccato, or 

disjointed, speech here seems to signify that the patient is emphasising his selection of 

these non-specific terms. 

In extract 4.26, Belinda produces a number of features of crying, including 

tremulous tones (lines 25-26) and high pitch (lines 29-30), in addition to her use of 

staccato speech (line 37). In her turn (lines 36-39), Belinda offers a report of her 

previous interaction which involves a conflict between herself and a third party, Ben. 

Belinda’s preface to her report, “all I said was” (line 36) seems to minimise her 

involvement in the conflict. Her description of her initial turn in this interaction, 

“some people can’t take jokes” (lines 36-37) is marked by staccato speech. The 

contrast created between this statement and Ben’s reported response, “I wasn’t telling 

a joke” (line 38) highlights the conflict in this interaction and may provide some 

explanation for Belinda’s use of distinct, separated, staccato speech. It seems that, in 

this extract, Belinda’s staccato speech functions as a stress to emphasise the 

argumentative nature of this reported conversation. 
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It is interesting to note that staccato speech has been used in two of the 

medical training interactions to mark the same word.   

Extract 4.27  Medical Training Data: Consultation AB 
 
85. D [Is there a re:ason
86. why that that conce:rns you in particula:r?
87. (0.4)
88. P tsk °nh° °<j-just that I:>° (0.5) I kno::w I:’m- (.)
89. susceptible? >Like I' go’< (.) taddoo::s ‘n (0.5)
90. °all over my back- ‘n a::rms an’,° (0.6) u:hm
91. (0.7) I won't get any MO:Re done >cos-it looks-
92. •stu:•pid.< °bud, (0.2) umm-°, (0.8) I’m really
93. concerned cause I started bu:rning myself? (0.2)
94. [°(up here ?)°
95. D [You starded bu:rning yourse[lf. did you,=

Extract 4.28  Medical Training Data: Consultation BG 
 
285. P (>HHan’ ime::an like I do↑~n’t?<) I'm go↑↑ing  
286. NOwhe~re I don't >(eve ha’)< don't
287. P ↓↓dese:~↓rve to be:. (.) .hh li:ke whadda  
288. P •stu•pid gih~hrl↓ I just like wo~rring about  
289. P mh~yh wehih~eght. 
290. (0.2) 
291. P .h~hhuh 
 

The patients in extracts 4.27 and 4.28 both use staccato speech to mark the 

term ‘stupid’ within their turns. In extract 4.27 the patient’s turn offers a description 

of his concerns about his behaviour, which includes a number of pauses (lines 88, 89, 

90, 91, and 92). His description of getting tattoos and ‘burning himself’ is further 

marked by elongations in the words (i.e. “kno::w” (line 88) and “taddoo::s” (line 89)), 

changes in volume, as identified in the word ‘more’ (line 91) and changes in tempo 

(lines 91-92). Like the staccato speech, these phenomena each add a particular stress, 

or emphasis, to the patient’s turn of talk. This patient uses the staccato speech to mark 

the word ‘stupid’ with reference to how his tattoos look. It is worthwhile noting that 

he has made reference to his getting tattoos as a ‘concern’ and within the same turn as 

describing ‘burning himself’, which is a form of self-harm.  
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The patient in extract 4.28 also uses tempo changes (lines 285-286) to add 

stress to her description of her weight concerns. Furthermore, this patient produces a 

number of marked pitch changes (lines 285 and 287) in her turn, which may be seen 

as an additional form of emphasis. The staccato speech in this turn (lines 285-289), 

however, is also accompanied by multiple tremulous tones (lines 286-289). As with 

the patient in extract 4.27, this patient produces staccato speech on the term ‘stupid’, 

when used to describe some aspect of her own behaviour. In this case, the patient is 

marking her self-categorisation of being “a stupid girl” (line 288) because of her 

worry about her weight.  

In conclusion, this section has indicated that staccato speech, although 

infrequently used, tends to be produced in talk which includes other features of 

crying. This feature of talk is used to emphasise turns and particular words within 

turns. This examination has shown that staccato speech may be used as a form of 

stress in talk that includes reports of either conflict or the speakers’ behaviour which 

is negatively categorised. In particular, this examination has focussed on two extracts, 

where staccato speech is used to mark the word “stupid” (line 92 extract 4.27; and line 

288 extract 4.28), which is offering a negative categorisation of the patients’ own 

behaviour.  

4.5  Onset of the ‘Crying’ Activity Slot  
 

As described in Chapter 3, the transcription and study of crying episodes are 

new to the field of CA. Transcription conventions that represent features of crying are 

not offered by the Jeffersonian transcription system (Atkinson and Heritage 1984), 

which is traditionally used in CA research. Many of the definitions and transcription 

conventions of features of crying in talk are still being developed. Whilst a description 

of the ‘crying’ activity slot may appear to be simple, it is not a simple unit of action. 
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Rather, the activity of crying is filled by a range of ‘features’, seven of which have 

been described by Hepburn (2004), that are used together to produce a recognisable 

‘crying episode’25. This examination has uncovered two further features, used by 

participants in these data to produce crying episodes26. The limited research that has 

been performed on crying in talk, however, means that finding an appropriate 

description of the onset of crying episodes is problematic. 

CA studies attempt to describe in detail “how the subject himself attends to 

and organizes his perception of the events and situations that he is navigating 

through” (Duranti and Goodwin 1990: 4). Following traditional CA examinations of 

talk about a phenomenon, a researcher would not, generally, begin their analysis 

unless this phenomenon has been made ‘interactionally relevant’, or raised as a topic 

of talk in its own right.  The crying episodes in these data are oriented to and made 

‘interactionally relevant’ at some stage by the conversation participants. One 

complexity of this study, however, was that these orientations were not always made 

explicit within participants’ talk. For example: 

Excerpt 4.29 Medical Training Data:  Consultation BG 
 
293. P kHHuH ah gu↑ess I don't dese~:r↓ve to have  
294. any:thhihng.[ .Hhhh  
295. D [°mmh?°
296. (0.3) 
297. P hOhhhhh 
298. D (thi↑n’)? think your l[i:fe is so worthless=  
 D [((slides tissue box= 
299. D =that it’s not] wo::r↑th liv[ing?  
 D =across desk))]  
 P [grabs tissue= 
300. P =.hhu Hhhh yeh~ehs, (.) .h[hi 
301. D [mmmh?  
302. (1.5) 

 

25 For further discussion please see section 4.2.3 
26 For further discussion please see section 4.3 
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This excerpt is taken from consultation BG, where the participant does not 

display any verbal reference to the crying episode that occurs. Despite this lack of 

verbal reference, the doctor’s sliding of a tissue box across to the patient, 

demonstrates that she is “orienting to and managing” (Jefferson 1980: 154) the 

patient’s crying episode. This extract highlights that it is possible for crying to occur, 

be oriented to and be collaboratively managed within an interaction without the talk 

deviating from “business as usual” (Jefferson 1980: 153).  

These data have suggested that it is also possible for conversation participants 

to display their orientation to a crying episode in talk, whilst not explicitly mentioning 

the crying episode, or using the crying actions as a potential topic for talk. For 

example: 

Excerpt 4.30   BB Transcript 3 
 
1. R .SSHIH tsk hhh[hh 
2. S [M↑iss ‘im Reg. 
3. (0.7) 
4. R hhg’yep, 

 

The question in line 2, whilst not explicitly mentioning Reggie’s tears, appears 

to be a sufficient reference to her crying episode and the only reference made to 

Reggie’s tears within this interaction. Prior to Saxon’s opening question (line 2), 

Reggie produces two features of talk, a ‘sniff’ and audible aspiration (line 1), which 

have been identified by Hepburn (2004) as features of crying episodes. In addition to 

these audible features of crying, Reggie lies, face-up on her bed, visibly producing 

tears. If we examine Saxon’s question is a “relevant next action” (Heritage 1997: 

162), responding to Reggie’s crying episode by providing an assessment and 

candidate account for her tears. The fact that Saxon’s question is a response to 
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Reggie’s display of emotion, however, demonstrates that this reference cannot be 

adequately used as a marker of the onset of her crying episode. 

 The interactions examined in this study each underwent similar sequential 

analyses and were selected for further examination as they all included examples of 

the conversation participants “orienting to and managing” (Jefferson 1980: 154) 

crying. Despite these orientations, the participants did not mark precisely when the 

onset of these crying episodes occurred. Each of the references to crying episodes in 

these data are employed in response to the crying activity. Furthermore, these 

references to crying episodes may occur some time after features of crying appear 

within the crying participants’ talk. 

Within these analyses, I realised that the conversation participants’ references 

to crying episodes did not appear to temporally correspond with the onset of the 

production of the features of crying in talk. When viewing and/ or listening to these 

data I could often see and/ or hear that the crying episodes were occurring prior to 

references being made by recipients. I did not, however, want to use my own 

observations as the sole basis of my analysis. For this reason, I decided to propose a 

system to define the onset of crying behaviour that relies more on the features of 

crying produced by crying participants, rather than the referencing of the crying 

behaviour by other conversation participants.  

 This study has chosen to mark the onset of crying as the point at which two or 

more features of crying are present within a turn of talk. The features of crying, as 

described above, work collaboratively to produce what members hear as a 

recognisable crying episode. Many of these ‘features’ may be individually produced 

in talk that does not involve a crying episode. Some of these features, particularly 

‘sniffing’ or ‘whispering’, may not indicate crying, but some other feature of the 
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interaction, i.e. one participant may be ill; they may be responding to another’s 

whispers. Some of the described ‘features of crying’ appear to be more indicative of a 

crying episode than others. For example, ‘sobs’ are primarily produced by the crying 

participants in the data examined. These data, together with Hepburn’s (2004) 

examination of crying episodes, suggest that it is only through the production of 

multiple ‘features of crying’ that a recognisable crying episode is produced. One may 

describe the features of crying as layers in a print, it is not until several of these 

‘layers’ have been put together that a picture of crying begins to emerge. 

 

4.6   Conclusions  
 

This chapter has offered a description of some aspects relating to the first of 

the five proposed activity ‘slots’ associated with crying; the production of a crying 

episode. First, section 4.2 has outlined the foundation of this chapter, and this study, 

through the illustration of the detail that is gained by transcribing, rather than 

describing, crying in talk. In addition to examining the use of the seven ‘features of 

crying’ identified by Hepburn (2004), Chapter 4 has uncovered two additional 

‘features’, which are produced in crying episodes by participants in these clinical and 

non-clinical data. Finally, building on the observation of these ‘features of crying’ this 

section has proposed a method for the identification of when crying begins in talk.  
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Chapter 5  Displays of  Orientations 
 and Responses to Crying 

5.1   Introduction  
 

The previous chapter has offered an examination of ten ‘features’ of talk that 

are used to produce recognisable crying episodes. Hepburn (2004) had previously 

described seven of these features, in her paper analysing the production of crying in 

calls to a NSPCC helpline. The aim of this chapter is to expand the breadth of CA 

research into crying by presenting detailed descriptions of the actions used by 

participants in these data to fill the second ‘activity slot’, identified in this study and 

respond to this phenomenon. Chapter 3 will analyse the actions used by these 

interactants to display their orientation to, and thus shape their “mutual 

understandings” (Heritage 1997: 163) of the crying episodes. A particular focus of 

this examination will be on the different strategies used by participants in these 

clinical and non-clinical settings, to respond to their co-participants’ crying episodes. 

5.2  Responses to Crying as ‘Next Actions’  
 

In his discussion of CA, Heritage (1997) offers three claims that are 

fundamental to this method, which examines how participants themselves organise 

interactions. He describes conversational actions as both ‘context-shaped’ and 

‘context-shaping’. Participants use their turns to respond to previous talk and to “show 

an understanding of a prior action and do so at a multiplicity of levels” (1997: 162). 

These turns, however, also ‘shape’ the context for future talk and require that some 

‘next action’ is performed by a conversation co-participant. This section will use these 

claims as a starting point for analyses of the sequential order of crying episodes in 



117

talk. The activity of crying is the central focus of this study. Drawing from Heritage’s 

(1997) description, this study will examine not only the crying activity itself27 but also 

the ‘next actions’ (Heritage 1997: 162) that are used by these participants to display 

their understanding of the crying episodes, and to make these episodes “relevant” 

(Sacks 1972; Schegloff 1992) to the interaction. The aim of the examination presented 

in this chapter is provide some insight into how these participants use ‘next-actions’ to 

display their orientation to and make relevant the activity of crying interactions,. For 

example: 

Extract 5.1   Medical Training Data: Consultation BG 

 
297. P hOhhhhh 
298. D (thi↑n’)? think your l[i:fe is so worthless  

 D [((slides tissue box 
299. D that it’s not] wo::r↑th liv[ing?  

 D across desk))]  
 P [((grabs tissue))= 
300. P =.hhu Hhhh yeh~ehs, (.) .h[hi 

Extract 5.2   Counselling Data: Consultation 1 
 

621. Cl   [cause I reali*se thet .hh~.hh (0.4) ye*ah  
622. °°i*t’s a po*[ssibli*ty (.) younno:?)°° 
623. Co              [°°(alright.)°° 

Co   ((^^^Passes tissues^^^)) 
624. Co °°sure°° 
625. (0.2) 
626. Cl (°so°) (.) ((takes tissue)) (0.7) ((blows nose))  
627. .hhh hhh 

Extract 5.3   Medical Training Data: Consultation CB 
 

33. P n*hh no:hh? .hh HuH (you kno~w) 
34. D tha↑t’s o:ka::y,  
35. (.) 
36. P .HHh HHh °hheh°
37. (.) 
38. D °oh that’s o:ka:y,°=
39. P =.shih 
 

27 See Chapter 4 
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Extract 5.4    Medical Training Data: Consultation AB 
 

194. P =I’m abou:t one. ph[hh
195. D [about one, So you're feeling
196. pritty lo::w at th[e mo:ment,=
197. P [°Yeah.°
198. D = °Yeh.° .h >and you’re obviously feeling pretty
199. miserable< an’ at tearful at ti:mes too↓ (.)

Extract 5.5   “Big Brother” Data: Transcript 3  
 

1. R .shi::h tsk °m~↑m°hhh[hh 
2. S [M↑iss ‘im Reg. 
3. R ((nods)) 
4. (0.7) 
5. R hhg’yep, 
 

Each of these extracts are taken from interactions that include at least one 

conversation participant who produces multiple “features of crying” (Hepburn 2004: 

258) in their talk, and thus, produces a ‘crying episode’. These crying episodes are 

indicated by ‘features’ such as sobbing (lines 297 and 300 extract 5.1; and lines 33 

and 36 extract 5.3), tremulous tones (line 300 extract 5.1; line 621 extract 5.2; line 33 

extract 5.3; and line 1 extract 5.5), and audible aspiration (line 300 extract 5.1; line 

621 extract 5.2; lines 33 and 36 extract 5.3; line 194 extract 5.4; and line 1 extract 5.5) 

amongst others. According to Heritage (1997), the production of these features, and 

the turns in which they are found, ‘shape’ the context of the interaction, creating the 

relevance for a ‘next action’ to be produced. The above extracts also indicate a range 

of ‘next actions’, marked in the transcriptions by a block arrow (            ), that 

function as displays of participants’ orientations to, and understandings of, the 

‘features of crying’ in the talk.  

Despite these common functions, the marked turns in these extracts display a 

range of actions that may be used to display orientation and respond to crying 

episodes. These actions include the production of turns such as “that’s okay” (line 38 
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extract 5.3) or the offer of a candidate account for the crying (lines 198-199 extract 

5.4 and; line 2 extract 5.5). Orientation to the crying episode may also be displayed 

through the non-verbal provision of tissues (line 298 extract 5.1; and line 623 extract 

5.2). This chapter aims to provide a detailed description of how each of these verbal 

and non-verbal ‘next actions’ are used by participants to demonstrate their 

‘understanding’ that crying is taking place within the interaction and to offer their 

response. A particular focus of these descriptions will be on how the participants’ 

choice of ‘next action’ may be shaped by the setting of their interaction.  

5.2.1 Non-Verbal Displays of Orientation to Crying 
 

The interactions represented in extracts 5.1 and 5.2 are interesting as these 

participants do not produce a verbal references to the crying episodes at any stage 

within their talk. The non-crying participants in these extracts use a non-verbal ‘next 

action’, which is ‘shaped’ by their co-participants’ production of ‘features of crying’, 

to demonstrate their orientation to the crying episode. 

Extract 5.6    Medical Training Data: Consultation BG  
 (expansion Extract 5.1) 
 

291. P .h~hhuh 
292. (0.4) 
293. P kHHuH ah gu↑ess I don't dese~:r↓ve to have  
294. any:thhihng.[ .Hhhh  
295. D [°mmh?°
296. (0.3) 
297. P hOhhhhh 
298. D (thi↑n’)? think your l[i:fe is so worthless  
 D [[slides tissue box 
299. D that it’s no]t wo::r↑th liv[ing?  
 D across desk]]  
300. P [[grabs tissue= 
301. P =.hhu Hhhh yeh~ehs, (.) .h[hi 
302. D [mmmh?  
303. (1.5) 
304. P .hhu hhhh 
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Extract 5.7   Counselling Data: Transcript 1 
 (Expansion Extract 5.2) 

 
611. Cl [at which yunno*:↑ I’ve gotta then >get my head
612. arou:*nd< no*t having kids↑↑ 
613. Co sure
614. (0.2)
615. Cl so tha*t↑ kindof (we*i:) like >whe↑n somebody
616. ta:*lks about yunno mee:ting somebody an’< °.hi~h°
617. >a:*ll that sort of stu*ff< it kind of bri*ngs that
618. extra (.) dime↑nsion to* it?
619. (0.2)
620. Co su[re.
621. Cl [cause I reali*se thet .hh~.hh (0.4) ye*ah
622. °°i*t’s a po*[ssibli*ty (.) younno:?)°° 
623. Co [°°(alright.)°° 
624. Co   ((^^^Passes tissues^^^)) 
625. Co °°sure°° 
626. (0.2)
627. Cl (°so°) (.) ((takes tissue)) (0.7) ((blows nose))
628. .hhh hhh
629. (0.3)
630. Co (i↑t’s? (.) yiea::h) [bu-
631. Cl [an’ that’s a big rea:lity

As indicated previously, the patient and client in these interactions produce 

multiple ‘features of crying’ in their talk including, but not limited to, the sobs and 

tremulous tones (lines 291, 293 and 301 extract 5.6; and line 616, {621 T.T. only} 

extract 5.7) shown in these extracts. The turns of talk produced by the doctor and 

counsellor following the production of these features (lines 295 and 298-299 extract 

5.6; and lines 620, 623, 625 and 630 extract 5.7), however, do not appear to display 

their orientation to the crying. These turns appear to be ‘shaped’ by the talk produced 

by the patient and client, rather than by their crying episodes. In extract 5.6, for 

example, the doctor’s question (lines 298-299), which assesses the patient’s potential 

for suicide, is produced as a relevant next part to the patient’s declaration that she 

feels that she doesn’t “deserve to have anything” (lines 293-294). In extract 5.7, the 

counsellor provides “acknowledgment tokens” (Sacks, Schegloff and Jefferson 1974) 

in response to her client’s talk, such as “sure” (lines 613, 620 and 625), which ‘hand 

the floor’ back to the client, as has occurred throughout the consultation. 
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In brief, the non-crying participants in these extracts do not make the features 

of crying, produced in preceding turns, relevant in their talk. While producing this 

talk, however, the doctor and the counsellor make these features of crying 

interactionally relevant, by passing a tissue box. This action can be seen and heard in 

the audio-visual data of the interaction from which extract 5.6 is taken. The 

counselling data examined in this study were audio-recorded, to protect the 

confidentiality of the participants. These recordings, therefore, did not provide access 

to inaudible visual data, such as the passing of a tissue box. A description of these 

actions was provided, by the participating counsellor, after the initial transcription of 

the session was produced. This counsellor described the tissue box as being situated 

on a table between herself and her clients, approximately two feet from where the 

client is seated, and was passed to the patient and a tissue was audibly accepted 

removed from the box at line 626 of this extract. 

This seemingly simple gesture functions in a number of ways. First, the 

sequential order in which this gesture occurs suggests that the provision of tissues is a 

response to their co-participants’ crying. This non-verbal gesture displays both the 

doctor and counsellor’s understanding that a crying episode is occurring and their 

orientations to the respective episodes. By producing a response, such as passing 

tissues, these participants make the crying episodes interactionally relevant. The 

action is ‘shaped’ by the participants’ production of “features of crying” and shaping 

the next action, the patient or client taking a tissue. The action of passing a tissue box 

to a co-participant, in these extracts also functions as a first-pair part to adjacently 

paired actions. The doctor and counsellor in these extracts are not randomly moving a 

box of tissues to another position in the room. They are producing a non-verbal offer 

of tissues, which functions as the first part in an offer-acceptance adjacency pair. The 
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corresponding actions of taking tissues (line 300 extract 5.6; and line 627 extract 5.7) 

function as a non-verbal acceptance of this offer and, thus, as a second pair part to a 

non-verbal adjacency pair. Adjacency pairs were recognised by Sacks as the most 

basic unit of interaction (Psathas 1995: 16). These extracts clearly display an example 

of an offer-acceptance adjacency pair that is performed non-verbally. 

There are no references or features of the talk in these extracts, other than the 

production of ‘features of crying’ through which we may understand the passing of 

tissues as relevant to the interaction. The acceptance (line 300 extract 5.6; and line 

627 extract 5.7) by the crying participants, however, indicates that the offer of tissues 

is viewed by these participants as a relevant ‘next action’, displaying the doctor and 

counsellor’s respective orientations to the ‘features of crying’ in the talk. These 

participants display no confusion about why tissues are offered at those particular 

moments. As such, these non-verbal adjacency pairs indicate that these participants 

share a ‘mutual understanding’ that the offer of tissues is a relevant and appropriate 

‘next action’ following the production of ‘features of crying’ in a co-participant’s talk. 

Furthermore, by assessing and responding to these participants’ unspoken needs or 

desires, these clinicians may be said to be offering empathy, or putting themselves 

into another’s position. The use of empathy is recommended in medical and 

counselling training literature, as an appropriate response for health professionals 

when patients or clients cry in clinical interactions. More specifically, some of these 

texts (i.e. Tate 1994) advise that clinicians should make tissues available to patients 

when they cry. Whether responding to the patient’s unspoken need, or performing the 

advice prescribed by health communication texts, this doctor and counsellor are 

producing an offer, in response to their co-participants’ crying episodes. 
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In her examination of the production of crying episodes in interaction, 

Hepburn states that one of the interesting features, which may prompt further analysis 

are “the ‘meta-turns’, where both CPO and Caller step outside the ‘business’ of the 

call and comment on the crying” (2004: 264). This phenomenon, of keeping crying 

‘outside the business’ of the interaction, has also been observed in the clinical data in 

this study. The crying episodes and management of crying in the medical training data 

occur in the ‘interview stage’ of the consultations. This ‘interview stage’ is 

characteristically organised by doctors asking questions to elicit information from 

patients about aspects of their lives that may be relevant to the problem for which they 

have come to see the doctor. A similar question-answer format is used in the 

counselling interaction to stimulate thoughts and emotional responses from the client, 

which may be used to assist their understanding of themselves. In the management of 

crying episodes, however, the participants ‘step outside’ the question-answer 

sequences to orient to and manage the crying in the interaction.  

Rather than individual turns used to comment on the crying, however, a range 

of sequences that are used to talk about the crying episode. As such, this study has 

chosen to refer to talk about crying, that is kept outside ‘the business’ of the clinical 

talk, as ‘meta-sequences’.  The non-verbal offer of tissues by this doctor (lines 298-

299 extract 5.6) and counsellor (line 624 extract 5.7) and the acceptance by patient 

(line 300 extract 5.6) and client (line 627 extract 5.7), respectively, may be seen as a  

’meta-sequence’ (Hepburn 2004) as the actions occur outside this ‘business’. The 

‘business’ of the talk in extract 5.7, for example, is the client’s description of her 

feelings about dating and potentially not having children, while the counsellor offers 

minimal acknowledgment tokens encouraging the client to continue. The features of 

crying produced by the client are not oriented to nor made relevant as part of this 
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’ongoing business‘. The offer and acceptance of tissues represents a sequence of 

actions that orient to, display understanding of and ‘manage’ features of crying in this 

interaction (extract 5.7). This sequence, however, is not made relevant in and is, 

therefore, ‘outside’ the ongoing clinical talk.  

5.2.2 Responses to Crying in Clinical Settings:  
 The Use of ‘Meta-sequences’ 
 

This study has found that participants within the clinical data often display 

their orientation to features of crying within these ’meta-sequences’, rather than 

making these features relevant in the ongoing ‘business’ of talk. ‘Meta-sequences’ 

tend to include more than one turn of talk, which appear to momentarily pause the 

ongoing interaction, so that participants can display their orientation and respond to 

the crying. The ‘business’ of talk, characterised by the question-answer sequence in 

which the doctors elicit information about relevant aspects of their patients’ lives, 

continues around these ‘meta-sequences’, without reference to crying or participants 

understanding thereof. For example: 

Extract 5.8  Medical Training Data: Transcript BB 
 
103. D hhHo:w close have you got-.
104. (1.1)
105. P °O:*h I’ve sat in it?° ‘n*n (0.6) > started
106. wanting do i:t (a:~ll) I was cry:ing and
107. stuff. °but li:ke °°fhuck↓°°=
108. D =°ri::ght°=
109. P =°(an’ I*)° (0.2) .HHhh (0.4) hkhHHehh
110. (.) hehh
111. (1.1)
112. P ye*~hp
113. (0.4)
114. D °it’s alri:ght.°
115. (1.2)
116. P .shih .hhHHHg↑ (.) <kHeHuhh>
117. (0.4)
118. P [[u*hh-
119. D [[>You’ve obviously been having a really
120. rough ti↑:me of things, °ha↑ven't you.°<
121. (.) 
122. P =Ye*~hh. (0.5) hHHh= 
123. D °(have y↑ou)-°=
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124. P khh hihih[h hh h hhh °h° .h~hh I~’m’s
125. D [°°it’s alri:ght,°° 

(( D smiles reaches for Patient’s arm))
126. (0.4)
127. P (no~t ve~r↓y. (0.2) khh (0.2) aha~hh)
128. (0.5)
129. D Ste:↑van What's? what st↓opp-ed
130. [you from (.) yunno: the:[re you we:re
131. P [>.hh< hh h hh [>.hhih< hh hh
132. D =sitting in the ca::r an’(.) thinking

Within this extended extract we may see that the ‘business’ of the talk, the 

topic to which both doctor and patient are oriented, is the patient’s description of his 

attempt to suicide through carbon monoxide poisoning. This doctor is asking her 

patient questions (lines 103, 119-120 and 129-134) and offering acknowledgment 

tokens (line 108) in order to elicit further information about his suicide attempt. This 

question-answer organisation is typical of medical interactions (ten Have 1989) and 

seen in the sequences of talk immediately prior to this extract. Within this extract 

(lines 109-128), however, we see the doctor using statements (lines 114 and 125) that 

display a shift in both her orientation and the organisation of the talk.  The shift in the 

organisation of the talk is made evident through the change from the previous 

question-answer sequence to the doctor offering a statement. The doctor’s shift in 

orientation is made evident by a topic transition in which the talk focuses on the 

patient’s crying episode, rather than his suicide attempt. In line 109-112 the patient 

attempts to continue his report of his suicide attempt, suggested by his prefacing use 

of the conjunction ‘and’. His turn, however, appears to be “disrupted” (Hepburn 2004: 

280) by the features of crying, in that he produces sobs, audible aspirations and leaves 

a “significant pause” (Jefferson 1989) in place of the anticipated talk.  

 The doctor’s statement, “it’s alright” (line 114 extract 5.8), makes relevant 

and displays her orientation to these features and the subsequent disruption to the 

patient’s talk. This turn (line 114) indicates shifts in both the question-answer 

organisation and the doctor’s orientation, from the patient’s previous suicide attempt 
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to the current crying episode. These shifts continue over a number of turns (lines 109-

128), in which the doctor displays her orientation to the patient’s continued 

production of ‘features of crying’ (lines 122 and 124) through the offer of a candidate 

account (lines 119- 120)28 and her repeated use of the statement “it’s alright” (lines 

114 and 125). The shift in the organisation and orientation of the talk does not 

continue once the topic focus has shifted away from the crying episode. Rather, after 

the production of three turns, displaying her orientation to the patient’s crying, this 

doctor returns to the previous question-answer format and to the ‘business’ of the talk 

(lines 129-130)29. Following the ‘meta-sequence’ in extract 5.8, the talk continues 

with no further reference to the crying episode or this sequence displaying 

participants’ orientation thereof. These displays of orientation that make the ‘features 

of crying’ relevant may be considered a ‘meta-sequence’ as they are interactionally 

isolated and represent a momentary shift in organisation and orientation following 

which participants continue with the ‘business’ their talk. 

The displays of orientation to the features of crying, in the clinical data, 

always occur within ‘meta-sequences’, which are marked by shifts in the orientation 

and organisation of the talk. These participants display and orient to the features of 

crying without making the crying, or the orientations to crying ‘relevant’ to the 

‘business’ of the talk, or the purpose of these interactions. Simply put, the goal of any 

clinical interaction is for the patient/client to seek assistance and for the health 

professionals to use their understandings, as members of a professional category, to 

offer this help. This ‘goal’ is made more complex when discussing the medical 

training data, as these doctors understand that they are consulting with simulated 

patients who do not necessarily require the assistance that they state they are seeking. 

 
28 See Section 5.3 for further discussion 
29 See Chapter 8 for further discussion 
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The consultations, however, are subject to scrutiny by the doctor themselves, the 

trainer, their in-training peers and other researchers. These doctors have, therefore, 

been asked to provide an example of themselves ‘doing being a doctor in 

consultation’, and have some impetus to provide an example of appropriate responses 

to patients.  

These medical training interactions do not focus primarily on physical 

problems, despite the initial presentation of a health-related problem, such as 

lethargy30 or weight fluctuation.31 These doctors are also required to display their 

orientation and focus their discussion on their patients’ psychological, emotional and 

social issues, which occurs routinely in GP consultations (Wilhelm et al. 2006). The 

doctors in these consultations appear to use features of both medical and “counselling 

talk” (Mondada 1998), such as offering acknowledgement tokens, summaries and 

formulations of the patients’ talk.  By using these actions in order to carry out the 

‘business’ of the interaction, the participants are effectively showing their 

membership in the doctor category and displaying orientation to the omni-relevant 

device (ORD) (Sacks 1992: 312-319) of  undertaking a clinical interaction.  

The health communication literature appears to regard crying in consultations 

as a potentially uncomfortable action that may be “part of the therapeutic process” 

(Sheff and Bushnell 1984).  These health professionals, however, appear to separate 

the talk about crying episodes from the clinical functions of the interaction. Their use 

of ‘meta-sequences’ in these data demonstrate how they can manage crying without 

causing disruption to the sequential and sense-making organisation of their omni-

relevant consultation.  The shifts in organisation and orientation that mark these 

‘meta-sequences’ support the notion, raised by Hepburn (2004) that the talk which 

 
30 See Appendix 1.1 Medical Training Data Consultations AB, BB and CB  
31 See Appendix 1.1 Medical Training Data Consultations AG and BG  
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makes ‘features of crying’ relevant are somehow different from the other parts of the 

interactions. Clinicians appear to use one or more of three basic actions orienting to 

crying in these ‘meta-sequences’, offering tissues, offer candidate accounts and using 

the phrase ‘it’s alright’ (lines 114 and 125 extract 5.8) or an equivalent. Using one or 

more turns in their ‘meta-sequences’, clinicians are able to display their orientation to 

and manage crying episodes, using strategies outlined in training data, and finally, to 

move talk away from these crying episodes and continue with their consultation. For 

example:  

Extract 5.9   Medical Training Data: Consultation AB 
 

177. D Uhm? (0.4) Tsk >I ji↑st wondered if you’ve noticed
178. any other symptoms that might be:.< =
179. P =.HHuh=
180. D =.h >it’s okay< (.) worrying you at a:ll. .hH You
181. mentioned you’re having trouble slee:ping, .h
182. (.)
183. D [[Hhow have you been feeling in general.=
184. P [[HHHHHH
185. D =What’s, wha? How’s your mood been.
186. (.)
187. P °ahh° (0.3) just- jus’ lo:↓:w. °I’ve never fe*lt
188. thi*s lo*w in my li:fe.°=

This extract includes an example of the second strategy used by health 

professionals to respond to crying episodes; the use of the phrase ‘it’s okay’. This 

doctor displays her orientation and responds to the patient’s ‘features of crying’, using 

the phrase “it’s okay” (line 180), pausing, but seemingly not disrupting the question 

that she is asking her patient (lines 177-178, 180- 183). While only one aspect of a 

continued turn of talk (lines 180-181), the doctor’s use of “it’s okay” (line 180) is 

marked by a shift in her orientation, as she is referring to the crying episode, and the 

organisation of her talk, as she is using a statement, rather than her previous 

questioning strategy. The phrase ‘it’s okay’, or something semantically similar, is 
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often used by participants in the medical training data to respond to crying episodes 

(lines 34 and 38 extract 5.3; line 125 extract 5.8; and line 180 extract 5.9).32 

The phrase ‘it’s okay’, in response to crying, appears to have multiple 

functions in the talk. First, this statement displays the doctor’s orientation to the 

features of crying produced by the patient, as evidenced by its placement with respect 

to the patient’s sob (line 179) in the sequential order of the interaction. Second, this 

statement may be seen as a reflection of both the ORD of the ‘medical consultation’ 

and of the strategies suggested by the literature to respond to crying patients and 

enable them to express their emotion. The doctors’ statement “it’s okay” (line 180) 

appears to be on offer of permission for the crying episodes to continue. The 

production of such an offer implies that the doctors are in a position to offer or deny 

permission for their patients’ actions. In this way the phrase ‘it’s okay’ may be seen as 

a reflection of the seemingly asymmetrical relationship between doctors and patients. 

Previous CA studies of talk in medical consultations, however, have indicated that 

this relationship is collaboratively created by doctor and patient (Hutchby and Woofitt 

1998). Drew and Heritage have indicated that even when patients in clinical 

interactions raise potential new topics, it is the doctor who may allow or “prevent 

particular issues from becoming topics in their own right” (1992: 49). By producing 

‘features of crying’ in talk, these patients may be seen to be offering additional 

information that the clinicians are, thus, obliged to either prevent or initiate as a topic 

for talk. The clinicians’ statement “it’s okay” (line 180 extract 5.9) may, therefore, be 

seen as orienting to and making the crying relevant, and also as a display of 

orientation to the ORD of the clinical interaction. 

 
32 See also: line 236, AG; line 129, AB; line 114, BB 
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The patients in these clinical interactions produce ‘features of crying’ but do 

not raise these ‘features’ as a potential topic for talk. The doctors, on the other hand, 

initiate ‘meta-sequences’ in which they display their orientation to and offer 

permission for these crying episodes. All of these actions may be seen as a reflection 

of the ‘normative’ order of clinical interactions. Health professionals appear to ‘do 

being a doctor’ by asking questions, initiating topic shifts and giving directives (Drew 

And Heritage 1992), whilst ‘doing being a patient’ involves allowing new topics to be 

dealt with in “physician-initiated obligation package(s)” (Frankel 1990). By using 

offers of permission as a display of orientation to the patient’s production of ‘features 

of crying’, these doctors are categorising the crying episodes as ‘okay’ (i.e. line 34 

and 39 extract 5.3; and line 180 extract 5.9). By explicitly describing these crying 

episodes as “okay”, these doctors appear to be raising the issue and differentiating 

between these and instances in which the production of ‘features of crying’ or 

consequent disruption to the talk, may not be “okay”. The empathic and accounting 

strategies, also used by these participants, suggest that crying may be categorised as 

‘okay’ or ‘not okay’ dependant on the situations in which it occurs. In other words, 

participants’ responses to crying seem to place this action within a “moral order” 

(Bergmann 1998; Drew 1998; Kurri 2005).33 

It is the doctors in these clinical interactions, who use these strategies to orient 

to, permit and organise the discussions of crying, as suggested within the training 

literature. These “permission-giving statements” function at a multiplicity of levels. 

The phrase ‘it’s okay’ display the doctors’ orientation to the crying episode and 

appear to be treated as additional information about the patient’s emotional state, as a 

moral action, and also show the doctors’ orientation to the ORD of the medical 

 
33 See Chapters 6 and 7 for further discussion. 
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consultation. This notion is supported by the finding that participants in non-clinical 

interactions use neither these permission-giving strategies, nor ‘meta-sequences’, to 

organise their talk about the crying episodes. 

5.2.3 Responding to Crying in Non-Clinical Settings 
 

The primary difference found in the strategies used by the participants in the 

clinical and non-clinical data, examined in this study, is the clinicians’ use of ‘meta-

sequences’ to organise their displays of orientation and responses to crying episodes, 

keeping these outside the ‘business’ of the talk. Participants in the non-clinical data 

display their orientations to the crying episodes by directly referencing co-

participants’ actions and/ or raising these as a potential topic. As such, the crying 

episodes appear to be the ‘business’ of the non-clinical talk. For example: 

Extract 5.10  “Big Brother” Data: Transcript 1 
 

13. V I came to close the dor- because everyone  
14. can see.  
15. (0.2) 
16. J .hh .sskuh 
17. J pardon↑?=  
18. V =I came to close the doo:r? 
19. J °than-° >↑oh they can see me in he:re,<= 
20. V =to give you pri[:vacy↓=
21. J [ hhuh 
22. J =°thanks°
23. V ahh:m, if you >wanna be left alone↑<
24. [I’ll leave you alo:n[e, bud- 
25. J [.shih↑ [ n~*o: yo*u  
26. ca*n s[ta*::y, 

Extract 5.11  “Big Brother” Data: Transcript 4 
 

128. S .hh you’re hu↑~rting me and you don’t even  
129. realise that you’re ●d↑oing it, °l[ike.°
130. J [I’m  
131. sorry [Sax? are you upset? I’m so- I=  
132. S [kohhh 
133. J =can’t see cause I:’m bli:nd.  
134. J ((moves closer to S)) 
135. J I’m really s*orry. I’m so~rry↑,
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.

.

.
142. J bu’ I don’t wan’ you to get upset? 
143. S I~↑ don’t want you to go~:, 
 

Extract 5.12  “Big Brother” Data: Transcript 5 
 

22. S .huh I hate (0.2) getting this upse:t? 
23. because ‘en I feel so: ru:↑de to the  
24. people that are still here? >like I feel  
25. like a wanker bu’<  
26. (.) 
27. C no: ca[use everyone’s upse:t,  
28. S [I’m just upset that she lehhft (.)  
29. [hhh 
30. C [yeah. °(everyone is,)°
31. (.) 
32. R I↑ understa::nd how you f↑eel, 
33. (0.3) 
34. C [[yea::h 
35. R [[Cause that’s how I felt when  
36. B↑e:n le[ft, 
 
These extracts are taken from three interactions between “Big Brother” 

housemates in which one or more participants produce features of crying (i.e. Audible 

Aspiration and Sniffs; line 16 extract 5.10: Tremulous tones; line 25 extract 5.10; 

lines 128 and 135 extract 5.11: Staccato Speech; line 129 extract 5.11). The non-

clinical extracts also include co-participants’ displays of orientation to and response to 

these crying episodes that each appear to raise crying episodes, or the emotions that 

are made relevant by the crying, as potential topics for talk. Unlike the clinical data, 

the displays of orientation and responses to crying used by non-clinical participants 

are not marked by a shift away from the orientation and organisation displayed in the 

surrounding talk. The participants in BB3 do not appear to organise their crying–

oriented talk into ‘meta-sequences’ that are keep these comments outside the ‘ongoing 

business of the interaction’. Rather, the ‘business’ of these interactions appears to be 

the displays of orientation to and management of the crying episodes.  
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In extract 5.10, Vincent refers to Jo’s crying episode when announcing 

himself and providing an account for his entrance into the bedroom, “I came to close 

the door because everyone can see” (lines 13-14). This statement implies not only that 

“everyone can see” (line 14) Jo, but that ‘everyone’ can see Jo doing something that 

she may not want them to see, or alternatively that they may not want to see. Prior to 

Vincent’s arrival, Jo had entered the bedroom alone and laid face down on a bed, 

audibly and visibly producing ‘features of crying’ (see lines 1-12 Transcript 1, 

appendix 2.1 “Big Brother” Data) and holding a pillow over her head, presumably to 

hide the visual ‘features of crying’ she produces. Jo’s actions, of lying face down with 

a pillow over her head suggest a desire for her face not to be seen by other housemates 

or the cameras that are filming their every move. Vincent’s entrance and closing of 

the door, therefore, appears to display a response to his understanding of both Jo’s 

crying episode and her implied desire for privacy. The talk following this extract 

continues the discussion of whether or not Vincent should stay in the room, creating a 

notable difference between the categories of ‘having privacy’ and ‘being alone’. The 

crying episode, however, does not become the topic of the talk until later in this 

interaction (see line 42), when Jo offers an account for her crying behaviour.34 Whilst 

Vincent’s announcement upon arrival does not result directly in crying becoming the 

topic of the talk, it refers to and displays his understanding of Jo’s crying episode and 

uses this understanding to explain his purpose for entering. In other words, Vincent’s 

statement on arrival raises crying as a potential topic by making it ‘relevant’ to the 

talk. Furthermore, Vincent displays his orientation to the crying episode upon entering 

the room and, thus, displays that this is the ‘business’ of the interaction.  

 
34 See chapter 6 for further discussion 
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Extracts 5.11 and 5.12 also include examples of participants’ displays of 

orientation to crying episodes that reference and raise crying as a potential topic for 

talk. Unlike the clinical interactions, however, it is the crying participant who initiates 

the talk about crying, or more specifically, about emotions that the production of 

‘features of crying’ make relevant in the talk. In each of these extracts, Saxon refers to 

his emotions, which are made relevant to the talk by his production of ‘features of 

crying’ (lines 128-129 extract 5.11; and line 22 extract 5.12). With his statements 

“you’re hurting me and you don’t even realise that you’re doing it” (lines 128-129 

extract 5.11), and “I hate getting this upset…” (lines 22-25 extract 5.12), Saxon offers 

descriptions of his emotions, potential accounts for his crying35. These statements 

create ‘interactional relevance’ for further talk regarding Saxon’s crying and ‘shape 

the context of his co-participants’ displays of orientation (lines 130-131 extract 5.11; 

and lines 27 and 32 extract 5.12).  

The clinical data for this study include no examples of the crying participant 

displaying orientation or referring to their own crying episode prior to an initiation of 

the topic by the health professional with whom they are interacting. One possible 

explanation for why this organisation is seen in the “Big Brother” and not in the 

clinical data may be found in the ORD and collaboratively-achieved asymmetry 

observed in clinical talk (Drew and Heritage 1992). The participants, who produce 

features of crying in the medical training interactions, each display their membership 

in the ‘patient’ or ‘client’ category through their actions, such as seeking assistance 

and answering questions. As this chapter has previously described36, topic shifts in 

medical consultations are routinely initiated by the doctor, Drew and Heritage (1992) 

have indicated that patient-initiated topics are treated as dispreferred in medical talk. 

 
35 See chapters 6 and 7 for further discussion 
36 See section 5.2.2 
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This may provide some explanation as to why the patients in the medical data do not 

raise their crying as a potential topic of talk and appear to refer to their crying 

episodes only within doctor-initiated ‘meta-sequences’. The participants in the non-

clinical “Big Brother” data, however, are not functioning within the ORD of a medical 

consultation. The crying participants, therefore, are able to display orientation to and 

raise crying as a potential topic for talk without these actions being “disjunctive” 

(Lepper 2000) to their membership in an institutional category.  

 It is interesting to note that participants in two of the non-clinical extracts use 

the term “upset” (line 131 and 142 extract 5.11; and lines 22 and 27 extract 5.12), in 

addition to the term “hurting” (line 128 extract 5.11), to describe the crying episodes. 

The participants in these extracts do not display any confusion as to why this 

description is used, suggesting that the members may share a ‘mutual understanding’ 

that crying is a relevant and appropriate action for someone who is ‘upset’, or ‘hurt’. 

This term appears to be used both to describe this seemingly ‘relevant’ emotional 

state, and as a euphemism for crying. Saxon’s ‘getting/being upset’ are referred to as a 

visible or recognisable state in each of these extracts. This is seen in extract 5.11, 

through Jo’s account for her question, “are you upset” “I can’t see cause I’m blind” 

(lines 131 and 133 extract 5.11) and  Saxon’s statement “I hate getting this upset 

because then I feel so rude to the people who are still here” (lines 22-24 extract 5.12). 

‘Getting upset’ is referred to in these turns, as an action that may be communicated to 

and recognised by others, rather than as an abstract emotional state.  

The non-crying participants in extract 5.12, Chrissie and Reggie, display their 

orientations to Saxon’s use of the term ‘upset’ when describing themselves and other 

conversation participants (lines 27, 30, 32 and 35-36). Chrissie demonstrates her 

orientation to Saxon’s description of why he hates “getting this upset” (line 22), and 
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offers a response in which his crying is made relevant through her statement “no, 

everyone’s upset” (line 27). This response appears to function according to the theory 

of ‘normalisation’, which is advised as an appropriate response to crying in the 

medical and counselling training literature (Lloyd and Bor 1996). Chrissie appears to 

be rejecting Saxon’s statement that he is being “rude” (line 23) as he is “getting this 

upset” (line 22), by including him in a “cohort” (Payne and Hustler 1980), which 

includes others who are “upset” (line 27) through her use of the term “everyone” (line 

27). By creating this cohort, Chrissie’s statement indicates to Saxon that, rather than 

being ‘rude’, his sentiments are shared by all of the other ‘housemates’ and, thus, are 

‘normal’. 

Reggie’s turn (line 32), in response to Saxon’s crying episode, also appears to 

make use of empathy, which is also a strategy advised in medical training literature as 

a response to crying. In her turn, “I understand how you feel” (line 32), Reggie may 

be seen as viewing the situation from Saxon’s perspective. An examination of her 

next turn (line 35-36), however, indicates that this turn is part an offer of sympathy, as 

she displays that her ‘understanding’ is based on her own experience of “when Ben 

left” (lines 35-36), rather than putting herself in Saxon’s metaphorical shoes. This 

chapter has shown that participants in the clinical data also use empathy in displaying 

orientation and responding to their patients’/clients’ crying episodes37. There are, 

however, no examples of the participants in the clinical data using sympathy as a 

response to crying, nor is the use of sympathy advised in health communication texts. 

One possible reason for this may be that the offer of sympathy, by definition, requires 

some form of personal disclosure, describing an event or feeling similar to that being 

 
37 See section 5.2.2 
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displayed by another. In the case of the clinical interactions, however, the action of 

personal disclosure is bound solely to members of the ‘patient/client’ category.  

In her turns, Reggie does not appear to be excluding herself from the cohort of 

those who are ‘upset’, described by Chrissie as including “everyone” (line 27). 

Rather, in this sequence Reggie’s turns suggest orientation to the varying degrees of 

‘upset’, initially implied in Saxon’s statement “getting this upset” (line 22). Saxon’s 

use of the stressed determiner “this” (line 22), appears to function as an upgrade to the 

level of emotion he is feeling. In this context, Reggie’s turns appear to both 

demonstrate her agreement with Chrissie’s description of “everyone” (line 27) being 

‘upset’ and offer a description of a context when she too was ‘this upset’. It should be 

noted that the data for this study include an interaction between Reggie and Saxon, 

taken from the period referred to by Reggie; after “Ben left” (line 36), in which 

Reggie produces, and is recognised as producing, ‘features of crying’ in her talk. An 

understanding of this event suggests that Reggie, along with Saxon in extract 5.12 

(lines 22-25), is creating a correlation between ‘how Saxon is feeling’ and the 

production of ‘features of crying’. By using or referring to this term ‘upset’ in 

reference to these features, these participants appear to be displaying a ‘members 

understanding’ that being upset may result in, or be the cause of, a crying episode. 

The participants in each of these interactions appear to display orientation to and a 

mutual understanding that the action of crying is ‘caused’ by something, as indicated 

by these participants’ use of the phrase ‘getting upset’. Offering candidate accounts 

for the crying episode is a strategy that may be used to display orientation and respond 

to crying episodes, or in addition to this type of display, in both the clinical and non-

clinical data. This third ‘activity slot’ will be discussed in detail in the next chapter.  
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This section has examined the strategies used by participants in “Big Brother”, 

in order to display their orientation and response to their co-participants’ production 

of ‘features of crying’38. Despite the finding that participants in the non-clinical data 

appear to use strategies such as empathy and normalisation to display their orientation 

and respond to crying episodes, it is unlikely that they are displaying orientation to the 

medical and counselling training literature in which these strategies are prescribed. 

The literature provides no evidence for how these strategies have been developed or 

why they have been suggested for use in response to crying episodes. This lack of 

evidence suggests that these strategies are based upon the writer and/or trainers’ 

‘common-sense’ understandings, rather than empirical evaluations, of how 

conversation participants may appropriately ‘do displaying orientation and response to 

a crying episode’. This chapter has provided detailed descriptions of the range of 

strategies used by participants to respond to crying in clinical and non-clinical 

interactions. Interestingly, the range of strategies used in these data, such as the offer 

of tissues, enabling the crying episodes and ‘normalisation’, reflect some of those 

‘common-sense’ strategies provided within medical and counselling training 

literature, and also display strategies that are not included in these suggestions. 

Strategies such as the use of sympathy or the crying participants’ initiation of their 

crying as a potential topic for talk, however, are used only by participants in the non-

clinical data. While this observation requires further examination, one possible reason 

for the absence these features may be that it is only the patients or clients, never the 

doctor or counsellor, who produce crying episodes in these clinical data. The health 

professionals’ use of sympathy and the patients’ initiation of a topic sequence may 

conflict with their ‘doing being a doctor’ and ‘doing being a patient’, respectively. 

 
38 See Chapter 4 for further discussion 
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5.3   Conclusions  
 

This chapter has examined the sequential environment in which crying occurs, 

in order to describe the ‘next actions’, used by conversation participants to display 

their orientation and respond to crying episodes in talk. A range of actions have been 

identified as displays of the participants’ orientation to crying, including both verbal 

and non-verbal responses. Section 5.2.2 has shown that the verbal displays of 

orientation to crying in clinical data are highly organised into ‘meta-sequences’, 

which are marked by shifts in the organisation and orientation, in order to keep the 

discussions of crying episodes separate from the ‘business’ of the talk. 

This study’s focus on only the audible aspects of talk provides some limitation 

to the identification of ‘meta-sequences’. Further examinations of other modes of 

expression, such as gaze and body movement, would provide greater insights into 

how the management of crying is organised in the ‘business’ of these clinical 

interactions. Within the audible features of these interactions, however, shifts in the 

organisation and orientation of talk have been identified. The participants in the 

medical training data do not continue the question-answer organisation of talk that is 

characteristic of the ‘interview stage’ of the consultation when talking about crying. 

The orientation of these participants noticeably shifts, through topic transitions in the 

talk or through the focus on a box of tissues, away from the orientation of the 

surrounding talk. 

It may be argued that these crying episodes communicate information about 

the patient or client’s emotion during these clinical interactions. The doctors in the 

medical training data may view their patients’ crying episode as additional and 

relevant information in this symptom-eliciting stage of the consultation. The crying 

episode in the counselling session may provide a demonstration of the emotion that 
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their ‘stimulus’ questions are trying to bring forth. The talk in these clinical data, 

however, does not show that these crying episodes are being treated as a relevant part 

of this ‘business’ of the interactions that surrounds the ‘meta-sequences’. Rather, the 

shifts in the organisation and orientation of the talk marks crying as different from 

and, therefore, outside this surrounding ‘business’. The identification of these shifts in 

orientation and organisation indicates the level of structure of the talk used by the 

participants in these clinical data. This finding shows how the talk in these clinical 

settings can be produced to effectively manage crying episodes without disruption to 

the ongoing ‘business’ at hand.   

Whilst this chapter has described some strategies that are used to respond to 

crying episodes in both the clinical and non-clinical data, such as ‘normalisation’ and 

‘empathy’, the focus of these descriptive examinations has been the strategies used 

exclusively in each of these contexts. These examinations have found, for example, 

that participants in the clinical data often use “permission-giving” statements (Harris 

2003b), to respond to crying episodes, that appear to be linked with the participants’ 

orientations to their category-memberships within the ORD of clinical interactions. 

The participants in the non-clinical interactions, alternately, do not offer permission 

for crying episodes, but often raise the crying episodes as a potential topic for talk, 

which appears to be at odds with the ‘meta-sequence’ organisations seen in the 

clinical interactions. In conclusion, this section has aimed to show the ways in which 

these conversation participants orient and respond to crying episodes in a variety of 

settings, and some of the sequential implications of the interactional setting for their 

choice of displays. 
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Chapter 6   Solicitation of  Accounts for Crying 
 

6.1   Introduction to Solicitation of Accounts  
 

This chapter provides a detailed examination of the ‘solicitation of accounts 

for crying’ activity ‘slot’. This activity slot has been identified in both the clinical and 

non-clinical interactions examined in this study. The solicitations of accounts function 

as a “first pair part” to a question-answer “adjacency pair” (Sacks, Schegloff and 

Jefferson 1974), through which participants are seeking information from their co-

participants to explain their crying behaviour. Chapter 6 is divided into two sections, 

each of which provides analyses of specific aspects of the solicitations identified in 

these data. The focus of the first section is on the “interactional context” (Ruusuvuori 

2001) in which this activity slot takes place. This section offers both an examination 

of the sequential order surrounding these solicitations and a description of some of the 

issues encountered in carrying out this analysis. 

The second section of Chapter 6 offers an alternative examination of the 

solicitation of accounts for crying episodes found within clinical and non-clinical 

settings. In preface to the examination of accounting strategies in Chapter 7, this 

examination focuses on the content of the solicitations of accounts used by 

participants in these data.  The aim of this analysis is to show that solicitations of 

accounts for crying tend to include “models of answers that would satisfy their 

purposes” (Pomerantz 1988: 366 (italics in original)).  
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6.2  Solicitations of Accounts 
 

In the examination of ‘next actions’ used by participants to display their 

orientation and respond to crying episodes has another ‘slot’ has been observed. The 

solicitation of accounts is often used by participants in talk in which crying is made 

relevant. Participants in these data regularly request an account, or reason, for their 

co-participants’ crying episodes. As with ‘displays of orientation’, these solicitations 

demonstrate participants’ recognition of and responses to crying, and tend to occur 

after the onset of a crying episode, frequently while the crying episodes continue. 

Unlike the ‘displays of orientation’, however, the solicitation of accounts also 

function as a first pair part to a question-answer adjacency pair, through which 

participants request an account for the crying that they encounter. The aim of this 

section is to provide a detailed description of the solicitations of accounts for crying 

observed in these data and the interactional and sequential contexts in which they 

occur. For example: 

Extract 6.1   Medical Training Data: Consultation BB  
 

109. P =°(an’ I*)° (0.2) .HHhh (0.4) hkhHHehh
110. (.) hehh
111. (1.1)
112. P ye*~hp
113. (0.4)
114. D °it’s alri:ght.°
115. (1.2)
116. P .shih .hhHHHg↑ (.) <kHeHuhh>
117. (0.4)
118. P [[u*hh-
119. D [[>You’ve obviously been having a really
120. rough ti↑:me of things, °ha↑ven't you.°<
121. (.)
122. P =Ye*~hh. (0.5) hHHh=
123. D °(have y↑ou)-°=
124. P khh hihih[h hh h hhh °h° .h~hh I~’m’s
125. D [°°it’s alri:ght,°° 
126. (0.4)
127. P (no~t ve~r↓y. (0.2) khh (0.2) aha~hh)
128. (0.5)
129. D Ste:↑van What's? what st↓opp-ed
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Extract 6.2    “Big Brother” Data: Transcript 2  
 

17.  B °I can’t (take) him I can’t ta-°
18.  V hheh= 
19.  B =I ca:n’t deal with hi:m↑?
20.    (.) 

 21.  B .Shi:H 
 22.  V you too? 
 23.    (0.2) 

24.  J [[↑wh~ad’e do no:w. 
 25.  B [[I fu~ckin’ HA:~te him. I ha~te ‘im  
 26.    [soh m↑u~ch! 
 27.  V [muy Go:d! Hh[hu 
 28.  J              [WHad’e s[a::y. 

29.  B                           [(* it↑↑) ↑↑Whuy  
30.      does he have to be so horri↑bul? 

 

Extract 6.3    Medical Training Data: Consultation BG  
 

252. D you look as if you’re a bid- 
253. (0.3) 
254. D >(you look as if you’re a) bit pissed o↑ff= 
255. D =at the moment-.<  
256. (0.8)  
257. P ((NOD)) 
258. D something that I:'ve said?  
259. (1.0) 
260. P I kno↑:~w that I'm not a verhuhy good= 
261. P =pe:↑rson °but ahhuh.° .hh that's whuy I'm=  
262. P =he↑↑::re: .hh[h            

 

Extract 6.4   “Big Brother” Data: Transcript 3  
 

1. R ((sniff)) tsk hhh[hh 
2. S [M↑iss ‘im Reg. 
3. (0.7) 
4. R hhg’yep, 
5. (.) 
6. S >everyone< does. 
 
These extracts each include an example of a participant soliciting an account 

for their co-participants’ crying episode, marked by an arrow (               ) in the 

transcriptions. While these extracts are taken from conversations in a variety of 

clinical and non-clinical settings, the local interactional order of the solicitations of 

accounts share some similar features. This section will examine the patterns that have 



144

been uncovered in the talk to describe the contexts in which solicitations of accounts 

occur.  

Two patterns of the production of these solicitations of accounts for crying 

that have been initially observed within the sequential and local interactional orders 

are that each of these solicitations take place in interactions in which crying episodes 

occur and are made ‘relevant’ to the talk. Chapter 4 of this study has proposed that 

crying episodes are indicated in each of these extracts by the multiple ‘features of 

crying’, which are produced by one or more conversation participant in these extracts 

(i.e. lines 109-110, 116 and 124 extract 6.1; lines 21, 24 and 25-26 extract 6.2; line 

260-262 extract 6.3; and line 1 extract 6.4). These participants make crying episodes 

‘relevant’ to the talk by displaying their orientation and responding to these features, 

as marked by block arrows (                 ) in the transcript, as described in the previous 

chapter39. In extracts 6.1, 6.2 and 6.3, the solicitations of accounts for crying (lines 

119-120 extract 6.1; lines 24 and 28 extract 6.2; and line 258 extract 6.3) each occurs 

in talk in which the crying episode has been made ‘relevant’.  

In extract 6.2, for example, Vincent displays his orientation to Belinda’s 

crying episode through the use of his question “you too?” (line 22). This question, 

appears to display Vincent’s orientation to Belinda’s crying by creating a “cohort” 

(Payne and Hustler 1980), through his use of the term “too” (line 22), between 

Belinda and Jo, who has also produced features of crying in her talk. Vincent’s 

display of orientation also makes Belinda’s crying episode relevant to the talk. The 

solicitations of accounts for Belinda’s tears (lines 24 and 28) follow this display of 

orientation. Similarly, the doctors in extracts 6.1 and 6.3 display their orientation to 

their patients’ crying episodes prior to soliciting an account. The doctor in extract 6.1 

 
39 See Chapter 5 for further discussion 
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displays her orientation to the patient’s crying episode through the offer of a 

permission-giving response, “it’s alright” (lines 114 and 125), which is used both 

prior to and following her solicitation of an account (lines 119-120). In extract 6.3, the 

solicitation of an account, “something that I’ve said?” (line 258), is produced after the 

doctor has displayed her orientation to the patient’s demeanour, “you look as if you’re 

a bit pissed off at the moment” (lines 254-255). By producing these types of responses 

to the crying episodes, the participants in these extracts (6.1- 6.3) are both 

demonstrating their recognition of and orientation to the crying and making the 

patients’ episodes ‘relevant’ to the talk.  

The previous chapter has described that the talk about crying, within these 

clinical data, is routinely organised into ‘meta-sequences’. Chapter 5 has also shown 

that by using ‘meta-sequences’, which are marked by shifts in the organisation and 

orientation of the talk, participants are able to display their orientations and responses 

to crying, whilst keeping crying-related talk “outside the business” (Hepburn 2004: 

263) of the interaction. ‘Meta-sequences’ are not found within the non-clinical, data 

examined within this study, as the ‘business’ of these interactions appears to be the 

crying episodes themselves. This study has observed that in clinical interactions all of 

the talk in which the crying episodes are made relevant, including solicitations of 

accounts, is routinely produced within these ‘meta-sequences’ (i.e. Between lines 114 

and 129 extract 6.1; and lines 252 and 263 extract 6.3). The doctor in extract 6.1, for 

example, initiates a ‘meta-sequence’ through her use of the ‘permission-giving 

statement’, “it’s alright” (line 114), which is marked by a shift in orientation and 

organisation from the surrounding talk. Likewise, the solicitation of an account for the 

patient’s crying in extract 6.3 (line 258) is produced within a ‘meta-sequence’, 

marked by the doctor’s shift in organisation and orientation from talk focussing on the 
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patient’s sleeping habits to her observation of the patient’s current demeanour, “you 

look as if you’re a bit pissed off at the moment” (line 254-255 extract 6.3).  

Another observation regarding the solicitations of accounts is that these ‘first-

pair parts’ are routinely produced in the grammatical form of questions, using either 

traditional question formats or ‘tag questions’. The traditional question format may 

produced by inverting the subject and auxiliary predicate of a sentence so rather than 

the statement ‘it is…’, this question form would be produced as ‘is it…’. Another 

method of producing ‘traditional’ question forms, referred to in linguistics as “wh- 

interrogatives” (Matthews 1997: 403) is to preface them with a wh- word, such as 

who, what, when, where or how. The doctor’s solicitation of account in extract 6.3, 

“something that I said?” (line 258), is produced in a traditional question format, where 

the subject and auxiliary predicate should be inverted, however, the inverted subject 

and auxiliary predicate (i.e. ‘was it’) have been ellipsed. This type of ellipsis of 

subject and auxiliary predicate tends to occur in talk. The traditional question format 

appears to be regularly used in soliciting accounts for crying, particularly in the non-

clinical data. In extract 6.4, for example, Saxon also uses a traditional question 

format, “miss him Reg?” (line 2), in which the auxiliary predicate and subject, ‘do 

you’, are similarly ellipsed. In extract 6.2, Jo’s solicitations of accounts for Belinda’s 

crying episode, “what did he do now” (line 23) and “what did he say?” (line 27) are 

also in direct question format. 

 Unlike the non-clinical data, however, solicitations of accounts in the medical 

training data are often not produced in these traditional question formats. The 

solicitation of an account in extract 6.1, “you’ve obviously been having a really rough 

time of things haven’t you?” (lines 119-120), is in the format of a tag question. A ‘tag 

question’ is a statement, such as “you’ve been under a lotta stress lately” (line 140 See 
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extract 6.5), with the inverted subject and a negated form of the auxiliary predicate 

used within the statement40, such as “haven’t you?” (line 141 extract 6.5), in ‘tag’ 

position, at the end of the question. Beach, suggests that ‘tag-positioned’ questions 

and/ or comments may be used to “constrain subsequent response” (1991: 29) by 

highlighting the speaker’s perspective. Hepburn (2004) indicates that tag questions are 

often produced in response to crying as they make response relevant, “without making 

one as strongly relevant as a normal interrogative might” (Hepburn and Potter 

Forthcoming). These perspectives differ in their observations regarding the use of tag 

questions, which indicates tag questions as an area of CA that requires further 

research. Due to the differing perspectives and limited research, the ‘tag questions’, 

whilst identified within these data, have been treated as questions, or the first pair 

within a question-answer adjacency pair, within the analyses.  

 It is interesting and possibly important to note that of the four of the seven 

solicitations of accounts found in the clinical interactions (i.e. lines 119-120 extract 

6.1), are produced as ‘tag questions’ and none of the solicitations found within the 

non-clinical data are produced in this format. In some cases, within the clinical data, 

these health professionals use a number of ‘tag questions’ in order to fill the 

solicitation of accounts activity ‘slot’. For example; 

 

40 The auxiliary predicate found within the ‘tag’ position is negated with regards to the predicate used 
in the statement. This means that, should the predicate within the sentence be negated, the auxiliary 
predicate would not be. (i.e. “That out of control feeling isn’t a very comfortable feeling, is it?” (lines 
321-322 Transcript AB) 



148

Extract 6.5    Medical Training Data: Consultation AB 
 

129. D ‘t's-okay,
130. (0.6)
131. P °.sku:::h (0.3) So↑rr↓yhh°.
132. (0.3)
133. D °No° it's been really hha:rd for you hasn’ id.
134. (0.6)
135. D °Mmh,° Are you really worried about mu:↑m? or
136. something else that’s worryi[ng you,
137. P [HHHhhhu °Yea:h there’s
138. thad↑ yehhh °I’m worried about that°° 
139. (1.3)
140. D Mmh you’ve been under a lotta stre:ss lately.
141. haven’t- you,
142. (0.3)
143. P hhHHu~h
144. (.)
145. D °°It’s okayh,°° 
146. (1.8)
147. P °But I jus’ (0.3) jist do*n't wanna go do~wn that
148. track-° (0.5) ru:in myself.
149. (0.3)
150. D >Whad are you worried< mi:ghd happen.

The doctor in this extract (6.5) uses a number of ‘tag questions’ (lines 133 and 

140) and questions in traditional question format (line 135) following her display of 

orientation (line 129) to the patient’s crying episode. These questions solicit accounts 

for the patient’s crying episode, by producing a first pair part to a question-answer 

adjacency pair, such as “it’s been really hard for you hasn’t it” (line 133), after the 

crying has been made relevant to the talk. The patient, however, does not offer a 

second pair part, which may be anticipated in response to the first. This lack of 

response results in the doctor offering a reformulated question, “are you really 

worried about mum or is there something else that’s worrying you” (lines 135-136). 

In her reformulation, this doctor has altered the focus of the question, from ‘it’, 

presumably the situation that the patient has described, being ‘really hard’, to 

questioning the patient about his ‘worry’. Furthermore, the doctor reformulates her 

solicitation from a ‘tag question’, which may only require a polar (yes/ no) response, 

to a more ‘open’ question format, which requires additional information from the 

patient. Unlike a question requiring only a yes or no response, this reformulated 
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question provides the patient with further information about how he may answer and 

the types of response that could be included in his second pair part. 

 The patient responds to this reformulated question, “are you really worried 

about mum…” (lines 135-136), with a downgraded version from being “really 

worried”, as described by the doctor, to simply being  “worried about that” (line 138). 

This modification of the doctor’s description may provide an explanation for why the 

doctor continues her solicitation of an account for the patient’s crying episode. The 

doctor’s questions in this extract (6.5), each describe an upgraded state of the patient’s 

emotions. In soliciting accounts for his crying episode, this doctor asks the patient if 

‘it’ has been “really hard for him” (line 133), if he is “really worried” (line 135) and if 

he has been under “a lotta (lot of) stress lately” (line 140). Whilst these questions do 

not sit within the category of “extreme case formulations” (Pomerantz 1986), as they 

do not include superlatives, the doctor’s solicitations are produced to describe a 

heightened, or upgraded level of the patient’s emotions. The patient’s response to the 

doctor’s initial reformulation, in lines 137-138, downgrades this heightened emotional 

state, through his admission that he is “worried” (line 138), rather than “really 

worried” (line 135). The doctor’s second reformulation of the question, “you’ve been 

under a lotta stress lately haven’t you” (lines 140 -141), suggests that the second pair 

part that the patient has offered does not adequately respond to her question and, thus, 

she continues to further solicit an account. The use of this upgrading language, 

together with the observation that this doctor does not seem to accept a downgraded 

response to account for his crying episode, indicates that this doctor understands the 

crying episode to be the result of some ‘heightened’ emotional state.  

 Upgraded descriptions of emotional states are regularly used when soliciting 

accounts for patients’ crying episodes. In extract 6.1, for example, this doctor solicits 
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an account by asking the patient if he is “having a really rough time of things” (lines 

119-120). The use of these kinds of upgraded descriptions in solicitations of accounts 

for crying appears to suggest that the doctors, within these extracts, share a members’ 

understanding that crying may be the result of a heightened emotional state. These 

upgraded descriptions of emotion, however, are not used in the doctor’s display of 

orientation to her patient’s demeanour in extract 6.3.   

Extract 6.3   Medical Training Data: Consultation BG 
(Repeated) 

 
252. D you look as if you’re a bid- 
253. (0.3) 
254. D >(you look as if you’re a) bit pissed o↑ff= 
255. D =at the moment-.<  
256. (0.8)  
257. P ((NOD)) 
258. D something that I:'ve said?  
259. (1.0) 
260. P I kno↑:~w that I'm not a verhuhy good= 
261. P =pe:↑rson °but ahhuh.° .hh that's whuy I'm=  
262. P =he↑↑::re: .hh[h      

 

Interestingly, in her display of orientation, this doctor employs a “mitigator” 

(Bergmann 1992: 151) in order to downgrade the description of the patient’s emotion, 

“you look as if you’re a bit pissed off at the moment” (line 254-255 extract 6.3). One 

difference between this description and the upgraded descriptions of emotion, 

observed in other extracts, is that the upgraded descriptions are produced within 

solicitations of accounts for crying. The mitigated description, however, is offered by 

this doctor as a display of orientation to, or assertion of an emotion that the patient 

may be experiencing, that she is “pissed off” (line 254). An analysis of this extract, 

with respect to Bergmann’s theory of mitigators indicates that this “a bit” (line 254) is 

used in this turn to “diminish the directness or roughness of (the) assertation” (1992: 

151). It appears that the doctor’s use upgraded descriptions of their patients’ emotions 
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when soliciting accounts for crying, such as things being “really rough” (lines 119-

120 extract 6.1) time, or the patient being “really worried” (line 135 extract 6.5) and 

“under a lotta stress” (line 140 extract 6.5). Whereas, this doctor uses mitigation to 

‘diminish the roughness’ in her display of orientation to the patient looking “pissed 

off” (line 254 extract 6.3). 

This extract is also interesting as the doctor’s display of orientation, which 

makes crying ‘relevant’ in the talk in this extract, occurs prior to the patient’s 

production of transcribed ‘features of crying’. Following her acceptance of the 

patient’s acceptance of this report, indicated by a nod (line 257) the doctor solicits an 

account for this emotion. It is only in her accounting for her emotion, being “a little 

bit pissed off” (line 254), that the patient begins to produce features of crying (lines 

260-262). The patient’s production of a crying episode in response to the solicitation 

of an account (line 258) for her being “a little bit pissed off” (line 255) appears to link 

this emotion with her crying. Her production of ‘features of crying’ (lines 260-262) at 

this point in the interaction suggests that her physical demeanour, as assessed by the 

doctor (254-255), may be a visual feature of the crying episode prior to the production 

of audible ‘features’. The finding that this doctor may recognise the physical signs of 

a crying episode, prior to the  episode being recognisable in the transcript suggests the 

need for an accurate representation of both visual and audible ‘features of crying’ in 

order to carry out further examinations and to accurately define the ‘onset’ of a crying 

episode.  

Returning to the doctor’s assessment of the patient’s demeanour (lines 254-

255 extract 6.3), this study has found that statements, or reports of the patient’s 

situation may be used to elicit information, in addition to traditional or tag question 

forms. In his study of psychiatric intake interviews, Bergmann (1992) shows that 
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these psychiatrists elicit information by offering reports to patients about their 

emotional or physical health, rather than using a question. Bergmann found that, 

following the psychiatrist’s reports of the patients’ mood or wellbeing, of which they 

had only an indirect knowledge, patients would regularly volunteer their own 

“authoritative” (Pomerantz 1980) version. Bergmann (1992) has shown that the 

psychiatrists in his study frequently marked their reports as containing indirect, 

inferential or “uncertain” (Bergmann 1992: 143) knowledge.  

The doctor, in extract 6.3, similarly marks her assessment as being based on 

information to which she has “limited access” (Pomerantz 1980) and of which she is 

‘uncertain’. Her use of the preface “you look as if” (line 254), prior to the assessment 

that the patient is “pissed off” (line 254), indicates that she is only reporting her 

perception of the patient’s physical demeanour and does not have a solid insight into 

how the patient is feeling. While this assessment is not produced in a question format, 

the doctor’s receives a response, in the form of a nod (line 257), from the patient. This 

patient demonstrates her agreement with the doctor’s report (line 258) of her being 

“pissed off”. The doctor’s statement (lines 254-255), therefore, functions as an 

‘information-eliciting telling’. 

This device for eliciting information has also been observed in these data as a 

method, in addition to the use of traditional and tag question forms, for the 

solicitations of accounts for crying episodes. For example: 
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Extract 6.6   Medical Training Data: Consultation AG  
 

317. P °mi↑hh°
318. (1.3)
319. D I'm really gla:d you were able to tell me. Because
320. uhm? 0.2) I (think) it’s really important that we
321. try and hhelp yhou,
322. (1.4)
323. D TSK <It must be rea::lly hha:rd for you>,
324. (0.5)
325. P Bu*t It shou*ldn't be: (.) It Shouldn’t be SO:.
326. (0.2) li*~ke.
327. (1.9)

------� 328. P Ih should j↑ust >get O*N with it< but I c*a~↑n’t?
329. (.)
330. D It's not that ea:sy.

Extract 6.6 includes the doctor’s solicitation of an account (line 323), which is 

produced in a statement format. The conclusion that this turn functions as an 

‘information-eliciting telling’ is based on two observations. First, this doctor is 

producing a ‘candidate account’ for her patient’s crying episode. The inclusion of a 

‘candidate account’ tends to be a feature of solicitations of accounts for crying41. This 

‘candidate account’, however, is marked the modal verb “must” (line 323), which 

demonstrates the ‘uncertainty’ of this doctor’s ‘candidate account as she appears to be 

marking it as a generalisation, as opposed to an authoritative report. The second and 

most important observation, which indicates that this turn is an ‘information-eliciting 

telling’, is that it receives a response from her patient. By beginning her statement 

with the contrastive “but” (line 325), this patient offers agreement with the doctor’s 

assessment of her emotions and, in her turns (lines 325-326), offering additional 

information about how she is feeling about the situation she is in. While the patient 

does not simply accept the doctor’s assessment, as seen in extract 6.3, her 

volunteering of further information indicates the ‘information-eliciting’ function of 

the doctor’s statement (line 323) and marks it as a solicitation of an account. 

 
41 See section 6.3 for further discussion 
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Just as displays of orientation to crying also function to make crying ‘relevant’ 

to the talk, solicitations of accounts for crying also display participants’ orientations to 

the episodes. In one case within these data, however, a participant does not display his 

orientation to the crying episode prior to soliciting an account. The participant in 

extract 6.4 appears to ‘skip’ the ‘display of orientation’ activity slot and move directly 

to the next slot; the solicitation of an account. An examination of this solicitation (line 

2), however, indicates that this solicitation has a dual function, as both a display of 

orientation to, and solicitation of an account for, the crying episode.  

Extract 6.4   “Big Brother” Data: Transcript 3 (Repeated) 
 

1. R ((sniff)) tsk hhh[hh 
2. S [M↑iss ‘im Reg. 
3. (0.7) 
4. R hhg’yep, 
5. (.) 
6. S >everyone< does. 
 
Immediately prior to this interaction, Reggie is seen lying face-up on a bed 

and crying, as indicated by her production of ‘features of crying’ (line 1). Saxon 

initiates the conversation, represented in this extract, through his question “miss him 

Reg?” (line 2). The sequential context in which this question is found (i.e. after R has 

produced features of crying) suggests that Saxon’s question is a ‘relevant next action’ 

(Heritage 1997: 162), which displays his orientation to Reggie’s crying episode. 

When examined as part of the sequence, Saxon’s question (line 2), not only requests 

information about how Reggie is feeling, but also offers a ‘candidate account for 

crying episode. In other words, Saxon’s question appears to be soliciting an account 

for the crying episode, which his question makes ‘relevant’ to the talk. The dual 

function supports the notion that this question (line 2 extract 4.14) fulfils both the 

display of orientation and solicitation of accounts for crying activity slots.   
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6.2.1  Issues faced in Examining Solicitations 
 

One difficulty that has been faced in the examination of solicitations of 

accounts within these data is that at least one of the interactions includes more than 

one crying participant. The interaction from which extract 6.2 (and the extended, 

extract 6.7) is taken includes three conversation participants, two of whom, Jo and 

Belinda, produce ‘features of crying’ within their talk.  

Extract 6.7    “Big Brother” Data: Transcript 2 
 (Extended from Extract 6.2) 
 

7. V [°someone’s° (.) 
8. someone’s comin’↓=
9. J =Hhhuh hh  
10. V yeah I understand,= 
11. J =s.hh.hh I↑ don’t understa:nd what  
12. ((break)) (*↑ar- too much,) H[Hh 
 ((wiping eyes)) 
13. V [°I
14. understa:nd,°
15. J .shih 
16. (0.2) 
17. B °I can’t (take) him I can’t ta-°
18. V hheh= 
19. B =I ca:n’t deal with hi:m? 
20. (.) 
21. B .ShiH 
22. V you too? 
23. (0.2) 
24. J [[↑wh~ad’e do no:w. 
25. B [[I fu~ckin’ HA:~te him. I ha~te ‘im  
26. [soh m↑u~ch! 
27. V [muy Go:d! Hh[hu 
28. J [WHad’e s[a::y. 
29. B [(* it↑↑) ↑↑Whuy  
30. does he have to be so horri↑bul? 
31. J khhh 
32. V >you ok[ay?< 
33. B [(m[y God!) 
34. J [yeah ( I-I don’t know what *  
35. mean when [* *) 
36. B [all I said was. some people  
37. can’t ●take ●jokes Ben-? >an’ he goes:  

 

The inclusion of two crying participants in this extract has raised a number of analytic 

issues, the first of which is that they may be producing an example of ‘shared’ crying.  
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An examination of this extended extract (extract 6.7) shows that an interaction 

between Jo and Vincent has begun prior to Belinda’s entrance into the bedroom, as 

specifically indicated by Vincent’s statement “someone’s coming” (lines 7-8). Jo 

produces multiple ‘features of crying’ (lines 9 and 11-12) in her turns of talk during 

this two-party interaction, demonstrating that her crying episode has begun before 

Belinda has entered the room and the conversation. Jo’s production of ‘features of 

crying’, however, does not appear to function as an ‘invitation’ for Belinda to share in 

the crying episode for two reasons. First, the identification that Jo’s crying episode 

has begun before Belinda has entered the interaction suggests that Jo’s ‘features of 

crying’ are not produced for Belinda’s as the recipient. Indeed, following Vincent’s 

announcement that “someone’s coming” (lines 7-8), Jo’s gesture, of wiping tears from 

her face (see line 10), suggests that Jo is trying to hide, or reduce the appearance of 

her crying.  

 The second feature of this interaction that suggests that this is not an example 

of shared crying is that, following Belinda’s entrance, there appears to be a marked 

shift in Jo and Vincent’s orientation, moving from their focus on the previous two-

party interaction, to their orientation to Belinda’s crying episode. This shift in 

orientation is clearly identified through an examination of Vincent’s statements 

immediately prior to, and following, Belinda’s appearance. Prior to Belinda’s entrance 

in the room, Vincent produces a repeated statement, “I understand” (lines 13 -14), 

which appear to be designed with Jo as the recipient and refers to Jo’s previous 

statement. Following Belinda’s arrival and announcement, Vincent produces a turn, 

“you too?” (line 22), which refers to Belinda’s crying episode. Similarly, Jo’s turns of 

talk, which have previously been addressed to Vincent and described her crying 

episode, appear to shift focus to Belinda’s tears and be addressed to Belinda, once she 
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has joined the interaction. Once the participants are required to make physical actions 

(i.e. following B to the Bathroom) to include Belinda in the conversation, however, 

Vincent makes a statement “you okay?” (line 32) that is, once again, addressed solely 

to Jo. This return to the orientation displayed in the two-party interaction, both to Jo 

and as a display of orientation to her emotion, appears to function as a pre-close to the 

original topic of interaction. In her turn in response to this pre-close, “Yeah, I don’t 

know what…” (lines 34-35), Jo appears to close the previous topic of interaction, 

through her affirmation that she is “okay” (line 32) and  displays a shift in orientation 

to the interaction which includes Belinda, marked by her movement towards the 

bathroom. Ultimately, the shifts in orientation and recipiency produced by Vincent 

and Jo, suggest that they are ‘closing’ the interaction, which has focussed on Jo’s 

crying episode, in order to establish a focus on Belinda’s. These actions suggest that, 

whilst occurring in the same conversation, Jo and Belinda are producing separate 

crying episodes, one of which is interactionally ‘closed’ prior to a shift in orientation 

to the other.  

The second issue that this interaction (extract 6.7) has raised, with respect to 

solicitations of accounts, is the understanding of who may produce these solicitations 

and how analysts may understand to whom the solicitations are posed. As previously 

described, this extract includes three conversation participants, two of whom produce 

‘features of crying’ within their talk. As with the previous solicitations examined, in 

section 6.2, the solicitation of an account for crying is produced, within this extract, 

following a display of orientation to the crying episode, “you too?” (line 22). Unlike 

the previous extracts examined, however, this display of orientation and the 

solicitation of an account are not produced by the same conversation participant. As 

described in Chapter 5, Vincent’s display of orientation to Belinda’s crying episode, 
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“you too” (line 22), appears to create a cohort between Jo and Belinda, which makes 

their shared membership in the ‘crying participant’ category relevant to the talk. 

Following Vincent’s display of orientation to Belinda’s crying episode, Jo displays a 

shift in her orientation, from the crying participant, to a recipient of a crying episode 

by filling the ‘solicitation of account’ activity slot (lines 24 and 28). Jo’s questions 

“what’d he do now” (line 24) and “what did he say” (line 28) are directed to Belinda, 

indicating a shift of orientation away from the previous two-party interaction between 

herself and Vincent, and are soliciting an account for Belinda’s crying episode. In 

other words, despite Jo’s co-membership in the ‘crying participant’ category, she 

produces solicitations of account, which follow the pattern identified in section 6.2 of 

being preceded by a ‘display of orientation. Furthermore, by producing actions, such 

as solicitations of an account for crying, that are produced by recipients of crying 

episodes, Jo is displaying her membership in the ‘recipient’ category, for Belinda’s 

crying. 

6.2.2  Invitations to Cry 
 

The examination of crying in talk has been previously likened to the study of 

other paralinguistic actions, such as laughter, both by Hepburn (2004) and in this 

study42. This study has taken the previous CA studies of laughter (i.e. Jefferson 1985; 

and Glenn 2003) as a guide to how analysts may attempt to transcribe and examine 

non-verbal behaviour in conversation43. One primary difference between the study of 

crying and of laughter, is that many of the laughter studies (i.e. Jefferson 1979; 1985; 

Glenn 1992; 1995; 2003) have focussed on the phenomenon of shared laughter within 

conversation. The crying data examined within this study, however, includes only one 

 
42 See Chapter 2, Section 2.4.1 for further discussion 
43 See Chapter 4 for discussion of the transcription of crying. 
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example of an interaction (extract 6.7) in which more than one participant produces 

‘features of crying’ in their talk. An examination of this interaction, undertaken in 

section 6.2.1, suggests that these participants, whilst crying within the same 

interaction, do not ‘share’ their crying. 

In their studies of shared laughter, Jefferson (1979) and Glenn (1992) 

demonstrate that in the interactions they examine a conversation participant offers an 

“invitation” (Jefferson 1979) for other participants to ‘accept’, to share the laughter. 

These ‘invitations’ generally take the form of one participant producing a laughter 

particle (or particles), which are either rejected or accepted, by co-participants sharing 

in laughter.  Glenn (1992; 2003) has shown that the rejection of these ‘invitations’ to 

laugh, generally results in further interactional work by the participant, who has 

produced the invitation, in order to achieve shared laughter. The absence of laughter 

following multiple ‘invitations’ by one participant may be seen as an ‘accountable’ 

action. Conversely, the finding that participants in these data regularly solicit accounts 

for crying episodes indicates that the production of crying is treated by these 

participants as an ‘accountable’ action. In other words, the participants’ solicitations 

of accounts display that the crying in these data is treated as an action which requires 

explanation, as opposed to laughter, which may be ‘accountable’ by its absence. The 

need for an account in these data suggests that crying is not an expected or ‘invited’ 

action within these interactions.  

 These data, however, may include some examples of invitations to cry. As 

described within the previous chapter (Chapter 4), the doctors within the medical 

training data frequently use statements, such as “it’s alright” (line 114 extract 6.1) to 

display their orientation to the patient’s crying episodes. These types of statements 

may be viewed as offering permission, or ‘inviting’ their patients to continue their 
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crying episodes. Unlike invitations for laughter described by Glenn (1992; 2003) 

which occur prior to the laughter, these statements, which give permission for crying, 

occur after the onset of the crying episodes. In other words, these statements are used 

as a display of orientation to a crying episode that has previously begun and may, 

thus, only be viewed as an ‘invitation’  for the crying to continue. A clear ‘invitation’ 

to cry, such as those used prior to laughter, has not been observed in these data.  

6.3  Solicitations of Accounts as Accounting Practices 
 

As indicated by the previous section (6.2), participants in these interactions 

regularly solicit accounts for their co-participants’ crying episodes. Section 6.2 has 

shown that these solicitations of accounts are sequentially and interactionally linked to 

the crying episodes, occurring as actions relevant to the displays of orientation to co-

participants’ crying. This section provides a re-examination of some of these 

solicitations of accounts in order to show that these solicitations are formed to include 

“candidate answers” (Pomerantz 1988), or candidate accounts for co-participants’ 

crying episodes. For Example: 

Extract 6.2    “Big Brother” Data: Transcript 3 (repeated) 
 

19. B =I ca:n’t deal with hi:m↑?
20. (.) 
21. J .shih 
22. V you too? 
23. (0.2) 
24. J [[↑wh~ad’e do no:w. 
25. B [[I fu~ckin’ HA:~te him. I ha~te ‘im  
26. [soh m↑u~ch! 
27. V [muy Go:d! Hh[hu 
28. J [WHad’e s[a::y. 
29. B [(* it↑↑) ↑↑Whuy  
30. does he have to be so horri↑bul? 
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Extract 6.3  Medical Training Data: Consultation BG (repeated) 
 

252. D you look as if you’re a bid- 
253. (0.3) 
254. D >(you look as if you’re a) bit pissed o↑ff= 
255. =at the moment-.<  
256. (0.8)  
257. P ((NOD)) 
258. D something that I:'ve said?  
259. (1.0) 
260. P I kno↑:~w that I'm not a verhuhy good= 
261. =pe:↑rson °but ahhuh.° .hh that's whuy I'm=  
262. =he↑↑::re: .hh[h      
 

Extract 6.5  Medical Training Data: Consultation AB (repeated) 
 

129. D ‘t's-okay,
130. (0.6)
131. P °.sku:::h (0.3) So↑rr↓yhh°.
132. (0.3)
133. D °No° it's been really hha:rd for you hasn’ id.
134. (0.6)
135. D °Mmh,° Are you really worried about mu:↑m? or
136. something else that’s worryi[ng you,
137. P [HHHhhhu °Yea:h there’s
138. thad↑ yehhh °I’m worried about that°° 
139. (1.3)
140. D Mmh you’ve been under a lotta stre:ss lately.
141. haven’t- you,
142. (0.3)
143. P hhHHu~h
144. (.)
145. D °°It’s okayh,°° 
146. (1.8)
147. P °But I jus’ (0.3) jist do*n't wanna go do~wn that
148. track-° (0.5) ru:in myself.
149. (0.3)
150. D >Whad are you worried< mi:ghd happen.
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Extract 6.8  Extract Taken from Hepburn (2004 :258)44 

1. Caller: >.Hhih .hhihhh< 
2. CPO: D’you want- d’y’wann’ave [a break for a ]  
3. moment.= 
4. Caller:                          [ Hhuhh >.hihh<] 
5. =>hhuhh hhuhh< 
6. (0.6) 
7. Caller: .shih 
8. (0.3) 
9. Caller: ◦◦k(hh)ay◦◦ 
10. (1.8) 
11. Caller: .shih >hhuh hhuh[h]< 
12. CPO: [S]’very har:d when  
13. they’re not there with you isn’t it.= 
14. and [you’re-] (.) you’re tal:kin about it. 
15. Caller: [>.hhih<] 
 .

.

.
46. Caller: °°I:’m not the(hehheh)re. Hh°° 
47. (3.2) 
48. Caller: .Shih 
49. (0.4) .
50. Caller: H↑oh: s(h)orry. 
51. (0.4) 
52. CPO: .Htk s’↑oka:y. kay. 
53. (1.3) 
54. Caller: .SKUH 
55. (0.3) 
56. CPO: It’s distressing but it’s also quite a shock 
57. isn’t it I guess [(for you)] 
58. Caller:                   [.HHHHhih ]hh  HHHhuhhhh 
59. (1.7) 

 

Three of these four extracts have been described in the previous section (6.2), 

as being taken from interactions in which crying, displays of orientation and 

solicitations of accounts for crying all occur. This re-examination of the data from 

section 6.2 enables an analysis of the content of the solicitations of accounts 

employed by conversation participants in these extracts. In addition to the extracts 

taken from extract 6.2, this section will examine an extract that has been taken from 

Hepburn’s (2004) study of crying in interaction. The inclusion of a data extract from 

Hepburn (2004) aims to show that the solicitations of accounts within the Child 

 
44 Line numbers have been added to this extract for ease of reference in this thesis. 
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Protection helpline data appear to function in the same way as the solicitations in the 

data examined in this study. 

As described in sections 6.2 and 6.2.1, the solicitations of an account in extract 

6.2 are sequentially and interactionally linked to Belinda’s production of ‘features of 

crying’. Following Vincent’s display of orientation to Belinda’s crying episode, Jo 

produces a solicitation of an account, “what did he do now?” (line 24). The use of the 

term “he” (line 24) in this solicitation appears to be a reflection of the term ‘him’, 

used in Belinda’s announcement that she “can’t deal with him” (line 19). By re-using 

the third person, without questioning who is referred to, Jo’s solicitation indicates that 

she shares a “mutual understanding” (Heritage 1997: 163) with Belinda of who this 

person is. Furthermore, Jo’s solicitation is offering a ‘candidate’ answer; that ‘he’ has 

performed some action which may provide an account for Belinda’s crying episode. 

In line 28, Jo produces a reformulates solicitation of an account for Belinda’s crying, 

“what did he say?”, which provides additional information of both her ‘candidate 

understanding’ of events and how she is anticipating that Belinda may respond to her 

solicitations. This reformulation indicates that Jo’s understanding that Belinda’s 

crying episode is the result of something that “he” has said (line 28). 

Similarly, the marked solicitation in extract 6.3 follows the pattern of being 

preceded by a display of orientation to the crying participant’s demeanour. As 

described in the previous section (6.2), however, this display of orientation occurs 

prior to the patient’s production of audible features of crying. Following the doctor’s 

display of orientation to her patient’s demeanour, “you look as if you’re a little bit 

pissed off at the moment” (lines 254-5), which is confirmed by the patient (line 257), 

she solicits an account for the patient’s expression. In addition to it’s ‘information-

eliciting’ function, the doctor’s solicitation, “something that I’ve said” (line 258), 
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offers a candidate account for her patient’s crying episode.  This candidate account is 

offered in question format for the patient to respond to with an assessment and an 

‘authoritative’ account for her crying episode. The indexical term “something” (line 

258) does not refer to any specific turn of talk and, thus, marks her turn as a suggested 

reason, rather than an accurate account, for the crying. When viewed in conjunction 

with the previous extract (6.2) one may conclude that these members share an 

understanding that crying may be accounted for, or may result from, something that is 

‘said’, either by a third party, “him” (line 28 extract 6.2), or by a participant in the 

interaction, such as the doctor (line 258 extract 6.3).  

In addition to indicating that something that is ‘said’ may result in a crying 

episode, these two extracts further support one of the patterns of solicitations 

described in the previous section (section 6.2), that the solicitation of accounts for 

crying occur following a display of orientation to the crying episodes. The previous 

section cited an example from an interaction (Big Brother Transcript 3), in which the 

solicitation of an account also functions as a display of orientation.  

Extract 6.4  “Big Brother” Data: Transcript 3 (Repeated) 
 

1. R ((sniff)) tsk hhh[hh 
2. S [M↑iss ‘im Reg. 
3. (0.7) 
4. R hhg’yep, 
5. (.) 
6. S >everyone< does. 

 

The recipient in this extract, Saxon, solicits an account as a relevant ‘next 

action’ to Reggie’s crying episode, which is marked by her production of multiple 

features of crying. As with the previous two solicitations (lines 24 and 28 extract 6.2; 

line 258 extract 6.3), Saxon’s solicitation of an account for Reggie’s crying episode 
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includes a candidate account. In his turn (line 2) Saxon proposes that the reason for 

Reggie’s crying episode may be that she ‘misses’ a third party.  

Each of the solicitations of accounts identified within the clinical and non-

clinical data for this study includes a ‘candidate understanding’, or candidate account 

for why their co-participants may be crying. Pomerantz suggests that the participants 

include these candidate accounts to ‘give the co-interactants models of the types of 

answers that would satisfy their purpose’ (1988: 366). From another perspective, the 

inclusion of candidate accounts in solicitations may display the participants’ 

‘members’ understanding’ of the sorts of accounts for crying that they may expect to 

receive. 

The display of candidate accounts, therefore, provides some insight into the 

members’ candidate understandings of actions that may result in, or be used to 

account for crying episodes. This idea is further supported by participants’ offers of 

candidate accounts in the marked solicitations in extracts 6.5 and 6.8. The doctor, in 

extract 6.5, offers a candidate account for her patient’s crying episode “it’s been really 

hard for you” (line 133). Her candidate understanding, that one may respond to a 

situation that is ‘really hard’ is shared by the Child Protection Officer (CPO) in the 

extract taken from Hepburn’s (2004) paper on calls to a National child protection 

Helpline in the United Kingdom. The CPO’s solicitation of an account for the caller’s 

crying episode, in this extract, (extract 6.8) includes the candidate account “it’s very 

hard when they’re not there with you” (lines 12-13). These ‘candidate accounts’ 

indicate a shared understanding, in two very different interactional settings, that a 

‘really/ very hard’ situation may account for the production of a crying episode. 

The solicitations of accounts in extracts 6.5 and 6.8 occur following the 

doctor’s and CPO’s respective displays of orientation to the crying episodes. Unlike 
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the previous extracts, however, these extracts both include offers of candidate 

accounts for their co-participants’ crying episodes following apologies from the 

crying participants (lines 131 extract 6.5; and line 50 extract 6.8). It is interesting to 

note that the participants in both of these interactions appear to be apologising for 

their crying episodes, which are marked by features of crying in their talk (lines 131, 

137 and 143 extract 6.5; and lines 1, 4-5, 7, 9-11, 15, 46-48, 50, 54 and 58 extract 

6.8). Each of these apologies occurs in the interaction after the crying has been made 

‘relevant’ to the talk by their co-participants’ displays of orientation (line 129 extract 

6.5; and lines 2-3 extract 6.8). The offers of apologies for crying indicate that these 

participants may view their actions as causing “social norms to be violated” (Olshtain 

and Cohen 1983: 20). These apologies indicate that the participants perceive their 

crying as a rupture in the social order and are providing a form of “remedial work” 

(Goffman 1971: 139). In other words, by offering an apology, these participants are 

marking their crying as ‘apologisable’ actions, or potential ‘offences’ that may require 

the “remedy” (Goffman 1971: 140) of an apology. 

Previous research also suggests that apologies may be used to prevent the 

“loss of positive face incurred by the speaker” (Holmes 1990: 162). Hickson indicates 

that apologies;  

“tend to include explanations of why the offender was not 

responsible for his/her behaviour… these excuses tend to put the 

blame on temporary extenuating circumstances that impaired the 

rationality or judgement of the offender.” 

 (Hickson 1986: 291). 

 
The apologies in these extracts (lines 131 extract 6.9; and line 50 extract 6.10), 

however, do not include these types of explanations. Rather, it is the recipients of 
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these apologies who provide ‘candidate explanations’ or make their accounts relevant 

to the talk. The doctor, in extract 6.9, responds to her patient’s apology with a quiet 

negative response followed by this type of explanation, or account, “°no°, it’s been 

really hard for you hasn’t it” (line 133). The quiet negative response indicates that this 

doctor is rejecting the patient’s apology for crying. The inclusion of a candidate 

account in response to the patient’s apology (line 133), however, suggests that this 

doctor finds this crying episode understandable, or reasonable, and thus, the episode 

does not require an apology. It should be noted that this doctor does not appear to be 

rejecting this apology (i.e. not offering forgiveness for the patient’s perceived 

transgression). Rather, the inclusion of a candidate account for his crying, suggests 

that the doctor is rejecting the need for an apology from the patient. 

A similar strategy is used in refuting the caller’s apology in extract 6.8.  The 

caller in this extract offers an apology (line 50) following the production of multiple 

features of crying (i.e. lines 46-48 and 50) and after the CPO has displayed orientation 

to his crying episode (lines 2-3). The sequential placement of this turn suggests that 

this caller is offering an apology for his crying episode and/ or the subsequent 

disruption to his talk. This caller, however, does not include any explanation within 

his apology for the perceived “offence” (Goffman 1971). The CPO responds to this 

apology with a ‘permission-giving’45 statement “s’okay. kay” (line 52), which appears 

to offer the forgiveness that an apology requests (Hickson 1986: 283). Following this 

permission-giving statement (line 52) and an extended pause (1.3 secs, line 53), this 

CPO offers a candidate explanation for the caller’s crying episode, “it’s distressing 

but it’s also quite a shock isn’t it, I guess (for you)” (lines 56-57). In addition to 

displaying a members’ understanding that a “distressing” or ‘shocking’ (line 56) 

 
45 For further discussion of ‘permission-giving’ statements See Chapter 5  
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situation may account for crying, this statement performs the explanatory work that is 

not found within the caller’s apology. Furthermore, the CPO marks the ‘candidate’ 

nature of her explanation, through the phrase “I guess” (line 57), indicating that this 

account is based upon her presumption of why the caller may be crying. 

This section (6.3.1) has indicated that the marked turns in each of the extracts 

(lines 24 and 26 extract 6.2; line 258 extract 6.3; lines 133, 135 and 140 extract 6.5; 

lines 12-14 extract 6.8; and line 2 extract 6.5) have a range of functions. Each of these 

marked turns function as solicitations of accounts, and follow the patterns described in 

the previous section (6.2). Furthermore this examination has shown that these 

solicitations of accounts for crying include a candidate explanation for the relevant 

crying episode. These solicitations include markers of the ‘candidate’ nature of the 

accounts included therein. Markers, such as the indexical “what” (lines 24-28 extract 

6.2), “something” (line 258 extract 6.3), or prefaces such as “I guess” (line 57 extract 

6.8), enable participants to offer an ‘uncertain’ assessment, rather than allocating an 

account for another’s crying. Each of the solicitations, however, propose a candidate 

understanding of an account for the relevant crying episodes. These candidate 

accounts may be of interest and provide a fruitful resource to analysts seeking to 

examine the demonstrations of understanding that people show about what actions 

may be cited to account for crying episodes in interaction. 

6. 4 Findings regarding Solicitations of Accounts 
 

These sections have demonstrated that participants regularly solicit accounts in 

response to crying episodes in both the clinical and non-clinical data. Solicitations of 

accounts occur in five out of six interactions in the clinical data. These solicitations 

are only absent in the clinical data where professionals display their orientation to 

crying episodes through the non-verbal offer of tissues. These sections have examined 
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the interactional and sequential contexts in which these solicitations are found, in 

order to uncover structural patterns in their use. This examination has provided 

descriptions of the patterns uncovered in a range of solicitations of accounts for crying 

episodes, including that these solicitations; 

1. Are found in talk in which crying episodes occur, as indicated by the 

production of ‘features of crying’ by one or more of the conversation 

participants. 

2. Are found in interactions in which these crying episodes have been 

made ‘relevant’ to the talk, by one or more participants’ displays of 

orientation to the episode. 

3. Are identified as always being produced within ‘meta-sequences’ in 

the clinical data. 

4. May be found after one or more actions used to display orientation to 

crying OR may be used to both display orientation to and solicit an 

account for the crying episode. 

5. Elicit information, by being produced in traditional question forms, 

‘tag question forms’ or by ‘information-eliciting tellings’.  

6. Include ‘candidate accounts’ 

 
In sum, this chapter has described the patterns of interaction associated with 

the use of solicitations of accounts for crying found in these data. Section 6.3 

describes a potential area for further research, the inclusion of candidate accounts in 

solicitations. These candidate accounts offer some insights into participants’ 

understandings of the actions and/or situations that may be used to account for their 

co-participants’ crying episodes. As such, the ‘candidate understandings’ would offer 

a rich resource for the examination of why people may cry.  
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Chapter 7   Accounting for Crying 
7.1 Introduction  
 

Crying does not just ‘happen’ in everyday situations. The literature and these 

data have shown that there are reasons behind every crying episode. The previous 

chapter has shown that these reasons, or accounts, tend to be sought by participants 

who encounter crying in their conversations. The aim of this chapter is to describe the 

accounting practices used to explain crying episodes in these clinical and non-clinical 

data. First, section 7.2 will carry out an examination of the accounts for crying that are 

produced as a second-pair parts to co-participants’ solicitations. The second section 

will describe the strategies used by participants to account for their crying, and make 

these accounts “relevant” (Sacks 1972; Schegloff 1992) to their talk when such a 

solicitation has not taken place. In other words, this section will look at the sequential 

order of talk about crying, in which the ‘solicitations’ activity slot has not been filled. 

The last section of Chapter 7 aims to offer some insight into the types of accounts that 

are used, by these participants, to explain their crying episodes. In particular, this 

section will focus on one pattern that has emerged in the content of these accounts. 

Ultimately, this chapter aims describe the local, sequential organisation of the 

accounts offered by these participants and to analyse the members’ understandings of 

crying episodes displayed within these accounts.  

 7.2  Criers’ Accounts in Response to Solicitations 
 

Building upon the previous chapter’s examination, the focus of this section is 

on the responses offered to the solicitations of accounts for crying. In particular, this 

section will describe the ways that participants use these solicitations to shape their 

accounts for crying. For example: 
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Extract 7.1    “Big Brother” Data: Transcript 3  

 
1. R .SSHIH tsk hhh[hh 
2. S [M↑iss ‘im Reg.
3. (0.7) 

------� 4.  R hhg’yep, 
 

Extract 7.2   Medical Training Data: Transcript BB 
 
114. D °it’s alri:ght.°
115. (1.2)
116. P .shih .hhHHHg↑ (.) <kHeHuhh>
117. (0.4)
118. P [[u*hh-
119. D [[>You’ve obviously been having a really
120. rough ti↑:me of things, °ha↑ven't you.°<
121. (.)

------� 122. P =Ye*~hh. (0.5) hHHh=
123. D °(have y↑ou)-°=
124.P khh hihih[h hh h hhh °h° .h~hh I~’m’s
125.D [°°it’s alri:ght,°° 

Extract 7.3   Medical Training Data: Transcript AB 
 
131.P °.sku:::h (0.3) So↑rr↓yhh°.
132. (0.3)
133.D °No° it's been really hha:rd for you hasn’ id.
134. (0.6)
135.D °Mmh,° Are you really worried about mu:↑m? or
136. something else that’s worryi[ng you,

------� 137. P [HHHhhhu °Yea:h there’s
138. thad↑ yehhh °I’m worried about that°° 
139. (1.3)
140.D Mmh you’ve been under a lotta stre:ss lately.
141. haven’t- you,
142. (0.3)
143.P hhHHu~h

The above extracts represent continuations of some of the interactions 

examined in Chapter 6. The talk represented in these extracts includes both the 

solicitations of accounts, marked by solid arrows (            ), and participants’ 

responses to these solicitations, as marked by broken arrows (--------→) . The focus of 

this examination will be on the accounts provided in response to the solicitations (line 

4 extract 7.1; line 122 extract 7.2; lines 137- 138 extract 7.3; lines 30- 40 extract 7.4; 

and lines 260- 267 extract 7.5).  Chapter 6 described that each of the solicitations of 
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accounts proposes a candidate account for their co-participants’ crying episodes. The 

particular aim of this analysis is to uncover the sequential and interactional links 

between the solicitations of accounts and the responses in which participants produce 

accounts for their crying episodes.  

For example, in extract 7.1, which has been discussed in the previous chapter, 

Saxon solicits an account for his co-participant’s crying episode by offering a 

candidate response in question form, “miss him Reg” (line 2). Whilst Reggie, the 

crying participant, produces only a polar (yes/ no) response to this solicitation, “yep” 

(line 4), her answer works in conjunction with his candidate account, so that a 

mutually understood account for her crying episode can be produced. Reggie’s 

affirmative response (line 4) to the ‘guess’ offered by Saxon’s question indicates that 

she is, indeed, crying because she ‘misses him’. The “model” answer (Pomerantz 

1988: 366) implied in the solicitation, “miss him Reg” (line 2), is, thus, formed into 

an acceptable and accepted account for Reggie’s crying episode.  

Likewise, the marked turns in extract 7.2 (lines 119-120 and 122) appear to 

function as an adjacency pair, whilst collaboratively creating an account for a 

participant’s crying episode. In lines 119-120, this doctor uses a tag question 

formulation46, “you’ve obviously been having a really rough time of things, haven’t 

you”, which provides a candidate account, to solicit an account for her patient’s 

crying. The patient’s answer in this extract (line 122 extract 7.2), is very similar to the 

response to the non-tag solicitation seen in extract 7.1 (lines 2 and 4 respectively), as 

he offers a simple polar agreement with the doctor’s question. The patient’s response, 

“yeah” (line 122), functions as a second pair part to the solicitation of an account. 

These polar responses (line 4 extract 7.1; and line 122 extract 7.2) offer little 
 
46 The previous chapter (Chapter 6) has described that this study has chosen to treat the analysis of ‘tag 
questions’, such as the one seen in this extract (lines 119-120), in the same way as other question 
formulations 
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information in themselves. Rather than producing new information, they appear to 

build upon the candidate information implied within their respective solicitations (line 

2 extract 7.1; and lines 119-120 extract 7.2) to confirm the proposed accounts for their 

crying episodes. 

The patient’s response in extract 7.3, “yeah there’s that, yeah, I’m worried 

about that” (lines 137-138) seems to build upon his doctor’s solicitation, “are you 

really worried about Mum or is there something else that’s worrying you” (lines 135-

136) in a similar way to the previous two extracts. Unlike the polar responses, 

however, this answer highlights the collaboration with the candidate account, by twice 

using the indexical “that” (line 138) as a reference to it. Furthermore, the patient’s 

turn (lines 137-138) refers to the candidate account by repeating the term “worried” 

(line 138), which is used within the doctor’s solicitation. Each of these affirmative 

responses to solicitations of accounts, (line 4 extract 7.1; line 122 extract 7.2; and 

lines 137-138 extract 7.3) appear to transform the candidate answers, proposed in 

their respective solicitations by conversation co-participants, into ‘working models’ of 

accounts for their crying episodes. In other words, the crying participants in these 

interactions verify the candidate accounts for the crying episodes, put forth within the 

solicitations of accounts, to create a workable and shared understanding of why their 

crying is occurring at this time. 

This sequence, of the offer of a model account within solicitation and its 

responding confirmation, appears, in some ways, to resemble Schegloff, Jefferson and 

Sacks’ description of questions, which include ‘candidate answers’, as “correction 

invitation” (Schegloff, Jefferson and Sacks 1977) devices. Their explanation of this 

device describes questions in which participants use polar (yes/no) questions in order 

to invite either confirmation of the correct nature of the candidate answer, or 
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correction and elaboration of the correct answer, should the candidate be incorrect. 

The solicitations in extracts 7.1, 7.2 and 7.3 seem to function somewhat similarly to 

this device as the solicitations (line 4 extract 7.1; lines 119- 120 extract 7.2; and lines 

135-136 extract 7.3) seek to either confirmation or correction of the candidate 

accounts offered therein. Unlike the examples of ‘correction invitation’ devices 

described by Schegloff, Jefferson and Sacks, however, these solicitations do not 

function within a series of similarly classed questions. Furthermore, the offers of 

‘candidate answers’, within these solicitations, are confirmed rather than corrected, as 

occurs in Schegloff, Jefferson and Sacks’ examples of ‘correction invitation devices’. 

These features appear to constitute the primary differences between the offer of a 

‘model’ response within questions and the use of ‘correction invitation devices’. 

Extract 7.4   “Big Brother” Data: Transcript 2  

 
27. V [muy Go:d! Hh[hu 
28. J [WHad’e s[a::y. 

------� 29.  B                       [(* it↑↑) ↑↑Whuy  
30.    does he have to be so horri↑bul? 

 .
.
.

------� 36.  B           [all I said was. some people  
37. can’t ●take ●jokes Ben-? >an’ he goes:  
38. I wasn’t telling a joke. I was telling a  
39. fact- and I said well there you go:,< .hhh  
40. some people can’t take facts↑ an’ he said  
41. (0.2) 
42. B yea:h↓ well you:’d fuckin’ know  
43. everyth↑ing wouldn’t you:? An’ I said  
44. (0.3) 
45. B wull yea::h like you know everything↑ and  
46. ‘e just started o:n↓
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Extract 7.5   Medical Training Data: Consultation BG  

 
258. D something that I:'ve said?  
259. (1.0) 

------� 260.     P I kno↑:~w that I'm not a verhuhy good= 
261.       pe:↑rson °but ahhuh.° .hh that's whuy I'm=  
262. =he↑↑::re: .hh[h            
263. D [Wha’ makes you think you're=  
264. >not a v[ery good< pe:rson, 

------� 265.     P          [oh because I kn↑↑o:w tha’ behhing=  
266.       sihi~hze ten is no’ un, .hhi is not= 
267.       U↑nrehhali~s•thi[c, .HH  bhuhuh .HH   
268. D [alri::ght, 
269. (0.2) 
270. P bu~d I don't li:~h↑↑ke  it-,  
 

The above two extracts include markedly different responses to solicitations 

of accounts for crying from those seen in the extracts 7.1-7.3. These responses (lines 

29-30 and 36-46 extract 7.4; and lines 260-262 and 265-267 extract 7.5) offer further 

information, rather than simply confirming the candidate accounts implied within 

their respective solicitations. In extract 7.4, for example, Jo solicits an account for 

Belinda’s crying episode by asking “what did he say?” (line 28, which offers the 

candidate account that “he” has said something that has resulted in Belinda’s crying 

episode. Similarly, in extract 7.5, the doctor displays her orientation and makes the 

patient’s demeanour relevant to the talk through her statement, “you look as if you’re 

a bit pissed off at the moment” (lines 255-256). She then solicits an explanation for 

her ‘looking pissed off’ through her use of the question “something that I said?” (line 

258). These solicitations do not appear to function as a ‘correction-invitation’ device, 

as either confirmation or correction of the candidate response that has been offered 

would require further elaboration. In other words, the solicitations in extracts 7.4 and 

7.5 elicit more information that polar (yes/no) answers can provide. 
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The crying participants in these extracts (7.4 and 7.5) demonstrate their 

understanding of these solicitations as requests for confirmation and elaboration of the 

candidate accounts proposed therein. Belinda’s response to Jo’s question,  “what did 

he say” (line 28 extract 7.4), offers a categorisation of ‘him’ and ‘his’ talk as being 

“horrible” (lines 29-30) and a report of the interaction (lines 36-46) that also functions 

as an account for her crying episode. Through this report, Belinda offers her 

agreement with the candidate account that her crying has resulted from something that 

‘he’ has said.  Furthermore, Belinda specifies “what” (line 28) has been said that has 

resulted in her crying episode.  

The patient’s response to the doctor’s solicitation of an account in extract 7.5, 

“I know I’m not a very good person, but that’s why I’m here” (lines 260-262), implies 

confirmation of the candidate account proposed by the doctor in her turn, “something 

that I said?” (line 258) through the use of indirect reference to a turn of talk, which 

has been previously produced by the doctor. The patient’s use of the term ‘good’ (line 

260) seems to refer to questions that the doctor has previously posed regarding her 

ideas about weight and/ or body image, “you’d feel that when you were forty-five 

kilos (99.2 Lb) that you were you were good?” (lines 211-212 not shown in extract) 

and “women who are size eight have good lives do they?” (lines 226- 227 not shown 

in extract). The patient produces a reference to clothing size, the smallest women’s 

clothing size available in Australia (approx. U.S. size 4 and U.K size 6)47, in her 

response, “I know that being size ten is not unrealistic” (lines 265-267). This response 

to the doctor’s clarification request (lines 263-264) repeats the allusion to clothing 

size that the doctor has constructed in lines 226- 227 (not in extract). The dual 

references to the doctor’s prior talk display the patient’s agreement with the candidate 

 
47 Clothing size comparisons taken from http://www.onlineconversion.com/clothing_womens.htm
accessed on 26/10/05 



177

account offered in the doctor’s solicitation that the account for her looking “a little bit 

pissed off” (line 256) is ‘something (the doctor) said’. Furthermore, the patient’s 

reference to a specific turn of talk, produced earlier by the doctor, specifies the talk 

that has resulted in her current demeanour and, ultimately, her crying episode. The 

accounts produced in extracts 7.4 and 7.5, therefore, appear to be shaped by the 

solicitations to which they are responding. These answers not only confirm the 

candidate accounts offered by co-participants, but also provide the further description 

that is implicitly requested. 

The final strategy used by conversation participants in these data as second 

pair part to the solicitation-account adjacency pair is to withhold a response through 

the use of silence and/ or the continued production of ‘features of crying’. This 

strategy may be seen in line 134 in transcript 7.3, prior to the solicitation-confirmation 

sequence (lines 135-138) discussed above. 

Extract 7.3   Medical Training Data: Consultation AB (repeated) 
 
131. P °.sku:::h (0.3) So↑rr↓yhh°.
132. (0.3)
133. D °No° it's been really hha:rd for you hasn’ id.

------� 134. (0.6)
135. D °Mmh,° Are you really worried about mu:↑m? or
136. something else that’s worryi[ng you,

------� 137. P [HHHhhhu °Yea:h there’s
138. thad↑ yehhh °I’m worried about that°° 
139. (1.3)
140. D Mmh you’ve been under a lotta stre:ss lately.
141. haven’t- you,
142. (0.3)
143. P hhHHu~h

In line 133 of this extract, the doctor solicits an account for the patient’s crying 

episode, which has previously been made ‘relevant’ to the talk48, using a tag question 

format which includes the candidate account; that ‘it has been really hard for (him)’ 

(line 133). Sacks, Schegloff and Jefferson describe tag questions as an “exit 

 
48 See section 5.2 for further discussion 
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technique” (Sacks, Schegloff and Jefferson 1974: 718) which may be used by 

conversation participants to end their turn and to select a co-participant as the next 

speaker. In line 134, however, this patient does not offer a response to this solicitation 

and allows a silence to continue for 0.6 seconds, while the ‘floor’ remains open. As a 

result, the doctor self-selects to produce a reformulation (line 135) of the solicitation 

that has not received a response (line 133). Within her self-selected ‘next turn’, the 

doctor provides an alternative candidate account for the patient’s crying episode. The 

doctor may be changing the ‘model’ answer implied within the question to either 

facilitate the patient’s understanding or to offer an alternative herself, so that the 

patient does not need to produce a ‘correction’ to her previous candidate account.  

The lack of a second-pair part to a solicitation of an account may also be seen 

in Hepburn’s study of calls to a National Child Protection helpline within the United 

Kingdom. In this extract, the Child Protection Officer (CPO) offers a candidate 

response within their solicitation of an account (lines 12-14) for the caller’s crying 

episode.  
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Extract 7.6   Hepburn Data:  JK  Distraught Dad (p. 258) 
 

11. Caller: .shih >hhuh hhuh[h]<  
12. CPO:  [S]’very har:d when they’re not there with you  
13. isn’t it.= and [you’re-] (.) you’re tal:kin about  
14. it.  
15. Call:                [>.hhih<]  
16. (0.8)  
17. Call: >.Hhuh .HHuh<  
18. (2.1)   
19. Call: .shih  
20. (0.2)  
21. Call  °.shih° (.) °°(Need) hhelp(h)°° 
22. (2.5)  
23. Call:  .HHhihh◦hh◦
24. (0.5)  
25. Call:  HHhuhh >.hih .hih<  
26. (0.7)  
27. CPO:  .Htk.hh Well you’re doing what you can now to  
28. actually offer them protection and help though  
29. are:n’t you.  
30. Call:  .Skuh (.) Huhhhh  
31. (0.5)  
32. Call:  °°I:’m not the(hehheh)re. Hh°° 
 

As with the previous extract (7.3), the CPO’s solicitation is structured as a tag 

question, ending her turn and, as this is a two-party interaction, ‘handing over’ the 

floor to the caller. The caller, however, does not offer a response to this solicitation 

(lines 12-14). The sequential position in which one may expect to see a response to 

the solicitation of an account, is filled by the caller’s production of ‘features of crying’ 

(lines 15, 17 and 19), which are interspersed with prolonged silences of 0.8 and 2.1 

seconds (lines 16 and 18, respectively). The lack of talk and extended silences in this 

sequential position enables the caller to not respond immediately to the CPO’s 

question and leave the floor open. Unlike the previous extract (7.3), however, the 

CPO in this extract (7.6) does not self-select and allows the caller’s crying and the 

extended pauses to continue. It is interesting to note that the patient self-selects with 

the turn “need help” (line 21) following the disruption to his talk, which tends to 

indicate a participant’s inability to continue talking.  
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His turn; “need help” (line 21), appears neither accept, nor reject the candidate 

account implied within the CPO’s solicitation, but rather may be seen to function in 

two ways in the interaction. The first perspective that may be taken is that, like the 

responses examined within extracts 7.4 and 7.5, the caller is producing an account that 

is additional to the candidate account. Taking this view, we may see the caller’s 

response, “need help” (line 21), as providing confirmation of the CPO’s candidate 

answer that it’s “very hard when they’re not there with you” (line 12). This turn, 

however, appears to be differently produced to the elaborations seen in extracts 7.4 

and 7.5, as the response does not seem to work in collaboration with the solicitation. 

The caller’s previous lack of a response, allowing extended pauses and the production 

of features of crying, suggests that he is simply self-selecting with a new, and 

potentially unrelated, turn of talk. Alternatively, this response may be viewed in light 

of the professional context in which this interaction is taking place. When considering 

that this extract is taken from a transcribed call to a Child Protection helpline, the 

caller’s response, “need help” (line 21), may be a plea to the CPO for assistance with 

the matter with which the call has been concerned. This perspective suggests that his 

turn in line 21 may be an initiation to close the ‘meta-sequence’, in which the crying 

is relevant, and the participants may continue with the ‘business’, or purpose, of the 

call. Unlike the clinical data examined in this study, it is the non-professional, the 

caller, who initiates the closure of this ‘meta-sequence’.  

The caller’s self-selected turn (line 21) shapes the interactional context for the 

CPO’s next turn, which then focusses on the issue of ‘help’. The CPO’s next turn; 

“you’re doing what you can now to actually offer them protection and help though” 

(lines 27-29), both repeats the caller’s use of the term ‘help’ and produces a 

reformulation of this term, through the use of the word “protection”. This turn (lines 
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27-29) is also formulated as a tag question, through which the CPO appears to be 

repeating his/her previous nomination (lines 12-14) for the caller to take the next 

‘floor’ and respond to the CPO’s question. This question, however, is slightly 

different from the other solicitations that have been previously examined in this study. 

Rather than providing a candidate account for why he is crying, however, the CPO’s 

tag question (lines 27-29) appears to be offering the caller reasons for both not crying 

and an account that he is getting the ‘help’ that he has stated he ‘needs’ (line 21).  

This section has examined three strategies used to respond to the solicitations 

of accounts for crying that have been identified within these data. This analysis has 

shown that these responses are closely interactionally and sequentially linked to the 

solicitations examined within the previous chapter. The range of responses examined 

includes direct (polar) agreement with the candidate, agreement by elaboration in 

response to a solicitation, which requires further information, and the withholding of a 

response, through the use of silence or production of features of crying. Section 7.2 

has indicated that these second pair parts work in collaboration with the candidate 

responses included in the first pair part of these solicitation-account adjacency pairs, 

to create a mutually agreeable account for the participants’ crying episodes.   

7.3  Unsolicited Offers of Accounts 
 

This section aims to examine another strategy used by conversation 

participants to account for their own crying episodes. Unlike the previous section 

(7.2), the accounts that will be examined here are not solicited by other participants in 

the interaction. The previous section has described how solicited accounts function in 

collaboration with the candidate accounts proposed within solicitations in order to 

produce complete accounts for crying episodes as a “relevant next action” (Heritage 

1997: 162). This section aims to show that some participants produce accounts and 
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make these accounts relevant to the talk, without their being requested by co-

participants. For Example: 

Extract 7.7   “Big Brother” Data: Transcript 1 

 
34. V =‘er↑↑< they [said >leave ‘er leave ‘er = 
35. J [.hhhhh  
36. V =[leave ‘er[↑↑↑<
37. J [.shih  ((wipes eyes)) 
38. [I ha:- I hate t[h↑is- 
39. V [>°(so) I ↓ca:me  
40. anyway°.<= 
41. J =I hate >doing this<(.) you kno::w↑?
42. (0.2) 
43. V wha-, 

-----� 44.  J >I jist<- kohhh (0.2) I:’m jist- I hate  
45. being ca::lled fake. when I’m so not, .hh  
46. >cause I’m the opposite< of that↑ .h  
47. .shih yunno:↑? An’ (.) [e:ve- 
48. V [I did the  
49. right th↑ing by coming↑?
50. (.) 

-----� 51.  J khh yea:::h, but [(.) it’s ss-o ha:::rd↑=
52.   V                  [°okay↓°

-----� 53.  J =because .shih you would be abbata  
54.    tell wh- when I’m *ly:ing or when I’m  
55.    being false or when  
56. [I’m >yunno whad I mean↑?< [like* 
57.   V [ye:h                      [yuh 
58.    (.) 

-----� 59.  J an’ I ha:te people that un- undress me↑
60. an’ that, (.) I hate being called a  
61. lia::r, an’ I hate .shhh people thinking  
62. that I’m so~mething tha[t I’m no~:t ↑,= 
63. V [hhh  
64. J =yunno:? 
65. (0.2) 
66. V s’(.) I:gnore ‘im↑=
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Extract 7.8   “Big Brother” Data: Transcript 4 
 
115. J =>bec↑ause< you’re:[:-       you’re 
116. S [>tell me why I’m 
117. different,< 
118. J you,
119. (0.5) 
120. J ye:e::ss↑
121. (0.4) 
122. J yeah= 
123. S =.hh whaddaya mean I:’m me.=
124. J =you’::re uhm- 
125. (0.4) 
126. J I*- 
127. (0.3) 
128. S .hh you’re hu↑~rting me and you don’t even 
129. realize that you’re •d↑oing it, °l[ike° 
130. J [I’m 
131. sorry [Sax? Are you upset? I’m so- I= 
132. S [kohhh 
133. J =can’t see cause I:’m bli:nd. 
134. J I’m really s*orry. I’m so~rry↑,
135. (0.3) 
136. S .hh 
137. J I↑’m sorry↑
138. S hhh 
139. (0.2) 
140. J bu’ I don’t wan’ you to get upset? 

-----� 141.  S I~↑ don’t want you to go~:, 
142. (0.3) 
143. J wha’? 
 

Extract 7.9   Counselling Data: Transcript 1 
 

-----� 593.  Cl I kno:w. I guess? Yea::h. it’s jist↑ (0.3) it’s  
594.   jist the extra: pressure too*? you kn↓ow for me~::?  

 595.   I*t’s like yu*nno:h (0.2) with the time frame of  
596.   >yunno wa*nting to ha*ve kid↑s and a fa*:mily and  
597.   stu*ff an[’.hhH 
598.  Co          [sssure= 

-----� 599.  Cl =ha*ving to go through the whole sort of (0.6) AN I  
600.   thi↑nk thAT’s PA:rt of (0.2) yunno when I feel
601. ba*:d it’s beca*use I’ve go*tta ti:me fra*me? 
602. (0.2) 
603. Co o:kay. 

-----� 604.  Cl yunno*:? it’s li*ke I don’t ha:ve >forever<. (0.2) 
605.   °Yunno: (i[t’s)°
606.  Co           [ssure. 
607.     (0.2) 

-----� 608.  Cl I’ve gotta* >sort of< (I m’n) (0.2) yunno:: °th-°)
609.     the*re’s a cu*t off point- 
610.  Co °su[:re°

The participants in these extracts provide accounts for their crying episodes, 

marked in the transcript by dotted arrows, which are not requested within the talk. The 
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previous chapter (Chapter 6) has shown that solicitations of accounts for crying tend 

to occur following, or may function as, a participant’s display of orientation, which 

demonstrate their recognition of, and make the crying episode ‘relevant’ to the talk. 

These extracts, however, are examples of interactions where this ‘activity slot’ is 

ellipsed as no account for the crying is requested. Additionally, whilst the co-

participants in these extracts display their orientation to these crying episodes (lines 

13 -14 extract 7.7 (see Appendix 2.1 “Big Brother” Data); lines 130-134 and 137 

extract 7.8; and line 626 extract 7.9 (see Appendix 1.1 Counselling Data), these 

displays do not take place within the “interactional context” (Ruusuvuori 2001) of the 

accounting practices. In other words, unlike the responses to solicitations, the 

accounts for crying in these extracts are produced in talk in which the crying episodes 

have not been made ‘relevant’ by recipients. The crying participants in these extracts 

must, themselves, perform interactional work in order to make their episodes 

‘relevant’ prior to offering their explanations.  

In extract 7.7, Jo, the crying participant, offers an unsolicited account (lines 

44-48, 51, 53-56, and 59- 62) for her crying episode, which is made evident in the talk 

by her production of multiple ‘features of crying’ (i.e. lines 37, 44 and 47). Vincent, 

her conversation co-participant, has previously displayed his orientation and, thus, 

made the crying relevant to the talk. The focus of the talk represented in this extract, 

however, has moved away from the crying and the topic of the interaction at this point 

is Vincent’s explanation of why he has entered the room and the other ‘housemates’ 

have not. In lines 34-36 and 39-40, Vincent offers a report of the other ‘housemates’ 

responses to Jo’s exit from a room in which they were all previously situated, “they 

said leave her, leave her, leave her” (lines 34-36), a phrase which he repeats three 

times. Immediately after his third repetition of this report, Jo produces an observation 
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about herself, “I hate this” (line 38). This statement displays a shift in Jo’s orientation, 

as she positions herself as the subject, rather than continuing the previous focus. As 

such, Jo is initiating a ‘topic shift’. In simplistic terms, Jo appears to be finished with 

the current talk about Vincent and the other housemates and seems to be indicating 

her desire to return to talk in which she is the focus. Her use of the un-elaborated 

indexical reference “this” (line 38), seems to be used to preface further, elaborative, 

talk in which she can clarify what it is that she ‘hates’, following the topic shift that 

she has initiated. 

 In his ‘next action’ (lines 39-40), however, Vincent displays his continued 

focus on his entrance to the room and the other ‘housemates’ views thereof. Jo’s topic 

shift initiation line 37, therefore, does not successfully result in a “topic transition” 

(Jefferson 1984a). The downward terminal contour of Vincent’s statement, “so I came 

anyway” (lines 39-40), together with his use of the term “anyway” (line 40) and the 

semantic closure of his report, suggests that this statement may function as a pre-

closing device, to close the current topic to moving on to the topic that Jo has  

initiated. Jo’s topic shift initiation may occur before Vincent is ready to move on to 

the next-positioned matters.  

In line 41, Jo produces a reformulated topic shift initiation which, again, 

moves the focus of the interaction to herself and what she ‘hates’. The addition of the 

term “doing” (line 41) in Jo’s reformulation indicate that previously used term “this” 

(line 37) refers to her actions, rather than a situation or thing. This statement, 

however, still does not explain the actions to which the indexical “this” (line 41) is 

used to refer. This unspecified referent, therefore, may function as another preface for 

the interactional work that Jo performs following a successful topic transition. 
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There are several aspects of the talk in this extract that indicate the action to 

which Jo is referring in her statement, “I hate doing this” (line 41), is her production 

of a crying episode. First, Jo’s statement (line 41) is posed within the present tense, 

which limits the reference to actions in which she is still participating (i.e. interacting 

with Vincent, sitting on a bed, or crying) and excludes those actions that she has 

performed previously (i.e. leaving a room in which the other ‘housemates’ are 

situated). Jo’s lengthy account (lines 44-47, 51, 53-56, and 59- 62), following 

Vincent’s request for a clarification of this reference (line 43), implies that she is 

“doing this” (line 41) action that she hates, as a result of having been called “fake” 

(line 44), “false” (line 55) and/ or a “liar” (line 61). Vincent’s response to this 

account, “ignore him” (line 66) indicates his understanding that Jo’s account is 

referring to a third party. It may, therefore, logically follow that talking to Vincent is 

not the action to which Jo’s statement, “I hate this” (line 41), refers as he is not the 

person who has called her “fake” (line 44). This sequential examination implies the 

action Jo is “doing” (line 41), which is the result of having been “called fake” (line 

44), is her production of a crying episode.   

Following this unsuccessful attempt to initiate a topic shift, Jo produces the 

question, “you know what I mean?” (line 56). This direct question seems to be a 

request for Vincent’s collaboration in establishing a topic transition from the 

discussion of his entrance into the bedroom to the topic of what it is that Jo ‘hates’.  

This bid for acknowledgement, together with Jo’s reformulations of her topic shift 

initiations invite Vincent’s participation in a topic transition, which is ultimately 

received in line 66. In this extract (7.7) Jo uses a range of strategies, including the 

repeated production of unclarified indexical references as a preface to talk, 

reformulations of initiations and direct questioning in order to focus the interaction on 
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the topic of her crying episode and, thus, make the episode relevant to the talk. This 

examination indicates that Jo performs this interactional work before offering an 

account for her crying episode. 

 The interaction in extract 7.8 functions similarly to extract 7.7, in that the talk 

is focussed on another topic prior to an account for the crying episode being produced. 

The talk prior to, and at the beginning (lines 115-124) of this extract (7.8), is focussed 

on Jo’s ‘nomination’ to leave the television show in which these interactants are 

taking part. As explained in the ‘Introduction to the Data’ section (Chapter 1), one 

part of the “Big Brother” television program involves the ‘housemates’ nominating 

two of their peers, with either one or two points, to be in the running to leave. 

Following the nominations, the viewing public are asked to vote, via telephone call or 

Short Message Service (SMS), for one of the three participants who have received the 

most ‘points’ to leave the house in which they are filmed, until only one ‘housemate’ 

is left and receives a cash prize. In the interaction prior to this extract, Jo has 

discovered that she has been ‘nominated’ following this process and has expressed her 

belief that she will be voted as the person to leave this week. Jo’s statement, “because 

you’re you” (line 115), at the beginning of extract 7.8, focuses on this topic of 

nomination and why she believes that she, unlike Saxon, who has been nominated in 

previous weeks, will be the person ousted from the show. 

 This statement, “because you’re you” (line 115) is questioned and 

problematised by Saxon, “whaddaya mean I’m me” (line 123), prior to him describing 

his sentiments regarding the discussion. Saxon’s topic shift initiation, “you’re hurting 

me and you don’t even realize that you’re doing it” (lines 128-129), is markedly 

different from the initiations examined in the previous extract, as it does not include 

any unclarified indexical references and functions as a direct report of his emotions. 
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This report of Saxon being ‘hurt’, is marked by his production of ‘features of crying’ 

(lines 128-129) and initiates a topic shift away from talk about Jo’s beliefs to Saxon’s 

personal state. As such, Saxon’s report seems to function as a preface to further talk 

about his being ‘hurt’, and the resulting crying episode. Additionally, Saxon’s 

announcement makes his ‘hurt’ relevant to the talk by “attributing blame” (Pomerantz 

1978) to Jo for this state, “you’re hurting me” (line 129)49.

Jo produces a clarification request and an explanation for why she had not 

previously recognised his ‘hurting’, “are you upset? I’m so- I can’t see because I am 

blind” (lines 130-133), in response to Saxon’s topic shift initiation. Her response 

follows the topic that has been initiated by Saxon’s report of emotion and thus 

indicates that his attempt at topic transition has been successful. Furthermore, Jo’s 

request and account seem to demonstrate her understanding that Saxon’s description 

of ‘hurting’ is a reference to his crying episode. First, Jo offers a downgrade and 

recategorisation of Saxon’s description of “hurting” (line 128) to his being “upset” 

(line 131). This downgraded term indicates that Jo understands Saxon’s statement as a 

description of emotional rather than physical “hurting” (line 128). Second, Jo’s 

account for not previously recognising Saxon’s ‘hurt’, “I can’t see cause I’m blind” 

(lines 131 and 133), implies her understanding that his being “upset” (line 131) is a 

visible state, displaying her orientation to both Saxon’s emotional state and the visible 

signs thereof. Her response, therefore, implies that Jo has understood Saxon’s 

statement (lines 128-129) to refer to his crying behaviour. In this way, Saxon initiates 

a successful topic transition, which makes his crying episode ‘relevant’ to the talk.  

Saxon produces an account (line 141) for his crying after this episode has been 

made ‘relevant’ and topicalised within the talk. The multiple apologies offered by Jo 

 
49 For Further discussion of the ‘Attribution of Blame’ see section 7.4 “Content of Accounts”. 
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(lines 134 and 137), continue the topic that Saxon has initiated, of his being ‘upset’ 

(line 139). This topical focus is highlighted by Jo’s elaboration of her apologies, “but 

I don’t want you to get upset” (line 140). This statement is part of the “remedial 

work” (Goffman 1971:139) being performed by Jo, indicating both that it was not her 

intention to ‘hurt’ Saxon and that her repeated use of “I’m sorry” (lines 134-137) are 

referring to this ‘hurt’. Saxon’s response to Jo’s statements of regret provides an 

account for why he is “upset” (line 141), which Jo has shown to understand as an 

allusion to his crying episode. His account “I don’t want you to go” (line 141), 

therefore, is positioned within talk in his emotions (i.e. ‘hurting’ (line 128) and being 

‘upset’ line 131), and, importantly, his crying episode, have been made relevant.  

The talk represented in extract 7.9 is significantly different from the 

conversations examined in the previous two extracts (extracts 7.7 and 7.8). The 

primary distinction that may be identified in this extract (7.9) is that, whilst the 

client’s crying is made interactionally ‘relevant’, this episode is not included at any 

stage within the talk. This counsellor displays her orientation and responds to the 

crying episode non-verbally, by passing a tissue box to her client (line 626), and does 

not raise the crying as a topic for discussion.  
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Extract 7.9  Counselling Data: Transcript 1 (Extended) 
 
583. Co you might know of people as well who are are  
584. desperately lonely and they’re constantly going on  
585. the internet and having quite a few meetings 
586. Cl  mmh 
587. Co from people on the internet and (for this person  
588. that I’m thinking of anyway) they rarely work out  
589. unfortunately .hh i:d it is↑ a difficult thing.  
590. rela:tionships °actually° because when you’re  
591. ready? (0.3) the rest of the worhld isn’t  
592. necessHarihly hereheahehedyhih .hH  

-----� 593.  Cl I kno:w. I guess? Yea::h. it’s jist↑ (0.3) it’s  
594.   jist the extra: pressure too*? you kn↓ow for me~::?  

 595.   I*t’s like yu*nno:h (0.2) with the time frame of  
596.   >yunno wa*nting to ha*ve kid↑s and a fa*:mily and  
597.   stu*ff an[’.hhH 
598.  Co          [sssure= 

-----� 599.  Cl =ha*ving to go through the whole sort of (0.6) AN I  
600.   thi↑nk thAT’s PA:rt of (0.2) yunno when I feel
604. ba*:d it’s beca*use I’ve go*tta ti:me fra*me? 
605. (0.2) 
606. Co o:kay. 

-----� 604.  Cl yunno*:? it’s li*ke I don’t ha:ve >forever<. (0.2) 
605.   °Yunno: (i[t’s)°
606.  Co           [ssure. 
607.     (0.2) 

-----� 608.  Cl I’ve gotta* >sort of< (I m’n) (0.2) yunno:: °th-°)
609.     the*re’s a cu*t off point- 
610.  Co °su[:re°
611.  Cl    [at which yunno*:↑ I’ve gotta then >get my head  
612. arou:*nd< no*t having kids↑↑ 
613.  Co sure 
614.     (0.2) 
615. Cl so tha*t↑ kindof (we*i:) like >whe↑n somebody  
616.    ta:*lks about yunno mee:ting somebody an’< °.hi~h°
617.    >a:*ll that sort of stu*ff< it kind of bri*ngs that  
618.     extra (.) dime↑nsion to* it? 
619.     (0.2) 
620.  Co su[re. 
621.  Cl   [cause I reali*se thet .hh~.hh (0.4) ye*ah  
622.     °°i*t’s a po*[ssibli*ty (.) younno:?)°° 
623.  Co              [°°(alright.)°° 
624.  Cl (°so°) (.) ((takes tissue)) (0.7) ((blows nose)) 

 

Whilst her crying episode is not directly referenced in the talk in this 

interaction, the client (Cl) provides an explanation of, or account for, her crying 

episode (lines 594- 597, 599-601, 604-605, 611-612, 615-618, 621-622). At the 

beginning of this extract, the topic of the interaction between counsellor and client is 
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on the difficulties that the client has been experiencing in finding romantic 

relationships. Using the method to identify the onset of the crying episode described 

in Chapter 450, the onset of the crying, marked by her production of multiple features 

of crying, occurs concurrently with a movement in the topic.  

The topic shift, which she initiates (line 593-594), describes her sentiments 

about the difficulties she is experiencing. This ‘problem formulation’ (Buttny 2004) 

seems to function as an account for her crying episode. Whilst we cannot be sure, 

from an analytic perspective, if the client’s explanation has resulted in her production 

of a crying episode, or if her crying has precipitated her account, these activities occur 

within the same turns of talk. Furthermore, the client in this extract appears to produce 

‘features of crying’ more frequently as the discussion of her concerns continues. The 

onset and escalation of her features of crying, culminating in the counsellor’s 

provision of a tissue (line 626) suggests that this talk may provide an account for her 

crying. Whilst not referring directly to her emotion, the crying and the client’s talk in 

this extract are sequentially and interactionally linked. 

The client’s talk in extract 7.9 is similar to the participants’ actions in extracts 

7.7 and 7.8, in that the participants in each of these extracts initiate a ‘topic shift’. 

When each of the topic transitions is achieved, the focus of the talk moves to the 

criers’ emotions, prior to their production of an account for their crying episode. 

Unlike the previous extracts examined in this section, however, the topic shift in 

extract 7.9 is not marked by one participant’s initiating statement. The topical 

movement in this extract appears to be a “step-wise transition” (Jefferson 1984a) from 

the previous discussion regarding relationships to the client’s descriptions of her 

emotions on this subject. In lines 593- 597 the patient produces a response to the 

 
50 See section 4.4 
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counsellor’s report, which describes how “difficult” (line 589) it may be to establish a 

relationship. In this turn, the client offers her reactions to the counsellor’s description, 

“I know, I guess? Yeah” (line 593), before slightly shifting the focus, from the 

generalised discussion of issues that “people” (line 583) may experience with 

establishing relationships, to the client’s own experiences. This transition is 

highlighted by her use of the phrase “for me” (line 594). Unlike the topic movements 

identified in the previous extracts, there does not seem to be a marked ‘jump’ between 

two topics. Rather the client in 7.9 begins a description of a different, more personal, 

aspect of the same topic, which allows the new orientation to develop organically, or 

in a ‘step-wise’ fashion, into a new focus for the talk.   

 This section has shown that participants in these extracts (7.7 – 7.9) perform a 

range of interactional work in order to make their emotional states and crying 

episodes ‘relevant’, prior to offering an account for their crying, which is not 

solicited. Each of the crying participants in these extracts initiate topic shifts, which 

move the focus the interaction onto their emotions. In this way, the participants make 

the crying relevant and, thus, produce a similar sequential and/or interactional context 

for their accounts, as would be produced had these accounts been solicited. The 

examination of these extracts demonstrated that the ‘accounting for crying’ activity 

slot may be adequately filled even in the circumstance when the ‘solicitations of 

accounts’ slot does not occur. This observation supports the notion that, even when an 

account is not requested, crying treated as an ‘accountable’ action in interaction. 

7.4 Content of Accounts for Crying 
 

While the content of talk is not typically an area examined within CA 

research, this section will note some of the interesting features in the content of the 

accounts for crying episodes. Drawing from the field of Membership Categorisation 
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Analysis, and Buttny’s (2004) use of discursive constructionism, this section will 

examine one pattern of accounts for crying episodes that has emerged from these data. 

The aim of displaying and discussing this pattern is to show that, in addition to 

structural patterns of the talk, the content of talk in these activity slots may also 

provide a fruitful area for further research into crying behaviour. 

Extract 7.10  “Big Brother” Data: Transcript 2  
 

27. V [muy Go:d! Hh[hu 
28. J [WHad’e s[a::y. 

------� 29.  B                       [(* it↑↑) ↑↑Whuy  
30.   does he have to be so horri↑bul? 
 .

.

.
------� 36.  B           [all I said was. some people  

37. can’t ●take ●jokes Ben-? >an’ he goes:  
38. I wasn’t telling a joke. I was telling a  
39. fact- and I said well there you go:,< .hhh  
40. some people can’t take facts↑ an’ he said  
41. (0.2) 
42. B yea:h↓ well you:’d fuckin’ know  
43. everyth↑ing wouldn’t you:? An’ I said  
44. (0.3) 
45. B wull yea::h like you know everything↑ and  
46. ‘e just started o:n↓

Extract 7.11  Medical Training Data: Consultation BG  
 

258. D something that I:'ve said?  
259. (1.0) 

------� 260.     P I kno↑:~w that I'm not a verhuhy good= 
261.       pe:↑rson °but ahhuh.° .hh that's whuy I'm=  
262. =he↑↑::re: .hh[h            
263. D [Wha’ makes you think you're=  
264. >not a v[ery good< pe:rson, 

------� 265.     P          [oh because I kn↑↑o:w tha’ behhing=  
266.       sihi~hze ten is no’ un, .hhi is not= 
267.       U↑nrehhali~s•thi[c, .HH  bhuhuh .HH   
268.     D                 [alri::ght, 
269. (0.2) 
270. P bu~d I don't li:~h↑↑ke  it-, 
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These two extracts highlight the pattern observed within the accounts for 

crying episodes. Recipients in both extracts 7.10 and 7.11 provide their crying co-

participants with a candidate account that this crying may be the result of something 

that has been ‘said’. In extract 7.10, for example, Jo’s solicitation of an account, 

“what did he say?” (line 28), implies her understanding that Belinda’s crying episode 

is the result of something that a third party, ‘he’, has said. In the discussion of this 

interaction in section 7.2, I have indicated that Belinda, following her categorisation 

of ‘his’ actions as “horrible” (line 30) accepts Jo’s candidate account, as displayed by 

her report of the conversation in question. In addition to offering agreement with Jo’s 

‘model’ answer, this report answers Jo’s question of “what” (line 28) was said that 

accounts for her crying episode.  

In preface to her report of the interaction, Belinda uses the phrase “all I said 

was…” (line 36), which minimises her own actions. Her description includes a 

number of categorisations and recategorisations, which develop conflict between the 

participants of the reported interaction. The notion described by Belinda, for example, 

that “some people can’t take jokes” (lines 36 -37) implies a second, opposing category 

of those people who ‘can’. This oppositional category is not taken up by Ben who 

opts to rather recategorise his ‘telling’ as a “fact” (line 39) and not a “joke” (line 38). 

Belinda then uses this recategorisation to reiterate her previous statement that “some 

people can’t take facts” (line 40), with a preface of “well there you go” (line 39) 

implying that his Ben’s recasting of her previous statement has supported her 

hypothesis. The last exchange, reported by Belinda, further develops the idea of 

‘conflict’ through the use of “extreme case formulations” (Pomerantz 1986). Ben 

reportedly indicates that Belinda would “fucking know everything” (line 42 -43). This 

tag-question formulation is contrasted with Belinda’s reflective use of a similar 
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extreme case formulation; that Ben knows “everything” (line 45), which highlights 

the contrasts in this reported interaction. Belinda’s conclusion of her report, further 

develops the original notion, which has minimised her involvement in the conflict 

through the statement, “and he just started on” (line 46), which seems to maximise 

Ben’s responsibility. Belinda’s report enables her portrayal as a rational and moral 

member, and is contrasted with her portrayal of Ben. 

The doctor, in extract 7.11, solicits an account in a similar manner, implying a 

candidate account of “something that I said” (line 258) has caused a change in the 

patient’s demeanour. The patient responds to this solicitation by assigning to herself 

the negative attributes of being “not a very good person” (lines 260- 261), for which 

the doctor requests clarification (lines 263- 264). In lines 265-267 this patient refers to 

previous statements that have been made by the doctor, such as “you’d feel that when 

you were forty-five kilos (99.2 Lb) that you were you were good?” (lines 211-212 not 

shown in extract), which questions the patient about whether she feels that she has a 

healthy and realistic assessment of her desired weight. Through her references of the 

doctor’s prior talk, this patient (lines 260-262 and 265-267) offers an example of the 

doctor’s statements, which account for her crying episode. Furthermore, like 

Belinda’s report, the patient’s account includes a reference to something that has been 

‘said’, which is a source of conflict, or, to use the definition provided by Buttny 

(2004), is a ‘problem formulation’. Buttny (2004) defines the members’ gloss 

‘problem’ as emerging from the ways in which incidents are described, framed, and 

reframed, through the construction of conflict in talk. Buttny (2004) recommends that 

examinations, such as this, analyse how ‘problems’ are brought into talk and how the 

participants position themselves and others, with regard to the issues in conflict. The 

conflict, highlighted in the reported interaction in extract 7.10 and the discussion 
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thereof may, thus, be recognised as Belinda formulating a ‘problem’ between herself 

and Ben. The talk in 7.11 proposes that the patient’s conflict and “looking a bit pissed 

off” (line 254) is the result of ‘something the doctor said’. These participants are, 

therefore, positioned differently from Belinda and Jo in extract 7.10, as the reported 

conflict is between the two conversation participants and not between one participant 

and a third party. As such, the patient refers to, but does not offer a detailed 

description of what the doctor has said. Her statement (lines 265-267) also includes 

complex references to multiple statements that have been made by the doctor, rather 

than simply referring to one particular incident, as is the case in 7.10. The patient’s 

use of multiple, non-specific references to the doctor’s previous talk may, in this case, 

function as a ‘face-saving’ device, which she has employed to avoid directly accusing 

her doctor of saying something that has resulted in her looking “a bit pissed off” (line 

254). 

Section 7.2 demonstrated that responses to solicitations of accounts for crying 

episodes, work in conjunction with the solicitations in order to collaboratively 

produce a comprehensive account for the crying. From this perspective, we may see 

that Belinda’s report of an interaction, and the patient’s reference to her doctor’s prior 

talk, both confirm and elaborate on the candidate account. Furthermore, participants 

in both of these extracts use references to previous talk to account for the crying 

episodes that are produced in their interactions.  These extracts offer demonstrations 

of the observation that prior talk, either within or outside of the interaction, may be 

cited as an account for why the crying episodes have occurred at this time. This is also 

seen in the following extract: 
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Extract 7.7   “Big Brother” Data: Transcript 1 

 
34.  V  =‘er↑↑< they [said >leave ‘er leave ‘er = 
35.  J              [.hhhhh  
36.  V  =[leave ‘er[↑↑↑<
37.  J  [.shih  ((wipes eyes)) 
38.          [I ha:- I hate t[h↑is- 
39.  V                            [>°(so) I ↓ca:me  
40.    anyway°.<= 
41.  J =I hate >doing this<(.) you kno::w↑?
42.   (0.2) 
43.  V wha-, 

-----� 44.  J >I jist<- kohhh (0.2) I:’m jist- I hate  
45.    being ca::lled fake. when I’m so not, .hh  
46.    >cause I’m the opposite< of that↑ .h  
47.    .shih yunno:↑? An’ (.) [e:ve- 
48.  V                        [I did the  
49.    right th↑ing by coming↑?
50.    (.) 

-----� 51.  J khh yea:::h, but [(.) it’s ss-o ha:::rd↑=
52.   V                  [°okay↓°

-----� 53.  J =because .shih you would be abbata  
54.    tell wh- when I’m *ly:ing or when I’m  
55.    being false or when  
56.    [I’m >yunno whad I mean↑?< [like* 
57.   V [ye:h                      [yuh 
58.    (.) 

-----� 59.  J an’ I ha:te people that un- undress me↑
60. an’ that, (.) I hate being called a  
61. lia::r, an’ I hate .shhh people thinking  
62. that I’m so~mething tha[t I’m no~:t ↑,= 
63. V [hhh  
64. J =yunno:? 
65. (0.2) 
66. V s’(.) I:gnore ‘im↑=

This extract differs from the previous two extracts examined in this section 

(7.10 and 7.11), as the account for the crying episode is not solicited by another 

conversation participant. Like the previous extracts, however, Jo refers to something 

that has been previously said as an account for her crying episode. Jo prefaces her 

account by using a negative emotional term, “hate” (line 38), with regards to an 

indexical “this” (lines 38 and 41). Jo expands this notion in the initial turn of her 

account (lines 44- 47), revealing that she ‘hates’ “being called fake” (line 45). Jo’s use 

of the terms “being called” (line 45), places her in a passive position, whilst indicating 

that part of her account, as prefaced by the repeated negative emotional term ‘hate’ 
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and the indexical ‘this’, is related to a previous turn of talk in which she ‘has been 

called fake’. In this turn, Jo argues against the validity of someone attributing her with 

the status of being ‘fake’ by using an emphatic contrasting negative statement “when I 

am so not” (line 45). This is also contrasted by Jo’s juxtaposed self-attribution of 

being “the opposite of that (fake)” (line 46). 

Jo reformulates her negative statements regarding this attribution, from 

‘hating’ it, the incident being “so hard” (line 51). This reformulation seems to enable 

a shift from Jo’s personal, emotional perspective, to a generalised statement, that may 

be relevant to any person who is “called fake” (line 45). Jo also uses reformulations to 

developing further contrast against this attribution, referring to the term ‘fake’ as 

“lying” (line 54) or “being false” (line 55). In addition to these reformulations, Jo 

builds a case against the validity of someone calling her ‘fake’, by explaining that 

“you” (line 53), which may refer either too Vincent or a general observer, “would be 

abbata tell when I’m lying or when I’m being false” (lines 53- 56). In other words, Jo 

appears to be stating that her motivations are observably transparent and, thus, she 

cannot be accurately described as ‘being fake’. She seems to be using these contrasts, 

juxtaposing her self-attributions and her, reportedly observable, qualities, with the 

reported attribution, to formulate the talk ‘calling her fake’ as problematic. This of 

contrast is highlighted by the final statement in her account, “I hate people thinking 

that I’m something I’m not” (lines 61-62). 

This section has indicated that some analysable patterns have emerged from 

the content of the accounts offered for the participants crying episodes in these data. 

Whilst other patterns, such as reporting that you ‘miss’ someone, are also used in 

these data to account for crying, the pattern examined in this section has focussed on 

the notion of referring to another person’s prior talk to account for one’s crying 
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episode. In particular, this section has indicated that, using Buttny’s (2004) definition, 

the crying participants in these extracts (7.10, 7.11 and 7.12) use contrasts to 

formulate ‘problems’, which are the result of prior talk, produced by either their 

current conversation co-participant or a third party. These participants appear to use 

the ‘problematic’ nature of another’s talk to account for their crying. Finally, this 

examination has shown that patterns of both structure and content may be identified in 

the analysis of the ‘accounting for crying episode’ activity slot, which may provide an 

interesting area for future research. 
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Chapter 8   Moving out of  Talk about Crying 
8.1 Introduction  
 

Previous chapters (Chapters  5-7) of this thesis have examined the actions used 

by these conversation participants to manage crying in interaction, which have been 

grouped into five proposed activity slots. This chapter will analyse the patterns of 

action used in the clinical and non-clinical data to shift the talk away from the topic of 

the crying episode(s) and, more specifically, back to the ‘business of the interaction’ 

in clinical talk. The primary focus is on two of the strategies which are used by these 

participants to move the conversation away from talk about crying episodes. While 

the activity of crying may continue after the topic change, this chapter will look at 

some ways that the interactants demonstrate their shifts in orientation and move to 

talk where the crying is no longer made relevant.  

8.2 Moving out of Crying 
 

This section will examine the ways in which participants in these data 

demonstrate that their orientation has shifted away from the topic of the crying and 

moved on to other matters. The examination will be presented in two parts. First, the 

displays of orientation shifts, which occur in clinical settings, will be discussed. 

Section 8.2.1 will show that non-crying participants in these interactions regularly 

mark their initiations of topic shifts. In this case, the markers indicate when the 

participants cease their talk about the crying and return to the ‘business of the 

interaction’. The second part describes the ways in which participants in the non-

clinical data initiate topic shifts and demonstrate that they are no longer orienting to 

the crying episode as the topic of their talk.  
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8.2.1   Returning to the ‘Business of the Interaction’  
 in Clinical Settings 
 

The discussion of the ‘display of orientation and responses to crying’ activity 

slot has indicated that participants in these clinical interactions appear to open up a 

‘meta sequence’ when discussing the crying episodes. Chapter 5 showed that the onset 

of these ‘meta sequences’ are marked as different from surrounding talk, through 

shifts in both the organisation of the talk and the participants’ orientation. This 

subsection (8.2.1) examines the ways in which these participants close ‘meta-

sequences’ related to crying. For example: 

Extract 8.1  Medical Training Data: Consultation BG 
 

293. P kHHuH ah gu↑ess I don't dese~:r↓ve to have  
294. any:thhihng.[ .Hhhh  
295. D [°mmh?°
296. (0.3) 
297. P hOhhhhh 
298. D (thi↑n’)? think your l[i:fe is so worthless  
299. D [((slides tissue box 
300. D that it’s n]ot wo::r↑th liv[ing?  
301. D across desk))]  
302. P [((grabs tissue))= 
303. P =.hhu Hhhh yeh~ehs, (.) .h[hi 
304. D [mmmh?  
305. (1.5) 
306. P .hhu hhhh 
307. (1.6) 
308. P mhehhhh  
309. (0.5) 
310. P .skuh 
311. (1.1) 
312. D (°have you°) had any thoughts about- (0.3)  
313. ha:r↑ming yours[elf.
314. P [KHuhh .hh Ye~s:? Hh[h 
315. D [°mhm°?
316. What sorts of thoughts[ have you ha::d?= 
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Extract 8.2   Medical Training Data: Consultation BB 
 

119. D [[>You’ve obviously been having a really
120. rough ti↑:me of things, °ha↑ven't you.°<
121. (.)
122. P =Ye*~hh. (0.5) hHHh=
123. D °(have y↑ou)-°=
124. P khh hihih[h hh h hhh °h° .h~hh I~’m’s
125. D [°°it’s alri:ght,°° 
126. (0.4)
127. P (no~t ve~r↓y. (0.2) khh (0.2) aha~hh)
128. (0.5)
129. D Ste:↑van What's? what st↓opp-ed
130. [you from (.) yunno: the:[re you we:re
131. P [>.hh< hh h hh [>.hhih< hh hh
132. D =sitting in the ca::r an’(.) thinking
133. about- it-? (0.3) wha↑t- stopped you from
134. doing that-. 
135. (0.2)
136. P .HHhhhhh (.) I don't kno::~w. hh (0.8)
137. I (fe*lt) >a bi*t< (.) •sort •ev (.) >I
138. d*on't like to quit?< yunno::? Like ‘n it
139. wasn’t •li~ke •really (.) •right thing to

Extract 8.3   Medical Training Data: Consultation AB 

140. D Mmh you’ve been under a lotta stre:ss lately.
141. haven’t- you,
142. (0.3)
143. P hhHHu~h
144. (.)
145. D °°It’s okayh,°° 
146. (1.8)
147. P °But I jus’ (0.3) jist do*n't wanna go do~wn that
148. track-° (0.5) ru:in myself.
149. (0.3)
150. D >Whad are you worried< mi:ghd happen.
151. (0.5)
152. P hhh Jist that I won’t be there,(.).hh for h~e:~r↑↑ 
153. but I mm uhm (0.2) .hh (°yunno↓ or°) hur damage
154. myself mo:↑re?
155. (0.3)
156. D Mmh. °tsk° .hh Have you been doing any o↑ther
157. sordev things↑ tuhh uhm damage yourself in any
158. wa:y↑?
159. (0.4)
160. P °N[uh°.
161. D [°no:° ↑Have you no↑ticed any other fee:lings
162. that might be, (0.4) °oka:y.°
163. (.)
164. P .shih
165. (.)
166. D it’s hhard to talk- aboud i↑sn’ it?=
167. P =kHHHhh Yehh bud i[t’s goo:d,
168. D [( )
169. (0.2)
170. D °Yeah?° .hh >I know it’s really ha:rd ‘specially
171. the first time you me:et someone,<=
172. P =.hhuhuh
173. (.)
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174. D yea[:h.
175. P [°Ye~hh°,
176. (0.3)
177. D Uhm? (0.4) Tsk >I ji↑st wondered if you’ve noticed
178. any other symptoms that might be:.< =
179. P =.HHuh=
180. D =.h >it’s okay< (.) worrying you at a:ll. .hH You
181. mentioned you’re having trouble slee:ping, .h
182. (.)
183. D [[Hhow have you been feeling in general.=

Each of the above extracts, taken from the medical training data, include part 

of a ‘meta-sequence’ in which the ongoing crying episodes are the topic of the talk. 

This may be identified through the non-crying participants’ displays of orientation to 

their co-participants’ crying, as indicated by an arrow (                ). In extract 8.2, for 

instance, the doctor demonstrates her orientation to the patient’s tears, through the  

phrase “it’s alright” (line 125) in response to his production of features of crying, such 

as creaky voice, tremulous tones and audible breathing (line 122) and sobs (line 124). 

The doctors in each of these medical training interactions have demonstrated their 

‘understandings’ that crying is occurring and have raised this as an interactional topic, 

even if this interaction does not take place using words, such as in extract 8.1.  

In these extracts, the establishment of crying as a topic has taken the 

participants away from other topics of interaction, or the ‘business of the talk’, 

marked by the shifts of orientation and organisation at the onset of these ‘meta-

sequences’51. In addition to the doctors’ displays of orientation to their patients’ 

crying episodes, the above extracts include the closing of these ‘meta-sequences’, as 

indicated by the block arrows   (                    ). The closing of ‘meta-sequences’, in 

which the tears are a topic for interaction, are made evident in a similar way to the 

onset. That is, the movement back to the ‘business of the interaction, is marked by a 

shift in the participants’ orientation away from the crying episode, and a shift in the 

organisation of the talk.  

 
51 Please see Chapter 5, ‘Displays of Orientation and Response to Crying’ 
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Extract 8.1 is somewhat different to the other two extracts as the doctor’s 

display of orientation and response to her patient’s crying episode is non-verbal. 

Whilst this study has previously examined this doctor’s attribution, that the patient 

“looks as if [she] is a bit pissed off”52 (line 254 See Appendix 1.1 Medical Training 

Data Transcript BG), her only response to the patient’s crying episode in this extract 

is to pass her a box of tissues (lines 299 and 301). While performing this action, the 

doctor continues her talk, which may be considered ‘the business of the interaction’. 

She asks the patient if she believes that her “life is so worthless that it’s not worth 

living” (line 298 and 300). This question and the act of passing tissues across the 

desk, are followed by the patient’s production of multiple ‘features of crying’53 (line 

303, and lines 306-310), including some extended silences ((1.5 secs) line 305, (1.6) 

line 307, (1.1) line 311), which indicate that the crying episode is ongoing. The 

doctor, however, does not make the patient’s crying relevant in her next turn. Rather, 

she appears to continue with the previous topic, or the ‘business’ of the interaction, 

asking if her patient has “had any thoughts about harming (herself)” (lines 312-313). 

The continuation of this topic, within and following this question (lines 312 -313), 

indicates that the doctor’s display of orientation to the patient’s crying in this extract 

is produced in her non-verbal response. The questions she poses move away from the 

topic of the crying episode and continue with the ‘business of the interaction’. 

In extract 8.2, the closing of the ‘meta-sequence’ is also made evident through 

the doctor’s use of a topic shift initiation. The doctor in extract 8.2, uses two markers 

within her turn (lines 129-130 and 132-134), which initiate a topic shift away from the 

discussion of the patient’s crying episode. The first method she employs is saying the 

patient’s name, marked by an upward intonation. Although the use of names in 

 
52 See chapter 7, “Accounting for Crying” for further discussion 
53 See Chapter 4 for further discussion 
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medical interactions has been researched (Watson in Atkinson and Heath 1981), this 

research has not shown if the patient’s name may be used to initiate topic shifts. 

However, names are often used in multi-party interactions to identify the person to 

whom the talk is directed and/ or to pass the floor to a specific party (Sacks and 

Schegloff, cited in Psathas 1995). Although the extract represents a two-party 

interaction, the doctor appears to be using her patient’s name in order to draw his 

attention. Rather than drawing his attention in a multi-party interaction, the doctor 

seems to use his name, “Stevan” (line 129) with an upward rising intonation, in order 

to direct him to the topic shift initiation in her turn.  

 This marked turn differs in organisation and orientation from the surrounding 

talk. The doctor’s prior turns use a tag question (lines 119-120) and the phrase “it’s 

alright” (line 125) to solicit an account and display her orientation to her patient’s 

‘features of crying’ (i.e. lines 122, 124, 127 and 131), respectively. Her turns in lines 

129-130 and 131-134, however, do not continue the talk’s previous focus on the 

crying episodes. The first turn (lines 129-130) directly addresses the patient with a 

rising intonation and asks, “what stopped you from” (lines 129-130). The doctor does 

not complete her question but offers a clarification which includes references to the 

patient’s prior talk. In his earlier talk, this patient has described an attempt at suicide 

by carbon monoxide poisoning, that he “sat in it [the car], started wanting to do it” 

(lines 105-106 see Appendix 1.1 Medical Training Data Transcript BB). The doctor’s 

turn references this description; “there you were sitting in the car an’ thinking about 

it” (lines 130, 131-133), in order to situate and clarify her incomplete question, “what 

stopped you from” (lines 129-130). Following her clarification, she repeats and 

completes her question, “what stopped you from doing that” (lines 133-134).  
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The clarification and question clearly demonstrate a shift in the doctor’s 

orientation from her prior turn (line 125), which makes reference to the patient’s 

crying, to this turn’s focus on his attempted suicide. The organisation of the doctor’s 

turn is also different from her previous turns in which she has used statements, “it’s 

alright” (lines 11454 and 125) and a tag question, offering a candidate account for the 

patient’s crying (lines 119-120). The topic shift initiation uses direct questioning 

formats, as evidenced by her repeated use of the word ‘what’, in order to elicit further 

information from the patient. The doctor’s direct, clarified question is responded to by 

the patient in his next turn (lines 136-139). His second part to this question-answer 

adjacency pair (lines 136-139), maintains the orientation to his reported suicide 

attempt. Despite the continued production of ‘features of crying’, such as audible 

breathing (line 136), tremulous tones (line 136), creaky voice (lines 137-138) and 

staccato speech (line 139), this patient does not make further reference to his crying 

episode and thus, collaborates in the doctor-initiated topic shift away from talk in 

which the crying is relevant.  

It is also interesting to note, in this extract (8.2), that the topic of the 

interaction immediately prior to the onset of the patient’s crying, and the crying-

relevant talk, was his suicide attempt. The question-answer sequence about the event 

of the patient ‘sitting in a car and wanting to do it’ was ceased by the patient’s 

production of ‘features of crying’ and the doctor’s permission-giving display of 

orientation (line 114, See Appendix 1.1 Medical Training Data Transcript BB), which 

shifted the organisation of the talk and orientation to the crying. When examining the 

interaction following the talk about the crying episode, however, it appears that this 

‘meta-sequence’ is completed by a question-answer sequence in which the 

 
54 See Appendix 1.1 Medical Training Data  Consultation BB 
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participants again display orientation to the patient’s suicide attempt. There is no 

reference made to the ‘features of crying’ either prior to or following the ‘meta-

sequence’, which is marked by these shifts in orientation and organisation. The talk in 

which the crying episode is made relevant is markedly separated from the surrounding 

talk. The fact that these participants continue the topic which was being discussed 

prior to the patient’s ‘features of crying’ indicates that the ‘meta-sequence’ allows talk 

about crying to be separated from the ‘business of the interaction’. 

The final extract above (extract 8.3), includes another type of marker to 

indicate the topic shift initiation. Prior to her topic shift initiation, the doctor displays 

her orientation to the patient’s crying episode, through her use of the phrase “it’s 

okay” (line 145), offered in response to the patient’s production of a sob (line 143). 

The patient then provides an account for his crying, that he “doesn’t want to go down 

that track and ruin (himself)” (lines 147-148), which has been solicited by the doctor 

(line 140). The doctor asks for further information (line 150) in response to his 

account. Responding to the doctor’s question, this patient offers a more detailed 

account for his crying episode, including two of his ‘worries’ (lines 152-154). 

Following the questions and responses about the patient’s account for crying (lines 

147-160), the doctor appears to initiate a topic shift, away from talk about crying, 

through her incomplete question “Have you noticed any other feelings that might be” 

(lines 161-162). At the beginning of her turn (lines 161-162), this doctor repeats her 

patient’s response to a previous question, a strategy which tends to be used in medical 

talk to initiate new topic sequences (Harris 2000). In this case, however, it is difficult 

to state with certainty that this turn (lines 161-162) is a topic shift initiation, as the 

doctor’s question is left incomplete and the turn is ended with a display of orientation 

to the patient’s crying episode, “okay” (line 162). Her next turn, “it’s hard to talk 
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about, isn’t it” (lines 166), continues to make his crying episode relevant to the talk. 

The doctor constructs this turn as a ‘tag question’55, a format that she has used 

previously in soliciting accounts for the patient’s crying. The question, thus, includes 

a “model answer” (Pomerantz 1988), “it’s hard to talk about” (line 166), which 

appears to function as a candidate account for the patient’s crying episode.  

This doctor is recycling some of the ‘activity slots’ associated with crying, 

offering another display of orientation to the crying (“okay” line 162) and a 

solicitation of an account’ for the episode (line 166). The patient accepts her candidate 

account, “yeah but it’s good” (line 167), as a response to this new solicitation. The 

doctor repeats his acceptance together with an upgraded candidate account, which she 

personalises, demonstrating her understanding, “yeah I know it’s really hard 

especially the first time you meet someone” (lines 170-171). This collaborative 

creation of an account is ended by the doctor seeking the patient’s agreement, by 

offering a polar confirmation of her previous statement (line 174), which is repeated 

by the patient, “yeah” (line 175). 

After the collaborative establishment of a new account for the patient’s crying 

episode, the doctor initiates a shift in both the orientation and organisation of the 

interaction. She prefaces her next turn (lines 177-178) with a rising intonation on 

“uhm” (line 177) followed by a short pause of 0.4 seconds. The turn of talk is also 

prefaced by the phrase “I just wondered if” (line 177), which appears to display the 

shift in orientation away from the patient’s account to her query about “other 

symptoms” (line 178) that he may have noticed. It is interesting to observe the 

doctor’s use of the medical term ‘symptoms’ in this turn (line 177-178), which she 

later reformulates to ‘feeling’ in her question “how have you been feeling in general” 

 
55 See chapter 6 for further discussion 
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(line 183). The use of medical jargon in this initial question may be an indicator of the 

doctor’s shift in orientation, returning to ‘the business of the interaction’. This turn 

(line 177-178) also differs from the organisation seen in the previous talk, using a 

question format marked by the preface “I just wondered if” (line 177), which is not 

frequently used in the ‘meta-sequence’, or talk about the crying, which includes 

mostly questions in tag question format (i.e. lines 123, 125-127, 133, 140-41). There 

are only two direct questions posed by the doctor within the talk about crying. The 

first (line 135-136) is a follow-up to a tag question, which is not responded to by the 

patient and the second is a request for clarification of an account produced by the 

patient (line 150). This organisation, therefore, stands out as something irregular 

within the surrounding talk.  

Despite the doctor’s use of another brief display of orientation to her patient’s 

crying episode, “it’s okay” (line 180), her talk continues a focus on ‘any other 

symptoms that might be worrying’ the patient. Her continued focus is evidenced by 

the completion of the question that she had begun. The doctor’s inhalation after the 

completion of her question with no discernable pause indicates that she is not handing 

the floor to the patient at this point. Rather, she maintains the floor to provide further 

clarification of her question by describing ‘symptoms’ that the patient has previously 

discussed, “you mentioned you’re having trouble sleeping” (lines 180-181). The 

pattern of maintaining the floor by using an in-breath to indicate that further talk is 

imminent, is the repeated to enable the doctor to reformulate her question. In light of 

her previous clarification, which references talk about ‘symptoms’ produced by the 

patient prior to his crying episode, the doctor’s reformulated question, “How have you 

been feeling in general” (line 183), appears to mark a return to talk about the patient’s 

health, rather than further discussion about the ‘worry’ that has accounted for his 
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crying. Her use of the word “feeling” (line 183) also appears to indicate that this 

question is a reformulation of the question, “have you noticed any other feelings that 

might be”, which the doctor left incomplete in lines 161-162. In other words, this 

doctor seems to produce an extended turn (lines 177-183), which employs a question, 

clarification using a reference to their talk prior to the crying episode and a 

reformulated question, referring back to what may be a previous attempt to initiate a 

topic shift, in order to mark the return to the ‘business of the interaction’. The doctor 

appears to be using these strategies to mark her question (line 183) as being about 

‘symptoms’ (line 178) and not a continuation of their talk about the crying.  

This section has shown that the non-crying participants in these clinical data 

tend to mark the topic shifts away from the interactions in which the crying is made 

‘relevant’. These shifts are marked through changes in the orientation and 

organisation of the interaction. These changes may be seen through the use of non-

verbal actions to display orientation and respond to crying (i.e. extract 8.1), whilst the 

talk is oriented to other aspects of the consultation. Markers, such as the use of a turn-

initial upward intonation (i.e. extracts 8.2 and 8.3) may also be used to indicate a topic 

shift initiation. Finally, this section has shown that topic shift initiations may be 

marked by a range of features, including using different formats, such as prefaces and 

direct questions, as seen in lines 177-178 of extract 8.3 to display a different 

organisation from the talk in which crying is made relevant. The doctors in extracts 

8.2 and 8.3 use clarification, referencing and reformulation strategies in order to 

indicate topic shift initiations and to move the topic of the talk from crying and back 

to the ‘business of the interaction’. 
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8.2.2  Moving out of Crying in Non-Clinical Settings 
 

This section describes some of the strategies used to fill the ‘moving out of 

crying’ activity ‘slot’ in non-clinical interactions marked by a block arrow. These may 

also be found as demonstrations of the shifts in organisation and orientation used to 

mark the end of ‘meta-sequences’. Unlike the clinical interactions where there is a 

professional reason for the talk, however, the crying episodes tend to be ‘the business’ 

of the non-clinical interactions. In other words, the purpose of the interactions in the 

“Big Brother” data appears to be the discussion of the crying episodes produced by 

conversation participants. Nevertheless, most of these conversations include a 

cessation of talk about crying episodes and a topic shift to other matters. For example: 

Extract 8.4  “Big Brother” Data: Transcript 4 
 

137. J I↑’m sorry↑
138. S hhh 
139. (0.2) 
140. J bu’ I don’t wan’ you to get upset? 
141. S I~↑ don’t want you to go~:, 
142. (0.3) 
143. J wha’? 
144. (.) 
145. S °khohhh°
146. (0.5) 
147. S .shhh °(frih~ehkin’ fheelin’)°
148. (0.2)  
149. S .hhh hhhohhh (°just a little KId↑ °what am  
150. I do[in’°°)
151. J [no you’re not. 
152. (1.0) 
153. J °(day closer to the big party)°((whisper)) 
154. Both ((laugh))  
155. J it’s cool! 
156. (0.6) 
157. J ‘s only a game show.= 
158. S =kh yea~*h if you think that, as that- 
159. (0.2) 
160. S (you hh↑aven’t till now. so don’t start  
161. thinking tha- like that no::w.) 
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Extract 8.5   “Big Brother” Data: Transcript 2 
 

65. J it’s just a ga::me. (.) and we  
66. are fuck[in’ crying an’ it’s a GA:[me, 
67. B [.hhih                    [kyeah:  
68. B (bu:-) hhhh I hknow↓ ((sniff sniff)) 
69. (0.3) 
70. B but↑- hhhh but he doesn’t have to do  
71. tha:t.= 
72. J =nuh, 
73. (0.4) 
74. B no one↑ (.) no↑ one does anything  
75. w[rong by him. all I: was- a:-[a- 
76. J [khhh                   [I’m the  
77. J fake one apparently, sorry yep  
78. n[uh, that’s coo:l.= 
79. B [hhhh 
80. J =‘pparently I: [am, 
81. B [.hhhh [ hhh 
82. V [alright, khh you
83. siddown, ↓you siddown. (.) >come on< 
84. ? [((sniff sniff)) 
85. B yea:h↑ but Vincent- you d[on’t- you: you:= 
86. V [siddo::wn↓
87. B =don’t see it. you see the [nice side of= 
88. V [nuh- 
89. B =him.[ that’s a::ll, 
90. V [I see ‘em both. >alright?< (.) But  
91. >(try to think o’ things) like you guys,<  
92. (.) 
93. J kh[hohh 
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Extract 8.6   “Big Brother” Data: Transcript 2 

 
3. J Sso↑ .hh >do you understa:nd why you  
4. get upset when someone calls me fake when 
5. they h’ve been completely fake↑< (.) you  
6. kno:w↑? (.) like? [HHh .HHH    
7. V [°someone’s° (.) 
8. someone’s comin’↓=
9. J =Hhhuh hh  
10. V yeah I understand,= 
11. J =s.hh.hh I↑ don’t understa:nd what  
12. ((break)) (*↑ar- too much,) H[Hh 
13. V [°I
14. understa:nd,°
15. (0.2) 
16. B °I can’t (take) him I can’t ta-°
17. V hheh= 
18. B =I ca:n’t deal with hi:m? 
19. (.) 
20. B ((sniff?)) 
21. V you too? 
22. (0.2) 
23. J [[↑wh~ad’e do no:w. 
24. B [[I fu~ckin’ HA:~te him. I ha~te ‘im  
25. [soh m↑u~ch! 
 

These three extracts each display strategies used by conversation participants 

to shift the focus of the interaction away from the crying episodes and on to other 

matters. Although the strategies used by participants (extracts 8.4, 8.5 and 8.6) appear 

to be quite dissimilar at first, this section will show that they use similar strategies to 

move co-participants’ orientation and the conversation away from the crying episodes.  

In the first extract (8.4), for example, Jo produces a turn, which indicates a 

shift in her orientation (line 153) away from talk about Saxon’s crying episode. She 

appears to use this turn to initiate a change in the focus of this interaction. Early in 

this extract, Jo offers an apology to Saxon (line 137) followed by an explanation, “I 

don’t want you to get upset” (line 140), which demonstrate her orientation to his 

crying. Collaboration between Jo and Saxon maintains this orientation to his crying to 

lines 149- 150 and 151. In his turn (lines 149-150), Saxon states that he feels like “a 
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little kid” (line 149), placing himself in a category to which the activity of crying may 

be bound. Jo’s conflicting response, “no you’re not” (line 151) denies his inclusion in 

the ‘little kid’ category, yet maintains the talk’s focus on the category and its ‘bound 

activity’. Jo’s next turn (line 153) following a “significant” (Jefferson 1989) pause, 

however, demonstrates a shift in her orientation, from Saxon’s being “upset” (line 

140) to an imminent celebration that will mark the end of the “Big Brother” television 

series. Rather than continuing the focus on Saxon’s crying, Jo’s announcement of this 

celebration appears to refer back to their previous discussion, about the possibility of 

her leaving the television program, which Saxon has used to account for his crying 

(seen in line 141). “Day closer to the big party” (line 153), thus, seems to function as 

a formulation of a positive implication drawn from Saxon’s account. Jo’s statement 

appears to be drawing on Saxon’s discussion of her potential departure from “Big 

Brother” to show that this means that they are coming towards the end of the “game 

show” (line 157) and closer to the final celebrations.  This statement, however, is not 

prefaced or marked in the same way that the participants in the clinical interactions 

have been shown to mark their topic shift initiations. Rather, Jo seems to change the 

focus of her talk without warning, returning to a previous topic of interaction. 

The unexpected change of the subject of the interaction may provide an 

explanation for the laughter, which is simultaneously produced by both participants 

following Jo’s report of “the big party” (line 153). The shared laughter may also be 

the result of the contrast that Jo’s initiated ‘next topic’ creates with the previous talk 

about crying. In either case, the laughter in this extract (line 154) is the result of Jo’s 

statement, and, in all probability, the surprising nature of this statement. Two further 

observations about Jo’s topic shift initiation should be made. First, laughter aside, Jo 

neither waits for nor receives collaboration on her attempt to change the topic of the 
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talk. Following the laughter (line 154), Jo self-selects with no discernable pause with 

the categorisation “it’s cool!” (line 155). Although this statement appears to be 

semantically similar to the “It’s alright” (i.e. line 125 extract 8.2) used by participants 

in the clinical data, Jo’s statement (line 155) does not give permission for Saxon to 

cry. Rather, by categorising the situation, which Saxon has used as his account for 

crying, as being “cool” (line 155) Jo appears to be offering reassurance by refuting his 

need to cry. 

This analysis is supported by Jo’s offer of another categorisation of the 

situation being “only a game show” (line 157), after a pause of 0.6 seconds. Jo offers 

a recategorisation the situation that they are in. Drawing on the category of “game 

show” (line 157), it would not be expected for a participant to “get upset” (line 140) 

or not want a fellow participant “to go” (line 141). While in his next turn (lines 158 

and 160-161) Saxon does not seem to agree with this category, he displays that his 

orientation has shifted. He is now discussing the “show” (lines 158 and 160-161) and 

has moved his focus from talking about the crying episode. Jo’s categorisation, thus, 

appears to have successfully achieved a transition, from talk about Saxon’s crying 

episode to talk that is focused on the situation in which they have found themselves. 

Although her turn (line 153) displays a marked shift in orientation, Jo’s 

recategorisations are based on Saxon’s account and, thus, the crying-relevant talk. Her 

topic transition may, therefore, be seen as “step-wise” (Jefferson 1984a) as she is 

using aspects of the previous topic to move the focus of the talk away from the crying 

episode.  

In extract 8.5 Jo uses a similar categorisation of the situation as a “game” to 

contrast with Belinda and her own crying episodes, “It’s just a game and we are 

fuckin’ crying an’ it’s a game” (lines 65-66). Jo clearly displays her orientation to the 
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crying episodes in these turns, through direct reference, and uses the term ‘game’ to 

demonstrate that these tears are both unexpected and disjunctive within the situational 

category. Belinda displays her shared orientation and understanding through her 

agreement with Jo, “yeah I know” (lines 67-68). This agreement, however, is 

mitigated by Belinda’s use of a ‘yeah, but’ strategy, where she refers to the actions of 

a third party, “but he doesn’t have to do that” (lines 70- 71). Her statement (lines 70-

71) provides an account and justification for their crying, even within the ‘game’ 

category.  

In her turns, “he doesn’t have to do that” (lines 70-71) and “no one does 

anything wrong by him” (lines 74-75), Belinda describes a “moral order” (Bergmann 

1998, Drew 1998) relating to the person whose actions, referred to by the indicative 

“that” (line 71), are used to account for her crying. The term “moral order” refers to 

“local understanding of rights and responsibilities, good and bad” (Kurri 2005; 11). 

Belinda’s descriptive account for her crying, thus, displays a local moral code. Her 

mitigated agreement with Jo’s proposed category offers the explanation that their 

crying is the result of unjustified actions as “no one has done anything wrong by him” 

(lines 74-75). Through the moral order she invokes, Belinda implies that had she 

‘done something wrong’ to the third party then his actions would have been 

appropriate and have not resulted in her crying episode. This ‘moral order’ is used to 

provide a further account and maintains the relevance of crying to the talk. Jo’s 

categorisation of their situation as a “game” (lines 65-66), therefore, has not resulted 

in a transition of topic away from the talk about crying. 

Vincent produces the next topic shift initiation, marked by a preface, “alright” 

(line 82), which indicates his self-selection. This turn, “you siddown, you siddown, 

come on” (lines 82-83), functions in a number of ways. First, as this statement does 
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not make reference to the previous talk and focuses, rather, on the physical setting of 

the interaction, Vincent’s turn displays a shift in his orientation. Second, his turn 

functions as a preface, commanding the other conversation participants to not only 

listen to him but also physically move for the initiation of a new stage of the 

interaction. In response to this command, Belinda once again uses a ‘yeah, but’ 

formulation. Her turn, “yeah but Vincent you don’t you don’t see it, you see the nice 

side of him that’s all” (lines 85, 87 and 89), seems to argue against this topic shift by 

casting doubt on Vincent’s understanding of the previous focus of the interaction. 

Despite her attempt at continuing the focus on Ben’s actions, it is clear in the visual 

data56 that Belinda is following Vincent’s repeated command, “sit down” (line 86), by 

physically moving.  

Whilst he repeats this command, establishing another preface for his topic 

shift, Vincent’s next turn make reference to Belinda’s claim that he only “see(s) the 

nice side of him” (lines 87 and 89). By categorising Vincent’s perspective of this third 

party as ‘seeing the nice side’, Belinda is proposing that there is another ‘side’ to Ben, 

the unnamed third party. Vincent’s turn, “I see ‘em both, alright?” (line 90) employs 

this proposal to show his understanding and agreement with this categorisation of 

‘sides’ and to contrast with Belinda’s claim. His turn, and particularly the marker with 

upward rising intonation “alright” (line 90), offers a pre-closing strategy to mark the 

termination of the current topic sequence. His termination of the sequence is also 

marked by the contrastive “but” (line 90), which prefaces the new topic focus of his 

next statement. Vincent moves on, in line 91, to offer advice to Belinda and Jo 

making no further reference to their crying episodes and shifting the topic focus of the 

interaction to the way they should “try to think of things” (lines 91).  

 
56 See attached CD: data 2 
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Unlike the previous extract (extract 8.4), Vincent offers a range of prefaces to 

mark the closure of the previous topic sequence and initiate the next. One way that 

Vincent prefaces this shift is through his repetition of the term “alright” (lines 82 and 

90). His statement used to contrast with Belinda’s claim that he only sees “the nice 

side of him” (lines 87 and 89), also functions as a pre-close marker for the current 

topic sequence. The clearest marker used by Vincent to close the current sequence and 

initiate a new topic, however, is his repeated use of the command for the other 

participants to “siddown” (lines 83 and 86). Using this command he creates a change 

in the physical setting of the interaction and establishes a new sequence or stage of the 

interaction that focuses on a topic other than the crying episode. 

Change in the physical setting is also used to mark the end of the sequence of 

talk which focuses on the crying episode in extract 8.6. At the beginning of this 

setting, which is from the same interaction but prior to extract 8.5, Jo and Vincent are 

alone in the bedroom discussing Jo’s crying episode. Their orientation to this episode 

is clearly shown in Jo’s statement which refers to getting ‘upset’, “so do you 

understand why you get upset when someone calls me fake when they’ve been 

completely fake” (lines 3-5). Similarly to Belinda’s actions in extract 8.5 (lines 70 and 

74), Jo is drawing on a ‘moral order’ to account for her crying. In her turn (lines 3-5), 

Jo reports that she is ‘upset’ not only because a third person has called her “fake” (line 

4) but also as this person has been “completely fake” (line 5). Jo uses the second 

person “you” (line 3) in order to generalise the moral order she invokes. Essentially, 

Jo is reporting that anyone would get upset when the ‘moral order’ she describes has 

been disrupted in this way.  

The closing of her turn uses the phrase “you know” (line 6), which, in this 

setting, appears to request a response from and pass the floor to Vincent. Rather than 
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responding to Jo’s turn, however, Vincent offers a report that “someone’s coming” 

(line 8). Following Jo’s production of a sob (line 9), Vincent displays his orientation 

to her previous turn by offering agreement, “yeah I understand” (line 10). He uses the 

same phrase, “I understand” (lines 13-14), to demonstrate his agreement with Jo’s 

next turn of talk, “I don’t understand what ((unable to transcribe)) too much” (lines 

11-12). His repeated use suggests that this phrase of agreement and understanding is 

being employed as a pre-closing device, to end this sequence of the interaction. This 

suggestion is supported by Vincent’s repetition of this phrase being uttered quietly, as 

though he is trying to maintain the privacy of their interaction whilst “someone’s 

coming” (line 8).  

Belinda’s entrance alters the physical situation of this interaction. As Vincent 

repeats the phrase, “I understand” (lines 13-14), Belinda enters the room announcing 

“I can’t (take) him” (line 16), changing this from a two-party to a three-party 

interaction. This change in the number of participants in the interaction also appears 

to result in a shift in the topic focus. Instead of continuing their interaction, which was 

focussed on Jo’s crying episode, Vincent and Jo display their orientations to Belinda 

and her crying. Vincent’s orientation shift is demonstrated in his question “you too?” 

(line 21), which makes Belinda’s crying episode relevant by creating a cohort that 

includes both Belinda and Jo57. Similarly, Jo’s question “what did he do now” 

demonstrates her shift in orientation from her own crying episode to Belinda’s by 

soliciting an account from her.  In this way, the physical change in the interactional 

context creates a shift in the talk. Rather than simply moving out of crying, however, 

the entry of a new participant to the interaction results in the focus of the talk moving 

 
57 See Chapter 5 “display of orientation and responses to crying” for further discussion.  
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from one crying episode to another. The movement in the talk about Belinda’s crying 

is shown in extract 8.5 and the discussion thereof.  

This section has described two methods used by participants in the non-

clinical setting to end the focus on crying in their talk. In extracts 8.4 and 8.5, Jo has 

used categorisations of the situation to produce ‘step-wise’ topic transitions (lines 157 

extract 8.4; and lines 65-66 extract 8.5) to move the talk towards a new topic focus. 

This section has also shown that changes in the physical setting of the interactions, 

through either the command of a participant (lines 82-83 extract 8.5) or the 

appearance of a new participant (extract 8.6), results in ‘moving out of talk about 

crying’.  

8.3 Conclusions  
 

This chapter has offered an examination of the final ‘activity slot’ associated 

with the crying episodes in these data, presented in two sections. The first section has 

shown that participants in the clinical training setting use ‘meta-sequences’, which 

bound the talk about crying, keeping it separate from the ‘business of the interaction’. 

This examination has demonstrated that these participants use similar methods to both 

open and close the ‘meta-sequences’, using shifts in the orientation and organisation 

of the talk. Section 8.2.1 examines three extracts to demonstrate ways in which these 

shifts are created, including through the use of talk to deal with the ‘business of the 

interaction’, while the crying episode is managed non-verbally (extract 8.1). Two of 

the doctors in these clinical extracts mark these shifts in organisation and orientation 

through the use of references to talk outside of the talk in which the crying has been 

made relevant. Clarification and reformulation strategies are also used by these 

participants to re-establish the ‘business of the interaction’ and to move away from the 

crying ‘meta-sequences’.  
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The second section (section 8.2.2), highlights some of the differences in the 

interactional management of crying episodes between the clinical and non-clinical 

data. The examination of the non-clinical data indicates that the talk about crying is 

not separated from the other talk, as this often is the ‘business of the interaction’. The 

participants in the non-clinical data do not use ‘meta-sequences’ to mark crying 

focussed talk as ‘different’. Participants may use categories to create a ‘step-wise’ 

transition away from the topic of the crying (extracts 8.4 and 8.5). Another strategy, 

seen in extracts 8.5 and 8.6 is the use of pre-close markers and prefaces to a new topic 

to initiate a topic shift.  Furthermore, this examination has shown that the topic shifts 

in these extracts (8.5 and 8.6) coincide with changes in the physical setting of the 

interaction. The physical changes of the interaction, resulting in the end of the talk 

about crying, have only been observed within the non-clinical data. The setting and 

number of participants do not change within the course of the interactions in clinical 

settings. In these clinical data, the participants are seated in specific and unchanging 

positions in the room. The number of people in these clinical interactions is restricted 

to two prior to the interaction. The confidential nature of clinical talk requires that no 

person, unless requested by the patient, enters the interaction once it has begun. The 

shifts away from the topic of crying resulting from a change in the physical setting of 

the interaction are, thus, restricted to talk in non-clinical settings. 
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Chapter 9   Discussion 
9.1  Introduction  
 

This study examines the interactional structures of the management of crying 

episodes in talk. It aims to provide detailed descriptions of the ordered nature of the 

production and recognition of, and talk relevant to, crying episodes in everyday 

clinical and non-clinical settings. The analyses of naturalistic data offer some insight 

into the variety of situations in which crying episodes may occur. Katz reports that 

such in situ analysis is lacking in research on crying (1999). The inclusion of clinical 

and non-clinical data enables two research perspectives to emerge.  

First, these data provide an entry into a phenomenon, which has received little 

attention from CA researchers. This study builds upon Hepburn’s (2004) work by 

examining the production of crying in talk and the sequential order exhibited around 

episodes of crying and its management in talk. The inclusion of clinical and non-

clinical data provides an entrance into the investigation of similarities and differences 

in talk by participants in three categories, including trained counsellors, medical 

practitioners in training and those untrained in communication skills. These provide 

an additional focus for the study of crying in talk.  

Second, the simulated training and real clinical interactions provide a practical 

application for this research. This study has described how displays of emotion are 

“both frequent and important” (De Coster 1997: 151) in clinical practice, however, 

when these occur health professionals report “feelings of discomfort and 

embarrassment” (Myerscough 1989: 36). As noted earlier, whilst there has been a 

long tradition of CA research of medical and counselling interactions (i.e. Heath 

1992; Maynard and Heritage 2005; Peräkylä and Silverman 1991; Ruusuvuori 2001), 
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very little has been carried out in sessions where crying occurs. Furthermore, there is 

little training available for health professionals to effectively interact with patients 

who cry. This study offers much needed insights into how health professionals orient 

and respond to crying episodes and may provide “vicarious experience” (Burnard 

1996: 164) for training purposes.  

This chapter will revisit the analysis chapters of this study to summarise their 

findings and demonstrate their relevance to CA and practical applications. The 

proposed ‘activity slots’ will then be discussed to show how each of the actions 

examined within this study fit within the ‘interactional management’ of crying 

episodes. This section will uncover the sequential order created by participants in 

these data and provide a framework for the design of this and potential future research 

into crying in interaction. Finally, this chapter provides an evaluation of my study, 

including the implications and potential future applications highlighting those aspects 

of the study which are novel and make a significant contribution to the fields of CA 

and health communication research. 

9.2  Crying in Talk 
 

Chapter 4 examines the production of crying episodes in talk. This chapter 

begins by demonstrating the benefits of the transcription rather than the description of 

crying in interaction. The transcription of crying in talk reveals that crying is not the 

“unitary” (Hepburn 2004: 255) activity that a description implies. By transcribing the 

audible aspects of the talk it is clear that the activity, recognised as ‘crying’, is created 

by participants’ production of a range of features, including sobbing, sniffing and 

tremulous tones. 
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These audible features of the crying episode are, of course, accompanied by 

visible features. Whilst the visible aspects of crying are discussed in Chapter 4, they 

have not been included in the analyses for two reasons. First, the analysis of visual 

aspects of talk-in-interaction is still very new to the field of CA. Although studies 

have been performed on gaze (i.e. Ruusuvuori 2001), and multi-modal activities (i.e. 

Heritage and Stivers 1999), the visual aspects of crying produced by these participants 

include an enormous range of actions, including, but not limited to, tears, wiping eyes 

and physical movement, such as throwing themselves on beds (Big Brother Transcript 

1)58. The visual aspects of crying are too varied to be adequately described within this 

study.  

9.2.1  Analysis of Features described by Hepburn  
 

A core task of Chapter 4 was the identification and description of the audible 

features of crying used by these conversation participants, making reference to 

Hepburn’s (2004) paper, which describes seven features, including ‘wobbly voice’, 

sobbing, whispering, sniffing, high pitch, audible aspiration and the use of silence. 

This study provides an examination of how the features described by Hepburn are 

used in these data to produce a crying episode.  

This study proposes changes to the feature Hepburn describes as ‘wobbly 

voice’. The feature described here as ‘tremulous tones’ is marked in the transcript by a 

tilde (~) to demonstrate tremble of the voice and was first used by Gardner (2001: 

xix). Hepburn’s (2004) paper uses the tilde to bound words where ‘wobbly voice’ 

occurs. Rather than marking words as including “a continuous wobble” (2004: 20), 

Chapter 4 identifies that participants produce isolated trembles tones in particular 

sounds in words and marks only these sounds. This convention indicates that 

 
58 See Appendix 2.1 “Big Brother” Data Transcript 1 
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participants use tremulous tones as a form of stress, to emphasise specific words. 

Furthermore, the proposed transcription style shows that tremulous tones occur most 

frequently in vowel sounds and, to a lesser extent, within sonorants, which are 

consonants where “the air flows smoothly through the vocal tract” (Matthews 1997: 

346).  

Sobbing is the second feature of crying discussed in Chapter 4.  The main 

focus of the examination of sobs is that the transcription notation may be easily 

mistaken for the notation of laughter particles. I have, however, chosen not to make 

changes to the transcription convention of sobs, as the sounds of sobs are very similar 

to the sounds of laughter. Rather, sobs may be differentiated from laughter particles 

by examining other features of the surrounding talk.  

This study has observed that, although whispering may be used by non-crying 

participants, the placement of their whispers differs from those produced by criers. 

The crying participants use whispers almost exclusively within their crying episodes, 

a pattern observed in both the clinical and non-clinical settings. Speakers, who cry, 

tend to use whispers to produce expletives (i.e. line 126 extract 4.15) or words that 

may be omitted without impacting on the sense of their talk. The placement of the 

non-crying participants’ whispers differs between the clinical and non-clinical 

interactions. Those in non-clinical interactions only use whispered talk immediately 

prior to the entrance of a new conversation participant, suggesting that they are 

protecting against being overheard. The non-crying participants in the clinical data, 

however, tend to produce whispered talk in their ‘permission-giving’ statements, such 

as “it’s okay” (i.e. lines 222, 225 and 236 extract 4.1), in response to the crying 

participants sobs. 
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Chapter 4 indicates that sniffs are produced by both crying and non-crying 

participants in these data. The examination of a medical training interaction 

(consultation CB extract 4.1459) highlights that crying participants in these data use 

sniffs in talk, which also includes other ‘features of crying’. The sniffs associated with 

crying episodes, which are most frequently ‘wet’ sniffs, occur most frequently outside 

of the talk, such as after sobbing, following extended pauses or immediately before a 

turn. This examination, however, shows that crying participants may also produce 

sniffs within turns, without greatly disrupting the flow of their talk.  

The analyses of high pitch by participants, represented by one or more upward 

arrows in data have supported many of Hepburn’s (2004) findings. This examination 

shows that crying participants in these data use high pitch, represented in the 

transcript by one or more upward arrows (↑↑), when they are talking through their 

crying episodes. The non-crying participants in these data do not use pitch raises as 

frequently, or to the same pitch level, as criers. Their pitch raises appear to be used as 

a reflection of the high pitch used in the crying participants’ talk. Additionally, this 

study indicates that high rises in pitch may occur within particular words, which 

include other stressors, such as elongation and tremulous tones. The same pitch 

contour can be used when the turn is repeated60. This finding indicates that the 

‘orderliness’ of the crying participants’ use of high pitch in these data. 

My examination of audible aspiration is based on the observation that 

aspiration, like many of the ‘features of crying’, is produced by all parties within these 

data. The focus is, therefore, on the differences of the production of audible 

aspirations by crying and non-crying participants. CA research has found that 

conversation participants may use short audible inhalations at a transition relevance 

 
59 Appendix 1.1 Medical Training Data Consultation CB 
60 See lines 47 to 50 in Appendix 2.1 ”Big Brother” Data Transcript 2 
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place to indicate that they are preparing to ‘take the floor’ for the next available turn. 

These crying participants, however, produce both inhalations and exhalations at other 

points in the interactions, including in turns and in words. The crying participants in 

these data produce longer and louder aspirations, indicating that these are produced 

with more force than the aspirations of their non-crying co-participants. This 

observation indicates that an increase in aspiration may be a ‘feature’ of crying which 

are produced when participants are attempting to talk through tears. 

Chapter 4 has analysed pauses of approximately 1.0 seconds in length61,

regardless of whether these pauses are made ‘relevant’ to the talk. This differs from 

Hepburn’s (2004) discussion, which focuses on participants’ explanations of why long 

pauses are occurring. Extended pauses have been observed most frequently during 

crying episodes in the clinical interactions. There are very few pauses in the non-

clinical talk, even when crying occurs. Additionally, my examination has found that 

silence is be used to mark potential ‘trouble spots’ in these data, including both crying 

participants’ difficulty in continuing talk whilst crying and more traditional forms of 

interactional ‘trouble’, such as prior to a ‘dispreferred’ turn. This finding supports 

both traditional CA research of significant silences in talk (Jefferson 1989) and 

Hepburn’s finding that extended pauses are used to provide “recovery time” (2004: 

277) for the crying participant. 

9.2.2  Identification of New Features of Crying 
 

In addition to the examination of the seven ‘features of crying’ described by 

Hepburn, this study has proposed that two features of talk, which have been 

previously identified in CA research, are also features of crying episodes. The first 

feature of crying proposed by this study is ‘creaky voice’, which has been marked by 

 
61 Described by Jefferson (1989) as ‘significant’ 
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asterisks (*) in the transcripts. The examination of creaky voice has found that it tends 

to be produced near the onset of the crying episode. Furthermore, this feature seems to 

be used consistently within one or two TCUs in a turn, or multiple turns, before 

ceasing in subsequent talk. Finally this examination has indicated that ‘creaks’ in 

crying participants’ talk are most frequently audible within vowel sounds. 

Staccato speech has been observed within talk during crying episodes. This 

feature, however, is produced infrequently in talk, occurring only five times in these 

data. The examination of staccato speech indicates that it is used in turns of talk where 

markers of stress, such as pitch and tempo changes and elongated sounds also occur. 

This observation suggests that this distinct and disjointed style of speech is another 

form of emphasis that may be used in talk. The examination has further identified that 

staccato speech is produced in talk where the crying participant is offering a report. 

While one of these reports include a description of an argument, this study has 

identified that staccato speech is used in reports where the crying participant provides 

a negative categorisation, such as ‘stupid’, of their own behaviour. 

These proposed features add to the description of crying episodes. The use of 

these features in future research may open new avenues for the study of crying 

episodes in talk. 

9.2.3  Onset of Crying Episodes 
 

An additional task undertaken in Chapter 4 was a discussion of the onset of 

crying episodes, posing the question; how do we know when crying begins? This 

question provides an interesting analytic problem through which to begin the 

examination of crying as social action. Using traditional CA methods to examine 

crying and the talk about crying, I felt that an appropriate the starting point for the 

analysis would be when conversation participants display their orientation to the 
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crying and make this episode ‘relevant’ to the interaction. One criticism of this 

method, however, is that in order for participants to identify and respond to crying 

within talk, the crying episode must have already begun.   

The identification of the onset of the crying episode required further 

examination of the actions produced by the crying participant. As indicated in the 

previous discussion (section 9.2.1), many of the, ‘features of crying’ can be used in 

everyday talk without a crying episode being produced or recognised by co-

participants. This study has found, therefore, that the individual features are not 

indications that crying is taking place. Crying may be identified through the inclusion 

of many of these features, in addition to inaudible features, in participants’ talk. This 

finding is vital to the examination of ‘features of crying’, as it has provided a way to 

differentiate between the sniffs and tremulous tones by non-crying participants and as 

part of a crying episode. Furthermore, this insight has assisted in identifying sobbing, 

which sounds, and is represented in the transcripts as, very similar to laughter 

particles. Finally, the observation that multiple ‘features of crying’ are produced in 

crying episodes has provided a method for identifying the onset of crying episodes, 

which has been defined in this study as the point at which participants include 

multiple ‘features of crying’ within a turn of talk.  

As this study has not examined the inaudible ‘features of crying’, this is a 

fairly imprecise method of identifying the onset of crying. It may, however, provide a 

starting point for the development of other systems for identifying the onset of crying 

episodes. This study has acknowledged that CA, by its very nature, is the examination 

of how participants organise and orient to particular phenomena in talk-in-interaction.

CA methods have been used in observing and describing the features of interaction 

associated with crying in talk. By using these identified features of crying as a basis 
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for the definition of the onset of crying, this study has attempted to minimise the 

‘bias’ or involvement required by the analyst. 

9.2.4  Discussion of Crying in Talk  
 

Chapter 4 of this thesis has examined the production of crying episodes as a 

phenomenon within talk-in-interaction. The study of the production of crying 

episodes in this chapter has added to the growing body of CA research on this action, 

by both supporting the findings of Hepburn’s (2004) paper and providing new ways of 

examining the ‘features’ she has described. Furthermore, this study has identified and 

described two new features of crying in talk. Finally, whilst not technically an 

addition to CA research, Chapter 4 has provided new insights into how the onset of 

crying episodes may be defined. In total, this chapter has provided new information 

and methods which assist in answering the question; what is crying? 

9.3  Display of Orientation and Response to Crying 
 

The following chapter (Chapter 5), examines the how the non-crying 

participants in these data display their orientation and respond to the crying episodes. 

Heritage describes the importance in the examination of ‘next actions’, by stating that 

in these “participants show an understanding of a prior action and do so at a 

multiplicity of levels” (1997: 162). The displays of orientation and responses that are 

produced in these data indicate that these participants recognise and understand that a 

crying episode is taking place and, further, make the crying ‘relevant’ to the talk.  
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9.3.1  Non-Verbal Responses to Crying 
 

One important observation from this research is that displays of orientation 

and responses to crying episodes can be non-verbal. Participants in two clinical 

interactions62 display their orientation to their co-participants’ crying episodes by 

moving a box of tissues towards them. These participants offer no verbal response to 

the crying. There is no other reason, such as a request for tissues, for the movement of 

the tissue box at this point. The crying episodes, however, make this a ‘relevant next-

action’. The examination of these data has shown that the action of passing a tissue 

box can also be understood as a ‘non-verbal offer’ (Harris 2005). Furthermore, by 

taking a tissue, these crying patients in can be understood as accepting the offer of 

these tissues. As such, these interactions include a “non-verbal offer-acceptance 

adjacency pair” (Harris 2005). This finding demonstrates concretely that adjacency 

pairs, one of the fundamental structural units of CA research, can be produced non-

verbally. There are few studies which have used features of ‘traditional’ CA, such as 

the adjacency pair, to examine non-verbal actions. 

9.3.2  Differences between Clinical and Non-clinical Data 
 

Verbal responses are also used to display orientation and respond to the crying 

episodes in these data. This examination has identified some differences between the 

displays and responses used in the clinical and non-clinical interactions. In particular, 

participants in the clinical data use “permission-giving statements” (Harris 2003b), 

such as “it’s okay” or “it’s alright”, as displays of their orientation to crying episodes. 

These offers of permission are not seen in the non-clinical setting. The responses to 

crying in non-clinical data often have a function additional to displaying participants’ 

orientation to the crying episodes. This has been demonstrated through analyses of the 
 
62 Medical Training data BG and Counselling data 1 
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‘Big Brother’ data including, transcript 3 (line 2), which shows that Saxon’s display 

of orientation to Reggie’s crying also functions as a solicitation of an account for the 

episode, or ‘Big Brother’ transcript 4  (lines 127 and 128) where Jo’s response to 

Saxon’s crying episode also functions as an apology.  

While these multi-functional displays of orientation also occur in the clinical 

interactions, their additional functions are regular. There are two types of responses to 

crying episodes seen in these clinical data. These include the non-verbal offer of 

tissues63 and the use of statements such as “it’s okay” and “it’s alright”64. The 

responses, ‘it’s okay’ and ‘it’s alright’, do not offer a categorisation of situations 

which the crying participants describe, which are marked by the production of crying 

as “not okay” (Harris 2003a). Rather, the health professionals seem to be categorising 

the crying episodes as being ‘okay’ or ‘alright’ in these situations. Through their 

categorisations, these health professionals are offering permission for their patients to 

cry.  

My research has shown that the health professionals’ responses to crying 

episodes are very similar to the responses prescribed in health communication texts. 

Such texts advise that health professionals should assist patients in feeling 

comfortable with crying in clinical settings. By using “permission-giving statements” 

(2003b), these health professionals, who are undertaking training sessions are 

displaying their understanding that crying is occurring, allowing the crying to 

continue and, through their categorisation of the crying as being ‘okay’ or ‘alright’, 

they are assisting their patients to feeling comfortable with the demonstration of their 

emotions. 

 
63 Medical Training Data Transcript BG, lines 299 and 301; Counselling Data Transcript 1, line 626 
64 Medical Training Data Transcript AG, line 222; Medical Training Data Transcript AB, line 129; 
Medical Training Data CB, lines 34 and 38 Medical Training Data BB, line 114 
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9.3.3 ‘Meta-Sequences’ 
 

A further significant finding of this examination is the use of ‘meta-sequences’ 

by conversation participants in the clinical data, in order to bound their talk about 

crying episodes. The term ‘meta-sequence’ is drawn from Hepburn’s (2004) 

description of ‘meta-turns’. In her paper, Hepburn states that “interesting interactional 

features that would require further analysis and development relate to the ‘meta-

turns’, where both CPO and Caller step outside the ‘business’ of the call and comment 

on the crying (e.g., ‘sorry’, ‘that’s alright’)” (2004: 263). Similar interactional features 

have been identified during talk about crying in the clinical data, where participants 

‘step outside’ the question-answer format of the surrounding talk to manage the 

crying episodes. Unlike the ‘meta-turns’, however, Chapter 5 shows that the talk in 

which the crying episodes are made relevant may be extended over a number of turns 

and constitute sequences in themselves. As a result, the talk outside the ‘business of 

the interaction’ and used to discuss crying has been referred to as ‘meta-sequences’.  

The description of ‘meta-sequences’ has shown that about the management of 

crying episodes is noticeably different from the ‘business of the interaction’ that is 

present in surrounding talk. This difference is marked by a shift in the organisation 

and orientation of the talk. For example, in Medical Training Data Transcript BB, the 

doctor moves from using questions about the patient’s recent suicide attempt (lines 98 

and 103) to using a statement, “it’s alright” (line 114), to respond to the patient’s 

crying episode. Furthermore, by responding to the crying episode the doctor is 

displaying an orientation shift away from the talk in which the suicide attempt is made 

relevant. The shift in the organisation is maintained, with the doctor using tag 

questions and statements rather than direct questioning, throughout the talk about 

crying. At the end of this ‘meta-sequence’ the doctor returns to the previous 
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organisation of her talk, using direct questions, and to her previous orientation, 

discussing the patient’s suicide attempt. The identification and examination of ‘meta-

sequences’ offers descriptions of the ways that trained and in-training health 

professionals talk about crying episodes, whilst keeping this talk separate from the 

issues at hand.  

9.3.4  Discussion of Display of Orientation and Response 
 

The findings relating to the displays of orientation and responses to crying 

episodes have important implications for many fields of research. Chapter 5 has made 

an addition to CA research into crying and the organisation of talk in institutional 

settings as previous CA studies have never before how participants orient and respond 

to these events.  This study, therefore, provides a novel insight into the social nature 

of crying episodes indicating that these participants produce multi-functional displays 

of orientation and responses to crying, including offers, of tissues, or permission for 

the crying to continue. Finally, and importantly for CA research on talk in institutional 

settings, this analysis has identified and described the use of ‘meta-sequences’, 

marked by shifts in organisation and orientation, which are used in these clinical data 

to keep talk about crying ‘outside the ongoing business of the interaction’. 

The examination of displays of orientation and responses to crying episodes in 

clinical data also informs the field of health communication research. Health 

communication texts generally offer prescriptive advice to health professionals, such 

as ‘use empathy’ (e.g. Lloyd and Bor 1996), to assist in the management of crying in 

clinical settings. As Katz (1999) has noted, these texts require health professionals to 

be able to decode and apply this information to their own clinical practice. This 

examination, on the other hand, describes how health professionals effectively 

respond to crying episodes in situ.
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The identification and description of ‘meta-sequences’ are also of importance 

to health communication research and many forms of institutional talk. Chapter 5 

analyses the production of ‘meta-sequences’, which enable participants to keep talk 

about crying separate from other surrounding aspects of the clinical interaction or 

“omni-relevant device” (Sacks 1992: 312-319). This is an important finding for health 

professionals as it provides ‘vicarious experience’ in addressing the display of 

emotion as an important part of the interaction, whilst maintaining a focus on ‘the 

business’ at hand.  

9.4  Solicitations of Accounts for Crying  
 

Chapter 6 discusses the third ‘activity slot’ associated with crying episodes, 

the solicitation of accounts for crying episodes. Typically, non-crying conversation 

participants ask for an explanation, or account, for their co-participants’ crying in 

interaction. The identification of this activity is important to research of crying as 

social action as it indicates that participants require some explanation for crying in 

talk.  

This chapter has identified five sequential factors that are present in 

interactions when solicitations of accounts for crying occur. The first finding indicates 

that solicitations of accounts for crying tend to be produced during the crying episode. 

Second, these solicitations of accounts are produced after the crying has been made 

relevant to the talk. This sequential order enables the participants’ solicitations to be 

understood as referring to the crying episodes. The identification of this order also 

leads to the third finding that the solicitations of accounts for crying occur after 

participants have displayed their orientation and responded to the crying episode. 

There is only one exception to this order, which may be seen in ‘Big Brother’ 

transcript 3 (line 2). In this interaction the non-crying participant, Saxon, displays his 
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orientation and responds to Reggie’s crying episode by asking “Miss him Reg?” (line 

2). Saxon’s display of orientation and response to Reggie’s crying episode, therefore 

also functions as a solicitation of an account. 

The fourth finding regarding solicitations of accounts for crying refers only to 

talk in clinical settings. Participants in four out of the five clinical data solicit accounts 

for their patients’ crying episodes, following the sequential order of solicitations 

outlined above.  Each of these clinical interactions includes crying episodes and the 

solicitations follow the health professionals’ displays of orientation and responses to 

crying, which makes these episodes relevant to the talk. Furthermore, the solicitations 

of accounts for crying in these clinical interactions always occur within ‘meta-

sequences’.  

This observation is not surprising as, by the definition offered in this study; 

‘meta-sequences’ refer to the talk outside ‘the business’ of clinical interactions where 

the crying is made relevant. Chapter 6 shows that, in addition to displaying orientation 

and responding to crying, these health professionals also include solicitations of 

accounts in these ‘meta-sequences’. These solicitations include the same shifts of 

organisation and orientation that mark the ‘meta-sequences’ as different from the 

surrounding ‘business’ of talk. The identification of solicitations in clinical settings 

informs health communication research. None of the health communication texts 

reviewed in this study advises health professionals to ask for an explanation for their 

patients’ crying episodes. This analysis, however, indicates that the solicitation of 

accounts for crying is an activity, which is regularly used by health professionals in 

these clinical interactions. 

The final finding concerning the sequential placement of solicitations shows 

these have a regular grammatical format. Each of the solicitations of accounts for 
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crying, identified here, take the form of questions. It may seem obvious, at first, that 

these requests are produced in question formats. In conversations, however, turns in 

the grammatical form of statements, such as “so you would like it to be very 

confidential” (line 216 Medical Training Data Transcript AG)65 can also function as 

requests for information. These solicitations, on the other hand, are produced in either 

a traditional question format or in a tag question form. One interesting observation is 

that tag question forms are used as solicitations in the clinical interactions and not in 

the non-clinical setting. Participants in the clinical interactions tend not to use direct 

question forms when discussing the crying episodes. This suggests that the use of a 

tag question format may provide a ‘softening’ for the solicitations of accounts. The 

participants in these clinical interactions may, therefore, be using tag questions to 

solicit accounts as a politeness technique. 

9.4.1  Solicitations as an Accounting Practice 
 

Chapter 6 has also considered the content of the solicitations of accounts for 

crying. This examination found that solicitations of accounts used these participants 

include a ‘candidate account’ for the crying episode. In other words, these 

solicitations both request an account and function as an offer of a ‘model’ (Pomerantz 

1988: 366) account for a crying episode. The technique of offering candidate answers 

in solicitations, particularly in the case of tag questions, appears to be similar to the 

device described by Bergmann (1992) as ‘information-eliciting tellings’. Bergmann 

reports that participants in his study offer a report, which is marked “as containing 

indirect, inferential or uncertain” (Bergmann 1992: 143) knowledge to elicit 

information from their patients. Bergmann’s findings are slightly different as the 

solicitations in these data are posed as questions. The inclusion of ‘candidate 

 
65 See Appendix 1.1 Medical Training Data. 
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understandings’ of accounts, however, may be an additional device to elicit 

information from co-participants. Furthermore, these ‘candidate accounts’ in 

solicitations may provide a resource for further examination of the accounts provided 

for crying episodes.  

Two conjectures can be made from these findings, each of which requires 

further examination. First, the proposal of a ‘candidate understanding’ of an account 

for crying episodes provides co-participants with a somewhat limited range of 

response options. Unlike a more general question such as ‘why are you crying’, this 

device requires crying participants to either accept or reject the proffered ‘model’ 

answer. Preference organisation (Bilmes 1988) indicates that where a candidate 

account is rejected, the actual account for their crying episode will be required. The 

acceptance of a ‘candidate account may, therefore, provide crying participants with 

‘an easy way out’ of providing an account for their crying episode. A second 

conjecture is that the provision of a ‘candidate account’ for the crying may function as 

a form of empathy. These solicitations indicate the non-crying participants’ 

provisional understanding of why the crying is occurring. They are indicating that 

they can not only make sense of the crying but that they are thinking about this 

episode in terms of the crying participant’s own situation.  

9.4.2  Discussion of Solicitations of Accounts 
 

This section (9.4) has described an interactional activity that has not 

previously been identified in CA research, the solicitation of accounts for crying 

episodes, focussing on two aspects of the activity. First, five regularities of the 

sequential order surrounding solicitations have been described. Chapter 6 has also 

discussed the grammatical forms of solicitations, showing that these requests for 

accounts are produced in question format.  
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In addition to identifying this activity, which is associated with crying 

episodes in these data, this chapter has shown that these include offers of ‘model’ 

accounts for crying episodes. Finally, section 9.4 has offered a range of conjectures 

that may provide a new path for the study of interactional activities associated with 

crying episodes. Furthermore, these proposal candidate accounts may provide a 

resource for further research into the accounts that may be offered for crying in 

interactions.  

9.5  Accounting for Crying  
 

An interactional activity that may be paired with the solicitation of accounts in 

the ‘management’ of crying episodes in talk has been examined in Chapter 7. 

Participants in these data routinely provide accounts for their crying. An analysis of 

one transcript from Hepburn (2004) indicates that participants outside these data also 

account for their crying episodes and, thus, that the activity of accounting appears to 

be associated with the ‘management’ of crying episodes in talk. These accounts may 

be produced as a response, or second pair part, to solicitations. Alternatively, 

participants in these data produce accounts independently in the interactions from 

which solicitations are absent. The finding that participants in these data produce 

accounts whether or not they are solicited demonstrates that crying in interactions is 

‘understood’ as being an accountable activity.  

9.5.1  Accounts in response to solicitations 
 

Chapter 7 initially examined the strategies used by participants in these data to 

provide accounts for their crying episodes. The first strategy identified is that 

participants may offer a polar agreement with the candidate account proposed within 

the solicitation. These polar responses work in collaboration with the solicitation to 
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indicate agreement with the candidate account offered therein. As such, the simple 

offer of a ‘yeah’ (i.e. Big Brother Data transcript 3, line 4) demonstrates that the 

‘model’ account offered by the non-crying participant is mutually understood and 

acceptable. 

A second responding strategy used by participants in these data is the offer of 

elaboration to the candidate account offered within these solicitations. This suggests 

that some solicitations cannot be adequately answered by the production of simple 

polar responses. In cases, such as Big Brother data transcript 2, “what did he say” 

(line 27), the participants are required to produce a more elaborate account for their 

crying episodes, like Belinda’s report of her interaction with a third party. Participants 

may also produce more extensive responses to solicitations for accounts when 

offering a dispreferred response to these ‘first-pair parts’ (i.e. lines 258 -262 Medical 

Training data transcript BG)66. The doctor asks the patient if the cause of her crying 

episode is “something that I’ve said?” (line 258). The candidate account offered 

within this solicitation is a negative statement about her actions, implying that they 

may account for the patient’s crying. As such, the patient’s agreement with this 

solicitation of an account is ‘dispreferred’ and is produced as an extensive account for 

her tears, including some references to the doctor’s previous turns of talk which have 

resulted in the patient’s crying episode.  

The final strategy identified within this study as a possible response to 

solicitations for accounts is silence, or the non-production of a response. In the 

interactions where participants do not produce a second-pair part to the solicitation- 

account adjacency pair, the non-crying participants tend to reformulate their 

solicitations, offering new candidate accounts for the crying. The reformulations and 

 
66 See Appendix 1.1 Medical Training Data. 
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offers of new candidate accounts continue until a response, or account for crying is 

received. Chapter 7 ultimately shows the accounts in these data work in collaboration 

with the candidate accounts proposed in solicitations to produce a mutually acceptable 

and understood account for crying episodes. 

9.5.2  Unsolicited Accounts 
 

This study has found that the ‘accounting’ slot is routinely associated with 

crying episodes in interaction, even in cases where the ‘solicitation of account’ 

activity slot has not been filled. Participants in these data produce accounts for their 

crying whether or not they are requested. Building on this finding, Chapter 7 provides 

an examination of the sequential order in which participants produce these unsolicited 

accounts for their crying. Prior to producing their accounts these participants perform 

a range of interactional ‘work’. In talk where solicitations do not occur, these 

participants initiate topic shifts and produce reformulations of topic shifts in order to 

make their crying episode ‘relevant’ to the interaction, prior to producing an account. 

This finding is important as it demonstrates that accounts for crying episodes are 

produced in the ‘interactional context’ of talk in which the crying, and the account 

thereof, has been made relevant. 

9.5.3  Content of Accounts 
 

The final examination of the ‘accounting’ activity slot focuses on the content 

of accounts for crying episodes. This study has identified some analysable patterns in 

the accounts used by participants in these data and offered a close examination of one 

pattern in the content of the accounts for crying. Namely, participants may produce 

reports of previous interactions as accounts for crying. Furthermore, these reports 

include descriptions of contrast and conflict. Such contrast and conflict in categories 
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are described by Buttny (2004) as ‘problem formulation’. This examination has 

shown that the formulation of problems in these reports of previous interactions is 

used by crying participants in these data to account for their crying episodes. 

9.5.4  Discussion of Accounts for Crying Episodes   
 

Two important findings regarding accounts for crying episodes, which may 

inform both CA and further research into crying, have emerged from this study 

including the observation of crying as an accountable action. In addition to providing 

an examination of the sequential order of accounts for crying, Chapter 7 has offered 

an example of analysis of the content of accounts. The study of the content of these 

accounts and candidate accounts provides insights into participants’ understandings of 

what reasons they may provide to explain their crying episodes. This type of analysis 

may offer new avenues for further research into crying, particularly studies examining 

why people cry in interactions.   

9.6  Moving out of Crying 
 

The final analysis chapter (Chapter 8) in this thesis has provided an 

examination of the closure of the topic sequences in which crying episodes are made 

relevant to the talk. One of the initial findings in this chapter is that the ‘moving out of 

talk about crying’ activity slot is filled differently in the clinical and non-clinical 

interactions. For this reason, this chapter has been separated into two, closely linked, 

analyses of the movement away from crying as a topic of talk, in these clinical and 

non-clinical data. 
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9.6.1  Moving Out of Crying in the Clinical Interactions 
 

The analysis of the ‘moving out of talk about crying’ activity slot in the 

clinical interactions focuses on the closure of ‘meta-sequences’. Chapter 5 shows that 

these participants mark their talk about crying as different from surrounding talk 

through shifts in the organisation and orientation of their interaction, keeping it 

separate from the ‘ongoing business of the interaction’. The examination, of the 

closure of ‘meta-sequences’ shows that health professionals in these data mark the 

end of the sequences, where the crying is made relevant, through another shift in the 

organisation and orientation of their talk. In many cases, these shifts represent a return 

to the organisation and orientation of the talk prior to the crying episodes. This finding 

indicates that such shifts are not simply used to mark the onset of talk about crying 

episodes in clinical settings. Rather, the shifts in organisation and orientation are used 

to ‘bound’ talk about crying and maintain this as a separate sequence, away from the 

‘business’ of the interaction. 

The description of the closing of ‘meta-sequences’ provides new information 

to both CA and health communication research. First, this finding indicates that these 

participants move away from their talk about crying episodes and that the talk about 

crying does not need to become the main focus of the interaction. By using ‘meta-

sequences’, these participants are able to maintain their focus on the ‘omni-relevant 

device’ (Sacks 1992: 312-319) of the clinical interaction. This examination may also 

be of interest to CA research of talk in institutional settings through its observation of 

a method used to separate talk about crying episodes from the ‘business of the 

interaction’. For similar reasons, these findings may be of interest to health 

communication researchers as Chapter 8 offers detailed descriptions, which may 

provide ‘vicarious experience’ for health professionals and trainees, of how in-
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training health professionals move away from talk about crying and back to the 

clinical focus of the interaction.   

9.6.2  Moving out of Crying in the Non-Clinical Interactions 
 

The second examination in Chapter 8 focuses on the topic shifts away from 

talk about crying in the non-clinical interactions. Unlike the clinical interaction, these 

participants do not mark crying-relevant talk as ‘different’ from the ‘business of the 

interaction’ through the use of ‘meta-sequences’, as the ‘business’ of the non-clinical 

interactions is the talk about crying. Rather, participants use two devices or strategies 

to move the interaction away from talk in which crying is the main topic focus.  

The first strategy used by participants in these non-clinical interactions has 

also be identified as a method used by participants to end ‘meta-sequences’ in clinical 

interactions. These conversation participants create ‘step-wise transitions’ (Jefferson 

1984a), by offering categorisations of aspects of the talk about crying. These 

transitions appear to allow the conversation to move organically from one topic to 

another without a marked topic shift being produced. Using categorisations, the 

participants in these data are able to establish new topics, which focus on a particular 

aspect of the preceding talk. As such, participants are able to move away from talk 

about crying without initiating a markedly ‘new’ topic.  

The second strategy observed in these data is that topic transitions may be 

associated with changes in the physical setting of the interaction. The changes, 

identified in these data, include the entrance of a new conversation participant and the 

suggestions of physical movement from one place to another. Changes, such as 

physical movement or the addition of new participants initiates a shift away from talk 

about crying and a movement onto new topics of interaction. This strategy is not 
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observed in clinical settings as the number of participants and the physical setting are 

established at the onset of the interaction and changes very little throughout.  

The observation that the entrance of a new conversation participant tends to 

result in topic shifts away from crying is significant for research into crying in 

interaction. This finding seems to indicate a need for privacy in crying-related talk, 

which is interrupted, even though this interruption may be temporary, by the entrance 

of a new participant. Furthermore, the finding that physical change in settings or 

setting members results in new topics of interaction may provide a new and 

interesting area for CA research. 

9.6.3  Discussion of Moving Out of Talk about Crying 
 

As with many of the analysis chapters provided in this thesis, Chapter 8 

examines an aspect of crying in talk that has not been previously studied using CA 

methods. This examination indicates that the methods used to ‘move away from 

crying’ in talk are very similar to topic transitions in everyday interactions. The 

observation, however, that participants may use ‘step-wise transitions’ to move away 

from talk about crying, together with the identification of crying as an accountable 

activity, raises a question about whether crying is similar to ‘troubles talk’ (Jefferson 

1984a). It would be interesting to further research the relationship between crying 

episodes in talk and talk about ‘troubles’.  

The examination in Chapter 8, however, may provide some insights for health 

communication research. In addition to demonstrating the closure of ‘meta-

sequences’, this chapter provides an in situ description of how health professionals are 

able to end talk about crying episodes and to move on with their clinical interaction. 

This examination may, therefore, provide counsellors, GPs and in-training health 
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professionals with some examples to show how to effectively deal with the crying and 

maintain their clinical focus.   

9.7  Activity Slots 
 

This study has taken the notion of ‘activity slots’ or ‘sequences’ from 

Schegloff, Jefferson and Sacks’ study of repairs in interaction, Sacks’ research on 

calls to a suicide prevention hotline and Jefferson’s study of troubles talk67. The 

original aim for the adoption activity ‘slots’ was to provide a framework for the 

organisation of the discussion of the interactional management of crying episodes, 

which includes a range of features. As previously noted, research on crying in 

interaction is still in developmental stages. Hepburn’s (2004) work focuses on the 

production of crying and the development of transcription notations to capture the 

associated ‘features'. This research, and the use of activity ‘slots’, indicates that the 

interactional organisation of crying episodes extends beyond the production of crying 

and accommodation of ‘features’ in the talk. The identification of these ‘slots’ or 

‘sequences’, has enabled this study to propose a model for how crying episodes may 

unfold within the talk and, importantly, the relationship between the ‘actions’ that 

participants use.  

The actions used to fill ‘activity slots’ are distinctive in each interaction. 

Through the examinations of individual ‘slots’, this study demonstrates that these 

actions do not need to be turns of talk. The actions used to fill an ‘activity slot’ may 

be non verbal. Chapter 5 has shown how clinical participants may display their 

orientation to crying by passing a tissue box to the patient and that this action forms 

the first part of a non-verbal offer-acceptance adjacency pair. Non-verbal actions, 

 
67 See chapter 3 “Research Design and Methods” for further discussion of these studies. 
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however, are only observed as being used to fill the display of orientation and 

response to crying activity slot. 

This thesis has also shown that a single action, or turn of talk, may function in 

more than one activity ‘slot’. Chapter 5 offers a description of “Big Brother” 

Transcript 368 where Saxon’s turn, “miss him Reg?” (line 2), responds to Reggie’s 

crying and indicates that he is aware of it. Additionally, Saxon’s utterance in line 2 

offers a candidate account for her crying episode in question form, querying if she is 

crying because she ‘misses him’. His turn, thus also functions as a request for an 

account for her crying. In these ways, Saxon’s utterance (line 2) fills both the display 

of orientation and response, and the solicitation of an account ‘activity slots’.  

Whilst one action may be used to fill multiple activity slots, this study has also 

shown that ‘slots’ may be recycled, using multiple turns to perform one activity. The 

use of multiple turns tends to be seen in the clinical interactions, particularly in the 

‘solicitation of an account’ slot. For example the doctor in medical training data AB69 

uses two tag questions (lines 133 and 140-141) and a follow-up in standard question 

form (lines 135-136) to solicit an account for her patient’s crying episode. The patient 

does not offer a response to the initial tag question (line 133), resulting in a follow-up 

question by the doctor (line 135-136). The patient’s response to this follow-up (lines 

137-138) does not fill the required ‘account’ slot and, thus, the doctor again recycles 

the ‘solicitation’ slot (line 140-141). The examination of this transcript indicates that 

the ‘solicitation of an account’ slot is recycled until an adequate response is 

forthcoming. 

In the same extract, it is observed that the ‘solicitation of account’ activity slot 

is recycled following an incomplete initiation of a topic shift (lines 161-162). Rather 

 
68 See Appendix 2.1 “Big Brother” Data Transcript 3 
69 See Appendix 1.1 Medical Training Data Consultation AB 
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than moving away from the talk about the crying, the doctor again displays her 

orientation to the crying (line 162) and produces another solicitation, which offers a 

new candidate account for the patient’s crying. Both multiple turns and the recycling 

and reframing of ‘slots’ are used in order to fill the ‘activity slots’ associated with the 

crying episode, prior to moving back to the ‘business of the interaction’. This may be 

seen below: 

Extract 9.1  Medical Training Data: Transcript AB 
 
Slot 1  Onset of Crying Episode: Multiple ‘Features of Crying’ 

110. P And I don’t know what c~↑’mes o~ver me to make me
111. P li:*ke tha’. (0.6) you kno:w?=
112. D =Mmh, (0.2) .hh cause it? How does it feel after
113. D you've done that to yourself, Does it, (0.2) u:hmm
114. HHe↑lp-? (0.3) t[he problem? Or.
115. P [°it° just makes (.) just makes me
116. bitt-er↑, just make me really a:ngry. (.) that- I
117. would d↑o~: tha’?
118. (0.2)
119. D Mm[mh.
120. P [’nd sSo:↓ (0.5) I’m wo~rried that (I~’m↓)(0.4)
121. lo:~↑se contro~:l? >that I'm (.) >losing control<<.
122. (.)
123. D Mmh, You're really worried abou’ thad aren't you
124. (0.4)
125. D °ye:h° you've been really having a tough ti:me,
126. haven’t you. (0.4) °.h yehh° (0.3).hh so y- you’ve
127. been↑
128. (1.1)

Slot 2  Display of Orientation and Response to Crying 
129. D ‘t's-okay,
130. (0.6)
131. P °.sku:::h (0.3) So↑rr↓yhh°.
132. (0.3)

Slot 3 Solicitation of Account  
133. D °No° it's been really hha:rd for you hasn’ id.
134. (0.6)

Slot 3  Solicitation of Account (Reframed) 
135. D °Mmh,° Are you really worried about mu:↑m? or
136. something else that’s worryi[ng you,

Slot 4 Account 
137. P [HHHhhhu °Yea:h there’s
138. thad↑ yehhh °I’m worried about that°° 
139. (1.3)

Slot 3 Solicitation of Account (Reframed) 
140. D Mmh you’ve been under a lotta stre:ss lately.
141. haven’t- you,
142. (0.3)
143. P hhHHu~h
144. (.)
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Slot 2 Display of Orientation and Response to Crying (Recycled) 
145. D °°It’s okayh,°° 
146. (1.8)

Slot 4 Account (Reframed) 
147. P °But I jus’ (0.3) jist do*n't wanna go do~wn that
148. track-° (0.5) ru:in myself.
149. (0.3)
150. D >Whad are you worried< mi:ghd happen.
151. (0.5)
152. P hhh Jist that I won’t be there(.) .hh for h~e:~r↑↑ 
153. but I mm uhm (0.2) .hh (°yunno↓ or°) hur damage
154. myself mo:↑re?
155. (0.3)

Slot 5 Moving out of crying 
156. D Mmh. °tsk° .hh Have you been doing any o↑ther
157. sordev things↑ tuhh uhm damage yourself in any
158. wa:y↑?
159. (0.4)
160. P °N[uh°.

Slot 5 Moving out of Crying (Reframed) 
Slot 2 Display of Orientation and Response to Crying (Recycled) 

161. D [°no:° ↑Have you no↑ticed any other fee:lings
162. that might be, (0.4) °oka:y.°
163. (.)
164. P .shih
165. (.)

Slot 3 Solicitation of Account (Reframed) 
166. D it’s hhard to talk- aboud i↑sn’ it?=

Slot 4 Account (Reframed) 
167. P =kHHHhh Yehh bud i[t’s goo:d,
168. D [( )
169. (0.2)
170. D °Yeah?° .hh >I know it’s really ha:rd ‘specially
171. the first time you me:et someone,<=
172. P =.hhuhuh
173. (.)
174. D yea[:h.
175. P [°Ye~hh°,
176. (0.3)

Slot 5 Moving out of Crying (Reframed) 
177. D Uhm? (0.4) Tsk >I ji↑st wondered if you’ve noticed
178. any other symptoms that might be:.< =
179. P =.HHuh=

Slot 2 Display of Orientation and Response to Crying (Recycled) 
Slot 5 Moving out of Crying (Reframed and Recycled) 

180. D =.h >it’s okay< (.) worrying you at a:ll. .hH You
181. mentioned you’re having trouble slee:ping, .h
182. (.)
183. D [[Hhow have you been feeling in general.=
184. P [[HHHHHH
185. D =What’s, wha? How’s your mood been.

The ‘activity slots’ associated with crying are not necessarily as straight 

forward as the proposed model suggests. This extract exemplifies the identification 

that one turn of talk, can be used to fill two activity slots simultaneously (i.e. lines 
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161-162 and 180-181). On the other hand, multiple reformulated (i.e. the solicitation 

of accounts lines 133, 135-136, and 140-141) actions may be used to fill one activity 

slot. The ‘slots’ identified in the earlier part of this extract (lines 110-139) appear in 

the same order used to frame the discussion of these activities. The markings of each 

of the proposed ‘activity slots’ in this extract (extract 9.1), however, clearly shows 

that the ‘slots’ associated with the crying episode may be reframed and recycled prior 

to moving on to other topics of interaction.  

This study has observed a range of activities associated with crying in 

interactions. These activities have been described as ‘slots’ which can be seen in 

various configurations in each of the interactions in these clinical and non-clinical 

data. These ‘slots’ are a useful analytic tool as they describe activities which are 

associated with crying, whilst allowing for variations in the actions used and the 

sequential order. Like Jefferson’s description of ‘sequences’, however, this model 

may be considered “weak” (Jefferson 1988: 439), as the ‘slots’ do not unfold in a 

neatly ordered sequence and may be ellipsed or recycled. Each of these interactions 

includes at least four of these activity slots, generally ‘crying’, the ‘display of 

orientation and response to crying’, ‘accounting for crying’ and ‘moving away from 

crying’. The ‘solicitation of account’ slot may be ellipsed in cases where the crying 

participants, themselves, offer an account for their crying. The regularity with which 

these proposed activities are found in these data suggests that this model adequately 

describes the strategies used by conversation participants to ‘interactionally manage’ 

crying episodes. 

9.8  Conclusions 
 

This study provides new insights for the field of CA, health communication 

and research into crying behaviour. The analysis chapters describe the ordered nature 
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of the interactional management of crying episodes in a range of settings. This study 

primarily uses CA methods, to build on the foundations of prior research into crying. 

Following the path suggested by Katz (1999), I have examined naturalistic episodes of 

emotions in action and how displays of emotion are managed in clinical training, 

clinical sessions and non-clinical interactions. These examples may inform the field of 

health communication training and offer new insights into health communication 

research.   

The use of clinical training and real clinical settings has enabled two 

outcomes, which will be of particular interest to health professionals and those who 

provide their training. First, this study has found no significant differences in the talk 

between health professionals and patients in clinical sessions and in standardised 

consultations, which have been regularly used for clinical training since the 1980s 

(Barrows 1993). This finding supports prior research, which indicates that health 

professionals behave in the same manner when consulting with standardised patients 

in training settings (Van der Vleuten et al. 1990). The second outcome is that this 

study has provided examples and descriptions of how real health professionals interact 

with clients and simulated patients when they cry.  

Previously, health communication texts have offered little, if any, information 

to health professionals advising on effective communication with patients when they 

display emotions. Most of the advice provided in these texts is prescriptive, relying on 

the health professionals’ prior understanding of notions such as ‘empathy’ and require 

them to understand what it is to respond “sensitively” (Lloyd and Bor 1996) and 

‘appropriately’ (Myerscough 1989). Chapter 2 discusses the movement in health 

professions to more holistic, biopsychosocial care, looking after patients’ social and 

mental health in addition to their physical health. Chapter 2 also refers to studies and 
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diagnostic tests, which indicate that frequent crying is often seen by health 

professionals as a symptom of a mental health issue, particularly for issues such as 

depression or anxiety. A recent study released by the Australian Institute of Health 

and Welfare (2005) has indicated that 11 per cent of patients attending Australian 

General Practice consultations between 2000 and 2004 presented with mental health 

issues. This finding underlines the importance of practitioners’ ability to interact with 

being patients who display emotions. As other  researchers have noted during research 

on talk in clinical settings, “CA offered a way of examining and describing the actions 

of counsellors and their clients (or medical practitioners and patients), in much more 

precise ways than more traditional qualitative or quantitative approaches could have 

provided” (Peräkylä 2004: 165). These descriptions presented in this study may 

provide trainees and practicing professionals with ‘vicarious experience’, which may 

be applied within their own clinical sessions.    

The study of emotion is a relatively new area within sociology. This 

examination has foundations in constructionism, using research into the sociology of 

emotion, such as Harré (1986) to discuss this particular display of emotion as a social 

phenomenon. My study explicates how conversation participants produce crying 

episodes and create the relevance of these displays in situ. It has focussed on the ways 

crying is produced and ‘talked into being’ in a variety of settings. Whilst crying is 

only one of a multitude of ways in which emotions may be displayed, the excerpts 

examined indicate that tears can express a range of emotions, from anguish70 to 

frustration71. Although there have been no examples in these data, crying may also be 

used to express joy and pride. Crying is an observable display of emotion, which can 

be seen and heard by conversation participants and analysts alike. The variability and 

 
70 see Medical Training Consultations AB, BB and CB 
71 see Medical training consultation BG, Counselling Session Consultation 1 and Big Brother Data 1 
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recognisability of crying is a facet of its social nature. These reasons show why crying 

is a fruitful resource for the analysis of how emotions are constructed in social life.  

Chapter 2 indicates that much of the research into crying has been performed 

at a medical, physiological or philosophical level. With the notable exception of 

Hepburn’s (2004) research into ‘features of crying’, there has been no examination of 

crying in situ. The shortfall of research in this area means that there is little known 

and much to be known about how crying actually occurs. In addition to further 

research on the production of crying, this study provides innovative examinations into 

the activities surrounding crying in talk. The proposed activity slots not only offer an 

order for the examination into the interactional activities associated with crying 

episodes, but also a foundation for further examination into this field.  

This is a multi-faceted and multi-disciplinary study, examining areas of social 

interaction and health communication that have not been previously researched in this 

way. This study has woven together threads from CA, Membership Categorisation 

Analysis, Sociology, Discursive Psychology and health communication research to 

produce detailed examinations of crying in talk. It would not be possible to provide 

exhaustive research into this multi-faceted area, yet this study has indicates that the 

detailed examination of the management of crying in talk is possible and of practical 

use in a range of fields. The references made to health communication indicate the 

importance of this type of research in the fields of medicine and counselling as it may 

provide insight for health professionals into how they do, and can, interact with 

patients who cry. The inclusion of non-clinical data has further shown that it is not 

only health professionals who interact with people while they are crying. This is a 

social action which can and does take place in innumerable social settings. Crying and 

talking with another who is crying, is something that each of us, as social beings, is 
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required to do. Crying is an important and under-researched area of everyday social 

life.  
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