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A B S T R A C T

Objective: To understand how and when patients initiate additional concerns in general surgery visits.
Methods: 175 video-recorded visits of a general surgery practice in rural Texas were collected, coded, and
analyzed using Conversation analysis.
Results: Patients initiated 377 additional concerns, with 2 or more concerns raised in 80 visits, and 1
concern raised in 37 visits. Three methods of initiation were identified: fitted-to-topic (66%), fitted-to-
activity (14%), and disjunctive (20%). Sixty percent of patient-initiated concerns occurred i) before the
physical examination, compared to 14% after the physical exam, and ii) in pre-operative visits.
Conclusions: In contrast to the research on acute, primary care visits, patients in general surgery visits do
not wait to present “door knob concerns.” Instead, patients in general surgery visits are more likely to
initiate concerns early in the visit. Patients most frequently find and create opportunities to introduce
new concerns by fitting them to the ongoing talk or activity.
Practice implications: Physicians should spend more time on the physical exam, as this phase creates a
unique opportunity for patients to initiate concerns.

© 2018 Published by Elsevier B.V.
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1. Introduction

Studies of physician-patient interaction in acute primary care
clinic visits have described patients as having “restricted rights” to
participate in their care, holding the interactional floor only during
the initial problem presentation phase of the visit and subse-
quently deferring to physicians to lead them through the
remainder (and majority) of the visit [1–4]. Raising any concern
is an imposing action [5,6], in that it not only contradicts the
default “one visit, one problem” orientation [4,7–11], but also
requires physicians to stop the activity-at-hand and deal with a
new issue. Patients, however, often do have concerns that extend
beyond the reason for the visit [7,12,13], and these concerns are
most likely to get discussed (if ever) after the primary concern has
been resolved and at the end of the visit [8,14–16].

Most work on physician-patient communication still assumes
the acute, primary care “one-problem-one visit” framework, and
most efforts to decrease patients’ unmet concerns focus on
physician behavior and how they should best work to solicit
additional concerns from patients [9,10,17,18]. Unmet concerns are
problematic because they can escalate patient anxiety, impair
treatment, necessitate additional medical visits, and damage
physician-patient relationships [7]. Patient-initiated additional
concerns are defined as medical problems [1,11] that are prima
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facie unrelated to the main reason for the visit (the focal concern)
and are presented as new topics, raised by patients on their own
initiative, and are ongoing concerns.

This study sheds new light on patient involvement and
enterprise by focusing on patient behavior and is novel in
describing the specific methods patients use to initiate additional
concerns. The results of this study help fill these knowledge gaps
and develop efforts to increase patient involvement and physician
awareness of patient behavior with the goal of preventing unmet
concerns.

2. Methods

2.1. The data

The data used are part of an ongoing longitudinal observational
study of medical encounters from a rural Texas general surgery
private practice, with all three surgeons participating in the study.
All patients are asked to participate by the receptionist when they
check-in, and only those who understand and sign the written
consent forms are enrolled (minors are eligible with guardian
consent). Once patients consent to participate, their visits are video
recorded, as well as subsequent visits. These patients are seen in an
exam room that has a wall-mounted video camera, which allows
filming with no additional person present. A nurse activates the
camera prior to the visit in order to capture its entirety, and the
length of visits range from 10 minutes to 1.5 hours. The
onal concerns in general surgery visits, Patient Educ Couns (2018),
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Table 1
Distribution of patients and additional concerns by type of procedure and surgeon.

Total
patients (concerns)

Dr. Allen Dr. Sosa Dr. Gupta

Cholecystectomy 7 (45) 4 (37) 2 (5) 1 (3)
Hernia Repair 6 (25) 4 (21) 1 (1) 1 (3)
Colonoscopy 49 (307) 33 (259) 7 (20) 9 (28)
Total 62 (377) 41 (317) 10 (26) 11 (34)

1 There is a larger volume of Dr. Allen patients participating in this study overall,
which is reflective of Dr. Allen being the only full-time surgeon in this practice
during 2013-2015.
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institutional review board approved this study and names are
changed to maintain anonymity.

In order to control for the wide variety of reasons patients visit
general surgeons, this study analyzes data from patients who
underwent cholecystectomies, hernia repairs, or colonoscopies
and who had both pre- and post-operative visits recorded between
June 2013-June 2015. These visits were identified as such by
reviewing the clinic’s scheduling system that describes the reason
for the visit.

2.2. Data analysis

This study is a longitudinal observation study in which office
visits were videotaped. The videos were analyzed using the
method of Conversation analysis (CA), in which cases of a recurring
interactional practice are analyzed for their sequential organiza-
tion, design, and social action [19]. As a method, CA takes into
account what was said, how it was designed, and who the
participants are to one another in order to understand how
knowledge is transferred and social relationships are built and
maintained on a turn-by-turn basis. CA is uniquely adept at
analyzing the sequential organization of talk and the social actions
implemented in each turn-at-talk, and thus has been used in a
variety of studies focused on physician-patient communication
and interventions [7,20–23].

The author chose to collect data in an understudied setting and
specialty, and it wasn’t until reviewing approximately 50 visits that
the theme of additional concerns emerged as a phenomenon to
further investigate, since after initial observation these patients
seemed to raise them earlier and more frequently than described in
urban, primary care visits [8,15,16,24,25]. After establishing a
concrete focus, the author systematically coded visits for patient-
initiated additional concerns and transcribed the relevant talk [26].
Drawing from CA findings of how interlocutors shift or sustain
topics in ordinary talk [27–29], the author used these practices to
understand how patients present additional concerns. After
reviewing 75 cases, the author had developed a list of pertinent
initiation practices (or methods) patients use, and then applied
(and verified) this coding schema by examining a further 300 cases.
The author also developed a new visit organization structure
specific to general surgery visits to describe when patients initiate
after realizing early in the coding process that the acute, primary
care phase structure was not applicable (discussed in Section 3.3).

The excerpts shown in this study are representative of recurrent
patterns found in the collection and were selected as illustrative
examples of each method patients use to broach additional
concerns.

2.3. Coding

The author identified and coded all instances of patient-
initiated additional concerns in the 175 visits reviewed. To assess
the accuracy of the coding, a research assistant independently
coded a random sample of 15% of all patient-initiated additional
concerns for method-type, reaching a very high level of agreement
with the initial coder. Because these visits can last from 10 minutes
to 1.5 hours, only the author coded for the phase-and treatment
levels of the visit (described in Section 3.3), as that required
reviewing entire visits and (2+) visits per patient.

3. Results

3.1. Incidence of concerns

A total of 377 patient-initiated additional concerns were
identified across 85 pre-operative and 90 post-operative visits
Please cite this article in press as: A.E.C. White, Patient-initiated additi
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(175 total visits). Two or more additional concerns were raised in
80 visits, one concern in 37, and none in 58. Only 3 of the 62
qualifying patients did not raise a single additional concern in any
of their visits. The mean patient age was 63 years (range 23–89),
and the distribution of patients by race and gender were 89%
(Caucasian), 6% (African American), 5% (Latino) and 44% female.
Table 1 shows the distribution of patients and additional concerns
by procedure and surgeon.1

3.2. How patients initiate concerns

Patients were found to launch additional concerns with three
observable methods at the sequence level of interaction: Fitted-to-
topic, Fitted-to-activity, and Disjunctive.

3.2.1. Fitted-to-topic method
In fitted-to-topic initiations, patients “fit” their additional

concern to a topic already in progress. Patients use practices such
as step-wise transition or back-linking techniques [27–29] to
introduce additional concerns as related to preceding talk. Patients
initiated concerns predominantly with this method (two-thirds of
the time). As Sacks [30] explained, there is a preference for
contiguity in talk, and this norm seemingly applies to this
institutional setting as well.

The excerpt in Fig. 1 occurs in the first minute of a 21-minute
visit. Ms. Franklin is an African American patient in her mid-sixties,
is overdue for her next colonoscopy, and has a family history of
colon cancer. Dr. Sosa is flipping through her paper medical chart to
ascertain the date of Ms. Franklin’s previous colonoscopy when she
initiates the topic of another past procedure he also performed, an
umbilical hernia repair (line 5). She connects this additional
concern onto the topic of things for him to look for while searching.

Ms. Franklin initiates her additional concern with a preliminary
question [31] in lines 5–6, which not only draws Dr. Sosa’s
attention to this topic but links her hernia repair to the topic of
previous procedures he performed. By framing her question with
“Do you remember”, she poetically ties this turn-at-talk with Dr.
Sosa’s previous musing, “That’s why we may have forgot those
years” [32]. What at first may appear on the surface-level to be just
a request for information and is initially treated as such by Dr. Sosa
in lines 7–9, later becomes evident as a preface to her launching of
an additional concern, “Because it came back.” (line 12).

Ms. Franklin “fits” this additional concern right on top of the
topic under discussion. As a patient, she has the interactional
burden of not only bringing up an additional concern, but she also
must contend with the delicacies of broaching a topic that might be
interpreted by Dr. Sosa as a dissatisfaction with his skills as a
surgeon. Using a preliminary question is a common practice for
speakers broaching delicate topics [31], but the unmitigated
assertion, “Because it came back.”, does not appear to perform
much face-saving work for the surgeon. Dr. Sosa’s elongated
onal concerns in general surgery visits, Patient Educ Couns (2018),
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Fig. 1. Hernia (the initial lines of patient initiations are bolded in all excerpts).
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request for confirmation, “It d:id,” with a sing-songsy tone of
surprise (but not of disbelief) treats the patient’s claim as valid.
Because hernia recurrence rates can be as high as 28% [33]
depending on the exact procedure technique and patient physique
[34], Dr. Sosa probably is unsurprised that Ms. Franklin, a heavy set
woman, has a hernia recurrence. Ms. Franklin’s laughter in line 15
before her confirming “Y:eah” may work as backing off of her
strong stance in her previous turn [35] since Dr. Sosa did not react
to it as a problematic assertion.

3.2.2. Fitted-to-activity method
In fitted-to-activity concerns, patients initiate additional

concerns by capitalizing on ongoing activities related to a specific
body part. Nearly all of these concerns are raised during the
physical examination. Patients can legitimize drawing attention to
an area of their body since the contingency placed on the surgeon
to assess it is at its smallest [cf. [36]] and does not break from the
activity-at-hand [cf [37]].

The excerpt in Fig. 2 is an example of a fitted-to-activity
initiation that occurs near the end of the physical examination, 6
minutes into an 11-minute visit. Mr. Hall is a Caucasian patient in
his late-fifties and is scheduled to discuss the results of his recent
colonoscopy procedure. Dr. Allen instructs him to sit up (line 1),
and while his legs are still outstretched and close to Dr. Allen, Mr.
Hall introduces an additional concern about his shins being red. He
draws in Dr. Allen’s attention by pushing down his socks and lifting
his pant legs to reveal his shins. Mr. Hall launches a preliminary
sequence, “I wanted to ask you.” which indicates that what he is
about to ask is a “delicate matter” [31], perhaps that he is the type
of person who worries about red shins [cf. [3]]. In addition, while
Dr. Allen has signaled that the examination is over by telling him to
sit up (line 1), Mr. Hall resists this closure in order to create an
opportunity for his shins to be evaluated.

Mr. Hall manages to keep open the physical examination and
takes advantage of this moment to “fit” his additional concern to
this ongoing activity. It appears that Mr. Hall evaluates this
Fig. 2. Red

Please cite this article in press as: A.E.C. White, Patient-initiated additi
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moment as an opportune time to do so, and rather than waiting to
be asked if he has another concern (an uncertain future event
[10,38]), he takes the initiative. By alerting Dr. Allen to an incoming
question [31] with, “I wanted to ask you.”, he first secures the
surgeon’s go-ahead (line 3) before sharing his concern. By the time
Mr. Hall asks, “Is there any certain thing that’s causin’ that,” Dr.
Allen is already fully oriented to the activity of examining his shins
and positioned to address it. By inquiring into the cause, Mr. Hall
presupposes that Dr. Allen may be able to provide an answer. In
return, the surgeon treats the patient’s initiation as an unprob-
lematic problem presentation and further topicalizes it.

3.2.3. Disjunctive method
In contrast to the two “fitted” methods, disjunctive concerns are

raised without any attempt to link the additional concern to what
came before. Instead, patients can in first-position initiate a
“disjunctive” concern, which is neither connected at the sequential
level to previous turns-at-talk [cf. [39]] nor current physical
activities. Thus, the disjunctive method is a high stakes and
agentive move by patients since it is a complete departure from the
ongoing interaction, as seen in the next example.

Mr. Carter, a Caucasian patient in his early-seventies, is in to
hear the results of his recent colonoscopy and endoscopy from Dr.
Allen. They are discussing the cause of his esophageal difficulty (18
minutes into a 34-minute visit), when Mr. Carter abruptly shifts to
a new topic with “Anyway” (line 4) and explains that this
additional concern is relevant (even though unrelated), because Dr.
Allen is a “surgeon” and he “couldn’t get another (.) surgeon (.) to
take a look”. He makes a pre-request (line 7) to bridge into the
additional concern, which is a potential complication from a back
surgery performed by an orthopedic surgeon in another practice
(Fig. 3).

Mr. Carter appears to be an assertive patient throughout the
visit. He mentioned disliking Dr. Sosa previously in the visit
(transcript not shown), which likely puts Dr. Allen on guard.
Furthermore, by explicitly categorizing Dr. Allen with “You’re a
 shins.

onal concerns in general surgery visits, Patient Educ Couns (2018),
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Fig. 3. Fluid build-up.
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surgeon[t]”, which on the surface-level looks like an informing but
in practice provides no new news and falls outside the patient’s
epistemic domain to proclaim, Mr. Carter performs “altercasting”
work, which is the act of casting someone into a role in an attempt
to manipulate the situation [40]. This turn-at-talk, coupled with
placing his hand on Dr. Allen’s knee, are assertive moves Mr. Carter
deploys to take charge of how this sequence will unfold. Moreover,
Mr. Carter stands up when articulating the pre-request “I want you
to look at something” and makes his back visible to Dr. Allen by
lifting his shirt. This physical manipulation of his body increases
the pressure for this concern to be taken up, as does the explicit
request for information (line 19) [41,42].

3.2.4. Distribution by method
Overall the fitted-to-topic method is the most prevalent

method (66%) patients use when initiating additional concerns.
This underscores the importance of talk in medical encounters.

It is not just the information that gets transferred during these
conversations, but it is the act of talking itself that facilitates more
opportunity spaces that patients can find purchase to launch their
additional concerns. Furthermore, by patients working to link their
concerns to the ongoing talk or activity shows that patients, even
though actively seeking help for concerns outside of the reason for
the visit, are still oriented to this act of initiating as a delicate
practice. Thus, by using the fitted methods patients have a resource
to assert themselves while showing deference to their patient role
and acknowledging their additional concern as something extra.

A limitation of the fitted-to-activity method is that the
additional concern needs to connect to a physical activity or part
of the body in order to be made relevant. Concerns that can be
physically evaluated (e.g., sore throats, cysts) lend themselves well
to this method, but concerns that are not associated with one part
of the body or are more internal in nature (e.g., mental health
disorders, diabetes) cannot be initiated with this method, and may
account for it being the least prevalent (Table 2).
Table 2
Distribution of additional concerns by method.

Definition of method 

Fitted-to-topic Patients initiate additional concern by “fitting” their add
Fitted-to-activity Patients initiate additional concern by “fitting” their add
Disjunctive Patients initiate additional concern without any attempt
Total 

Please cite this article in press as: A.E.C. White, Patient-initiated additi
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3.3. When patients initiate

3.3.1. Defining the organization of general surgery visits
While the 6-part phase-structure of an acute primary care visit

[11] is structured around finding a diagnosis and providing a
treatment plan, this is not always the objective in other medical
encounters. Therefore, an applicable organization structure for
these surgery data was established to better describe their
organization. The common denominator found in all 175 visits
was the physical examination—be it for diagnostic purposes, pre-
surgical inspections, or post-operative healing assessments—and
thus the author selected it as the relative anchor for a new 3-part
phase-structure for general surgery visits (Fig. 4).

3.3.2. Visit-level distribution
Table 3 shows the distribution of initiation method by visit- and

treatment-phase in order to investigate whether a relationship
exists between how and when patients initiate additional concerns.

While patients in acute primary care visits typically initiate
additional concerns after the focal concern is resolved and during
the closing phase of the visit [8,15,16,24,25], additional concern
initiations pattern differently in general surgery visits. In fact, the
pre-physical phase of surgery visits was the most likely phase that
patients initiated additional concerns, while the post-physical
phase was the least likely phase for additional concerns to be
initiated.

Table 3 also reveals that the fitted-to-topic method was used
74% of the time during the initial, pre-physical phase. This large
rate of fitted-to-topic initiations found early in the visits appears to
show that patients are actively monitoring the interaction from its
onset and are quickly finding opportunities to transition into their
additional concerns. The disjunctive method (while more evenly
dispersed across the phases), also was used the majority of the
time in the early phase of the visits. Thus, patients are
demonstrating a strong level of initiative, not waiting until the
Instances, n (%)

itional concern to a topic already in progress. 250 (66)
itional concern to an activity already in progress. 51 (14)

 to link the additional concern to what came before. 76 (20)
377

onal concerns in general surgery visits, Patient Educ Couns (2018),
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Fig. 4. Visit-phases for surgery visits.

Table 3
Distribution of initiation method by visit- and treatment- phase.

Pre-physical, n (%) Physical, n (%) Post-physical, n (%) Total Pre-operative, n (%) Post-operative, n (%) Total

Fitted-to-topic 186 (74) 27 (11) 37 (15) 250 143 (57) 107 (43) 250
Fitted-to-activity 0 (0) 49 (96) 2 (4) 51 40 (78) 11 (22) 51
Disjunctive 41 (54) 20 (26) 15 (20) 76 43 (57) 33 (43) 76
Total 227 (60) 96 (26) 52 (14) 377 226 (60) 151 (40) 377
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end of the visit to raise “door knob” or “by the way” [14,15]
concerns, nor are patients taking the backseat in the interaction,
waiting for their surgeon to directly ask them if they have
additional concerns.

The fitted-to-activity concerns were raised almost exclusively
during the physical examination (96%). This reveals the unique
character of this phase and its value beyond diagnostic or
assessment work. Indeed, the time spent touching and maneuver-
ing patients’ bodies opens up an opportunity space for patients to
raise concerns that they might not have felt comfortable bringing
up otherwise.

3.3.3. Pre-operative vs. Post-operative distribution
Context is vital to understanding the environment from which a

turn-at-talk is produced, and just as it is important to situate
additional concerns at the phase-level of treatment, it is also useful
to understand where this concern occurs in the overall trajectory of
care. As Table 3 above shows, patients raise concerns more often
during pre-operative visits than in post-operative visits, with 60%
of total patient-initiated concerns being raised in pre-operative
visits. Just as patients were more likely to raise concerns early in
the visit, it appears this trend continues at the treatment level as
well.

The fitted-to-topic and disjunctive method share an equal
distribution across all visits and are slightly more likely to occur
(57% vs. 43%) during pre-operative visits. Notably, the fitted-to-
activity method is much more likely to occur during pre-operative
visits, which we know from the previous section almost exclusively
occurs during the physical examination phase. Further exploration
of how physical examinations vary during the pre-operative vs.
post-operative visits may reveal why patients are more likely to
initiate additional concerns in one over another.

4. Discussion and conclusion

4.1. Discussion

Heritage and Robinson [3] describe the patient’s dilemma in
presenting focal concerns during the problem presentation phase
Please cite this article in press as: A.E.C. White, Patient-initiated additi
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of acute primary care visits as a “balance between being
sufficiently attentive to one’s symptoms while not excessively
concerned about them” [103]. Thus, even when there is a
delineated phase for raising focal concerns, it can be a delicate
undertaking, and therefore it is unsurprising that raising additional
concerns (in primary care visits) were relatively infrequent and
occurred late in the visit [8,15,16,24,25].

For the present study that focuses specifically on additional
concern presentations, which do not have a set phase (in any type
of medical encounter) to be addressed, the stakes for patients to
initiate them are that much higher. Not only are patients
introducing a new topic that might not otherwise be discussed,
they are also potentially deviating from the visit’s progress.
Presumably, surgery patients are faced with the same interactional
dilemma as primary care patients in having to introduce a new
topic into a set visit-structure that orients around a single concern.
However, the frequency and location of additional concern
initiations in surgery visits pattern differently, occurring earlier
(60% in pre-physical phase) and more frequently (67% of visits > 1).
One explanation for this difference in patient behavior may be that
since surgery patients already have one legitimate reason for the
visit (a pre- or post-operative consultation), they may feel more
comfortable raising additional concerns. The higher rate of
initiations in pre-operative visits may also suggest that patients
take the initiative to make surgeons aware of other concerns before
undergoing a procedure, in case it is pertinent information.

This study underscores the importance of studying medical
encounters across specialties, as diverse contexts can lead to
different outcomes, as illustrated here between acute primary
visits and general surgery visits. Future research in other
specialties and geographic locations is needed to broaden our
understanding of patient initiating behavior, as different initiating
patterns may necessitate different strategies in preventing unmet
concerns and setting the agenda.

4.2. Limitations

Because this study was conducted in a single general surgery
practice in rural Texas, the results may not be generalizable to
onal concerns in general surgery visits, Patient Educ Couns (2018),
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different populations of physicians and patients in different
geographic locations or to other medical subspecialties. It is also
possible that under non-videotaped visits, patients displayed
different behavior than captured in this study.

4.3. Conclusions

By using video-recorded data to analyze how patients introduce
additional concerns, this study reveals how patients actively
monitor the visit’s progress, finding and creating opportunities to
initiate new topics on their own volition. Working to fit an
additional concern to the interaction or ongoing activity can help
patients come across as not too demanding or hyper-vigilant, but
as active participants who help decide how their visits unfold.
Thus, patients have already devised resources on how to get
additional concerns on the table while also orienting to the norms
of their patient role and visit organization, revealing them as more
capable in steering interactions with physicians than previous
research has given them credit for.

While these findings are based in a general surgery setting, they
may be pertinent to ourunderstanding of patient initiations in
others settings as well. Patients can be active co-participants in
their care and together with their physician, help create
collaborative visits that can address multiple concerns. Thus, this
study’s aim has been to systematically describe the methods
(fitted-to-topic, fitted-to-activity, disjunctive) patients use to
initiate additional concerns and delineate when in the visit
(pre-physical, physical examination, post-physical) or treatment
(pre- or post-operative) they occur in order to make physicians
more aware of initiations that may get overlooked and remain
unmet, inform future research on patient empowerment and
agenda setting, and highlight the necessity of studying diverse
settings in patient communication study designs.

4.4. Practice implications

In contrast to acute, primary care findings in which patients
frequently present disjunctive-type “door knob presentations” at
the end of the visit, this study shows that different types of medical
encounters have distinct initiation patterns, and that surgery
patients are more likely to fit concerns within the talk or activity
and do so early on in the visit. Thus, physicians should pay careful
attention from the onset of specialty visits, as patients are already
searching for opportunities to share additional concerns and are
not waiting to be asked about them or for their focal concern to
first be finalized.

Secondly, patients initiated nearly a quarter of additional
concerns during the physical examination phase. Research has
shown that physicians spend less time examining and touching
their patients and instead rely more on technology, radiological
results, and laboratory reports to base their patient assessments
[43]. Dr. Abraham Verghese [44] refers to the physical examination
as a dying art form, and patients report physicians who fail to
examine, as failing to care about them [43]. This study illuminates
why patients may feel that something is missing from their visits
when physicians do not examine them—they lose not only the
diagnostic value of this practice, but patients also lose access to one
of their methods (the fitted-to-activity) to raise additional
concerns. Given this documented benefit of the physical examina-
tion, physicians and medical educators may wish to devote more
time to this phase of the visit.

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

Symbols used in the transcription of speech follow the
conventions laid out in Jefferson [18].

The most frequently used symbols appear below.
?, . Punctuation is designed to capture intonation, not grammar:

Question mark for fully rising terminal intonation; comma for
slightly rising ‘continuing’ terminal intonation; period for fully
falling terminal intonation.

[ Left-side brackets indicate where overlapping talk (or other
behavior) begins.

] Right-side brackets indicate where overlapping talk (or other
behavior) ends (if detectable).

(0.5) Periods of silence, in seconds. The example here indicates a half-
second silence.

(.) ‘Micropause’ (i.e. a silence less than two-tenths of a second).
: Lengthening of the segment just preceding, proportional to the

number of colons.
wor- A dash indicates an abrupt cut off, usually a glottal stop.
word Underlining indicates stress or emphasis.
= ‘Latching’ between lines or turn-constructional units (i.e. no silence

between them).
hh. hh Hearable aspiration, proportional to the number of h’s. If preceded by

a period, the aspiration is an in-breath. Aspiration internal to a word
(e.g. laughter, sighing) is enclosed in parentheses.

() Talk too obscure to transcribe. Words or letters inside such
parentheses indicate a best estimate of what is being said.

((looks)) Transcriptionist’s comments (e.g. for non-vocal behavior).
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