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Let the Kid Speak: Dynamics of Triadic Medical Interactions Involving Pediatric 
Patients
Brandon Q. Tran a, Madeline M. Mendozaa, Sunil K. Sainib, and Kate Sweeny a

aDepartment of Psychology, University of California; bDivision of Basic and Clinical Immunology, University of California

ABSTRACT
Communication in healthcare represents the complex interplay between multiple individual and con-
textual factors unfolding over the course of the medical encounter. Despite significant improvements in 
patient-centered care delivery, studies of health communication typically focus exclusively on clinical 
interactions between adult patients and their clinicians. Much less is known about non-dyadic interac-
tions, such as pediatric triads involving a child patient and accompanying parent. Understanding the 
dynamics of triadic pediatric healthcare communication is the first step toward evaluating and ultimately 
optimizing these healthcare interactions. Thus, we undertook a mixed-method analysis of 28 audio- 
recorded triadic medical interactions between healthcare providers, pediatric asthma and allergy patients, 
and their parents to explore the prevalence of various features of these interactions. Our findings point to 
mechanisms through which healthcare providers and parents may facilitate or hinder children’s involve-
ment in their own asthma and allergy care, including interruptions, unclarified technical medical lan-
guage, the flow of information exchange, and the formation of dyadic conversational partnerships 
(coalitions) between providers and parents. Our analyses further reveal that children’s participation during 
their medical visits was minimal (13% of the interaction). Providers in our sample elicited input directly 
from pediatric patients more often than from parents, though the difference was small. Taken together, 
these findings provide a foundation on which to develop training and communication interventions to 
ensure that children have a voice in their medical care.

In 2019, more than 5.1 million children struggled with asthma, 
affecting 7% of all U.S. children, consistent with the prevalence 
of allergies and hay fever recorded in 2018 (Center for Disease 
Control and Prevention, 2021a, 2021b). Asthma and allergies 
typically emerge during childhood and manifest as long-term 
conditions, with most treatments focused on symptom man-
agement and prevention rather than curing disease (Center for 
Disease Control and Prevention, 2021b). Treatment for asthma 
and allergies often begins under pediatric care, with effective 
communication between child patients and providers serving 
as the foundation for long-term care continuity, patient self- 
efficacy, and disease management (Butz et al., 2007; DiMatteo, 
2004; Sleath et al., 2011). The present study utilizes an explora-
tory approach to document communication dynamics within 
a small but rich dataset of pediatric triads receiving asthma and 
allergy care. Our goal was to better understand unique 
dynamics that may arise in these interactions, thus distinguish-
ing them from the typically-studied adult dyads. We document 
specific behaviors that may interfere with triadic healthcare 
communication in pediatric settings, thus updating the limited 
and outdated evidence base addressing pediatric healthcare 
interactions. We focused on asthma and allergies due to their 
relative high prevalence in children and the importance of 
children’s engagement in their care, given that medications 
and treatments are often self-administered away from home 
(e.g., at school).

Theory and research addressing the complex pathways 
through which effective health communication promotes 
desirable care outcomes tends to focus on the normative con-
text of the adult patient-provider dyad (e.g., Street et al., 2009; 
Tran, 2020). Whether the relatively well-understood dynamics 
in adult patient-provider dyads extend to medical triads is 
unknown, despite the fact that medical triads are relatively 
common – including pediatric patients accompanied by 
a parent, geriatric patients with a caretaker, or adult patients 
with a language translator (Greene & Adelman, 2013; Laidsaar- 
Powell et al., 2013; Shah et al., 2020). Contrary to communica-
tion patterns within the patient-provider dyad, interactions 
involving patient-provider-ally triads introduces a multitude 
of unique and novel factors to consider, such as the nature of 
information exchange between members of the triad and the 
potential for dyadic coalitions to form, in which a conversation 
between two members of the triad emerges and excludes the 
third member (Greene & Adelman, 2013). These interactive 
nuances are further complicated in triadic care involving 
pediatric patients, which often requires different styles of com-
munication to address varying beliefs about the roles that 
children, parents, and healthcare providers should occupy dur-
ing the medical encounter and how these roles may differ 
across pediatric age groups (see, Shah et al., 2020 for 
a review). Understanding the unique dynamics of triadic 
healthcare communication, and specifically pediatric triadic 
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communication, is a necessary first step toward optimizing 
communication in these contexts, with the ultimate goal of 
optimizing patient outcomes.

Communication efficacy in healthcare and medicine

Communication during healthcare interactions entails the 
interactive process through which patients and providers strive 
to establish rapport, exchange information about the patients’ 
unique health context and personal preferences for care, and 
then use these preferences to navigate available treatment 
options together and reach a shared decision for care moving 
forward (Callon et al., 2018; Maskrey, 2019; Tran, 2020). 
Extensive evidence has emphasized the centrality of patient- 
provider communication for the effective delivery of healthcare 
and bolstering desirable care outcomes, including patient com-
prehension, involvement in care, trust, satisfaction, and treat-
ment adherence (e.g., Miller & DiMatteo, 2020; Rodriguez & 
Pellegrini, 2019).

Despite substantial evidence touting strategies for and ben-
efits of communicating effectively, most investigations of 
healthcare interactions and patient-centered care approaches 
have considered only dynamics of the patient-provider dyad, 
or two-party interaction between healthcare provider and adult 
patient (e.g., Rathert et al., 2012; Van Liew et al., 2018; Willis & 
O’Donohue, 2018). A comparatively small amount of empirical 
work to date has considered how these dynamics unfold within 
non-dyadic care interactions, such as among medical triads. In 
contrast to the relatively straightforward nature of communi-
cation between patient-provider dyads, medical triads are rela-
tively sophisticated as participants encounter complex power 
dynamics, three-way exchanges of information, and the poten-
tial for coalitions, or distinct two-member dyads, that result in 
the exclusion of the third member (Gabe et al., 2004; Greene & 
Adelman, 2013). For the purpose of this investigation, we focus 
specifically on health communication involving pediatric triads 
in asthma and allergy care.

Interactive features within pediatric triads

Investigations of pediatric medical interactions consistently 
reveal that children’s participation in their healthcare visits is 
minimal. For example, a review of 12 studies exploring chil-
dren’s roles within triadic consultations concluded that chil-
dren’s contributions accounted for only 2–12% of the entire 
healthcare interaction, compared to upwards of 40% and 60% 
by parents and healthcare providers, respectively (Tates & 
Meeuwesen, 2001). Importantly, a study in the mid-1990s 
compared video recordings of pediatric visits from 15 years 
earlier up to current day (at that time) found that children’s 
participation in those visits had increased significantly 
(Meeuwesen & Kaptein, 1996), presumably with the advent of 
more patient-focused care. As nearly all studies of pediatric 
healthcare visits are now at least 15 years old (ranging from 
1971–2013, most published before the year 2000), the time has 
come for a new assessment.

Parents (or guardians, referred to hereafter as parents for 
simplicity) may restrict their child’s participation by speaking 
on behalf of the child or excluding the child from 

participating in treatment planning, and healthcare providers 
may also discourage the child’s involvement by directing 
questions exclusively to the parent (e.g., Carpenter et al., 
2013; Van Dulmen, 1998) or failing to use age-appropriate 
language (e.g., Tates et al., 2002; Worobey et al., 1987). 
Within pediatric triads, the tendency for parents and provi-
ders to minimize children’s participation during medical 
interactions can arise from the perception that children lack 
the competence to meaningfully contribute to discussions of 
medical care (Cahill & Papageorgiou, 2007; Coyne & Harder, 
2011). Parents and healthcare providers often serve as “gate-
keepers,” restricting the pediatric patient’s contributions to 
non-substantive inquiries (e.g., small-talk about school, jokes) 
rather than discussing instrumental topics that pertain to the 
child’s health condition or treatment plan (e.g., Coyne, 2008; 
Coyne & Gallagher, 2011; Tates & Meeuwesen, 2001). To be 
clear, parents and providers might mean well while none-
theless hampering children’s contributions to their care. 
Parents may attempt to act in (what they perceive to be) 
their child’s “best interests,” despite disrupting opportunities 
for their child to cultivate their self-efficacy and long-term 
disease management (Alexander et al., 2016; Coyne, 2008; 
Coyne & Harder, 2011).

Parents’ and providers’ concern that allowing the pediatric 
patient to contribute will detract from other goals of the med-
ical visit are likely unfounded. One study found that asthma 
consultations in which pediatric patients asked questions were 
only 4 minutes longer than visits in which the child did not ask 
questions (Sleath et al., 2011). Importantly, children’s involve-
ment during medical interactions from an early age predicts 
greater self-efficacy, motivation to manage their illness, long- 
term continuity of care, more realistic and sustainable treat-
ment plans, and better health outcomes (Dixon-Woods et al., 
1999; Gabe et al., 2004; Miller, 2018). In fact, children as young 
as two years old may be capable of participating in health 
communication, providing more relevant health information 
than their parents by age seven, self-managing their own med-
ication by age eight, and demonstrating competence similar to 
adult patients by age fourteen (Coyne & Gallagher, 2011; 
Coyne & Harder, 2011; Levetown & Committee on Bioethics, 
2008). With asthma and allergies in particular, pediatric 
patients are often capable of providing important insights 
into how their illness affects their daily life (e.g., how asthma 
restricts their ability to perform daily activities at school), 
whereas parental reports are often limited to observations 
within the household (Callery & Milnes, 2012; Callery et al., 
2003).

Taken together, existing evidence on patient-provider com-
munication during medical consultations, whether dyadic or 
triadic, reveals a sophisticated, dynamic, and multifaceted pro-
cess. Although the studies outlined above present clear evi-
dence for a lack of pediatric patients’ involvement during 
triadic medical interactions and some hints at the reasons for 
this lack of participation, little research has identified the 
specific behaviors that might discourage pediatric patients’ 
involvement during healthcare interactions. Although some 
of the studies cited above took a similar approach to ours 
(i.e., quantifying communication behavior like number and 
nature of interruptions, use of medical jargon, direction of 
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communication, etc.), such approaches are quite rare, particu-
larly in the past 20 years, and nearly nonexistent in the context 
of allergy and asthma care.

Our study utilizes an in-depth, mixed-method approach to 
explore distinct features of medical interactions involving 
pediatric patients, parents, and healthcare providers in asthma 
and allergy care – a healthcare context that is particularly 
common among pediatric patients and one in which pediatric 
patients must self-manage their illness at a fairly early age. We 
targeted a set of behaviors that emerge from the patient- 
provider communication literature broadly, and the literature 
on pediatric communication specifically, as potential causes of 
nonparticipation by pediatric patients: use of medical jargon, 
interruptions, requests for input, unsolicited feedback, and the 
formation of dyadic coalitions between members of the triad. 
We took an exploratory approach to our investigation, seeking 
to document patterns of communication within a small but 
rich dataset of triadic pediatric medical visits. Given the limited 
empirical evidence to address our other documented commu-
nication behaviors, our only a priori hypothesis was that pedia-
tric patients’ participation during the medical encounter would 
be minimal, relative to the involvement of parents and health-
care providers.

Method

Participants

A sample of two healthcare providers (one male, one female) 
and 28 of their pediatric outpatients (each accompanied by 
a parent) who were scheduled for a consultation at a pediatric 
asthma and allergy specialist center in Southern California 
between 2012 and 2013 were included in the present analyses. 
All study materials and procedures were approved by the first 
author’s university Institutional Review Board prior to data 
collection. Healthcare providers and parents provided written 
consent to participate in the study and to have their consulta-
tions audio-recorded; pediatric patients provided verbal assent. 
Pediatric patients were mostly male (75%) and ethnically 
diverse (see, Table 1 for demographics), ranging in age from 
four to eighteen (Mage = 11, SDage = 4.10), and had been 
diagnosed with asthma and/or allergies. Pediatric patients 

were accompanied by only their mother in 19 consultations 
(68%), only their father in 5 consultations (18%), and both 
parents in 4 consultations (14%). The male provider (a physi-
cian) was present in 16 interactions (57%), and the female 
provider (a nurse practitioner) was present in 12 interactions 
(43%). Participation was entirely voluntary, although pediatric 
participants were invited to select an age-appropriate toy fol-
lowing the visit.

Procedure

Pediatric patient-parent dyads were introduced to the study by 
a researcher in the waiting room, who conducted consent 
procedures and verbally guided them through a brief question-
naire assessing the pediatric patient’s demographic informa-
tion prior to the patient’s consultation with the specialist. 
Pediatric patients also completed an assessment of their com-
prehension of bodily functions that is not relevant to the 
current investigation. If the patient’s parent and provider con-
sented and the patient assented, the researcher then set up 
a recording device within the examination room that was 
programmed to record all ambient sound. Following the con-
sultation, the researcher returned to the examination room to 
collect the recorder.

Analyses

Audio-recordings of triadic pediatric consultations were tran-
scribed and analyzed by a set of three trained researchers. Once 
transcribed, each file was separated by speaker (i.e., provider, 
pediatric patient, or parent). Full transcripts were indepen-
dently analyzed by three trained coders to identify the context 
and prevalence of features of the triadic interaction and pro-
vide subjective ratings of the consultation as a whole. Coders 
were trained to extract individual phrases corresponding to 
objective features of the interaction pertinent to our study 
(i.e., technical language, interruptions, requests for input, 
unsolicited feedback, dyadic coalitions).

Features of the interaction
First, coders extracted instances of each of the five interaction 
features and, where relevant, noted the “direction” of the 
behavior (e.g., who interrupted whom). Regarding technical 
language used by providers (e.g., prednisone, Veramyst, high 
hygrometer mediating gauge), coders noted to whom the lan-
guage was directed (i.e., parent, patient, or both) and whether 
providers offered clarification of technical terms without being 
prompted or if they were prompted by the parent or patient to 
clarify their language (Table 2). For example, the healthcare 
provider (HCP) in the following excerpt introduces the term 

Table 1. Sample characteristics.

Patient characteristics (n = 28)

% female 25%
Age

Mean (SD) 11 (4.10)
Range 4 to 18
Mean (SD) male patients 11.4 (3.8)
Mean (SD) female patients 12.3 (4.9)

Ethnicity
Hispanic/Latinx 28%

Race
White/Caucasian 39%
Black/African-American 11%
Other/multiple 22%

Diagnoses
Allergies & asthma 43%
Allergies only 36%
Asthma only 14%
Not specified 7%

Table 2. Frequency and directionality of providers’ use of medical Jargon.

Jargon 
used (n)

Jargon 
clarified (n)

% of Total Jargon 
Clarified

Provider to parent 28 8 29%
Provider to pediatric patient 9 4 44%
Provider to parent and 

pediatric patient
34 19 56%

Total 71 27 43%

HEALTH COMMUNICATION 3



“bronchodilator” when discussing various treatment options 
with the parent (P), proactively clarifying that it is a medication 
that helps relax the muscles of the airway: 

“P: The Advair seems to work.

HCP: The Advair has the long-acting bronchodilator in it, okay? 
So, like the Ventolin, it’s a bronchodilator, which relaxes those 
smooth muscles that wrap around the bronchioles . . . to prevent 
the broncho-spasming and, hopefully, that will help prevent 
some of the asthma.”

Second, coders identified interruptions that occurred during 
the consultation, which were operationalized as any type of 
disruption to a speaker’s complete statement (excluding back-
channels or verbal cues of attentiveness, e.g., “mhmm”; Menz 
& Al-Roubaie, 2008), including the directionality of the inter-
ruption (i.e., who is interrupting whom) and whether the 
interruption successfully redirected the flow of conversation 
(Table 3). For example, in the following excerpt a healthcare 
provider first uses a backchannel statement (“Right”) then 
successfully interrupts the parent speaking and assuming con-
trol of the interaction: 

“P: It’s all so compacted and, you know, just . . .

HCP: Right.

P: . . . can take a long time, so I know the next 4 months are going 
to go by fast. So I- [interruption]

HCP: Stuff to do and everything, exactly, yeah. So okay, so yeah. 
So, whose idea was it to go there?

P: Well, it’s kind of like a family decision.”

Finally, coders identified the prevalence and directionality 
of information exchange, operationalized as requests for input 
(i.e., direct inquiries, such as the provider asking for the 
patient’s or parent’s opinion on a specific treatment; Table 4) 
and instances of unsolicited feedback, or how often triad mem-
bers spoke out of turn or provided some type of statement 
without being explicitly prompted to do so (e.g., parents 
answering for their child or volunteering an opinion about 
treatment; see, Table 5). For example, the following excerpt 
captures a parent requesting input from the healthcare provi-
der about medication-supplement interactions 

“P: That was one of the supplements that they said could be at 
risk on that medication. So, I was wondering does it make sense 
to check her magnesium levels first before giving it to her?

HCP: Is she supplementing magnesium regularly?

P: That’s her regular supplement, but remember we took her off 
her supplement while we’d go through the food testing.”

Coders also identified instances of unsolicited feedback. The 
following excerpt reveals a parent successfully interrupting the 
healthcare provider (coded as an interruption) and raising 
concerns without being explicitly prompted by the provider 
to do so (coded as unsolicited feedback): 

“HCP: You figured if something really, really big was discovered- 
[interruption]

P: Yeah, you would call us.

HCP: Exactly, which we definitely would have done. Um, yeah, 
everything looks good.

P: So, with her allergies, since her nose, every time I take her to the 
pediatrician for anything, you know, they do a whole check. Her 
nose is always swollen. Even when she’s been on Nasonex, so should 
she just be on it all the time, regardless? Or, I mean, how do 
I monitor when to do it? Because she doesn’t show any allergy 
symptoms.”

Subjective evaluations
Coders also provided subjective ratings of each interaction 
(Table 6). These subjective ratings were exploratory (aside from 
the percentage of the interaction attributable to each speaker), but 
we include discussion of them in the interest of thoroughness.

First, coders estimated the percentage of each interaction 
attributable to each speaker (“List the proportion of the conver-
sation attributable to the [provider/parental guardian/pediatric 
patient]”; 0–100%; for providers, ICC = .89; for parents, ICC = 
.87; for pediatric patients, ICC = .84). Second, coders completed 
a battery of ratings about each speaker’s unique contributions 

Table 3. Frequency and directionality of interruptions between triad members.

Interruptions 
(n)

Proportion of total 
interruptions (%)

Successful 
interruptions 

(%)

Provider interrupting 
parent

88 40% 74%

Provider interrupting 
pediatric patient

13 6% 70%

Parent interrupting 
provider

84 38% 75%

Parent interrupting 
pediatric patient

12 6% 91%

Pediatric patient 
interrupting 
provider

9 4% 91%

Pediatric patient 
interrupting parent

13 6% 70%

Total 219 M = 78.5% 
successful

Table 4. Frequency and directionality of requests for input between triad 
members.

Requests for input (n) % of Total requests

Provider from parent 35 27%
Provider from pediatric patient 38 30%
Parent from provider 46 36%
Parent from pediatric patient 3 2%
Pediatric patient from provider 7 5%
Pediatric patient from parent 0 0%
Total 129

Table 5. Frequency and directionality of unsolicited feedback between triad 
members.

Unsolicited feedback (n) % of total requests

Provider to parent 7 26%
Provider to pediatric patient 2 7%
Parent to provider 12 45%
Parent to pediatric patient 0 0%
Pediatric patient to provider 6 22%
Pediatric patient to parent 0 0%
Total 27
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and the consultation as a whole using a 5-point Likert- scale (1 = 
never, 5 = always). Only ratings that demonstrated high reliability 
across raters, as measured using intraclass correlations (ICC > .70, 
p < .001), are presented here. Regarding the pediatric patient, 
ratings included the extent to which the patient shared their own 
experiences (“The child shared their own experiences regarding 
their illness”; ICC = .84), seemed competent in providing medical 
information (“The child was competent and capable of providing 
relevant information to the provider”; ICC = .87), expressed 
personal goals for the visit (“The child approached the visit 
with their own agenda or interests”; ICC = .83), and seemed 
capable of administering their own medication (“The child was 
competent in administering their own medication and/or over-
seeing their own treatment”; ICC = .77).

Regarding the provider, coders indicated the extent to which 
they actively encouraged the patient to participate in the inter-
action (“The physician encouraged the child to actively partici-
pate in the conversation and decision-making process”; ICC = 
.82). Other ratings were made on a 7-point Likert scale (1 = 
strongly disagree, 7 = strongly agree) and included the extent to 
which the provider seemed to make an effort to understand the 
patient’s experience (“The physician actively considered the 
child’s contributions and subjective experience”; ICC = .76), 
addressed the patient’s concerns (“The physician was consider-
ate and addressed the child’s concerns”; ICC = .83), and focused 
on the parent’s concerns (“The physician’s communication 
efforts were focused on the parent”; ICC = .83). Regarding the 
parent, only one rating met the reliability criterion described 
above, which assessed the extent to which the parent expressed 
confidence in the child’s ability to self-administer treatment 
(“The parent was confident that the child could administer 
and oversee their own treatment”; ICC = .81).

Results

Features of interactions within pediatric triads

Technical language (Jargon)
Coders identified 71 instances of technical language (i.e., jargon) 
used by providers across the 28 interactions, with an average of 
about three jargon terms per interaction (M = 2.54, SD = 2.85). 
Providers varied in their use of jargon across interactions, with 

zero jargon terms used in eight interactions (29%) and five or 
more jargon terms in five interactions (18%), with a maximum of 
ten jargon terms used in a single interaction. When speaking to 
parents directly, providers most frequently used unclarified jar-
gon, such that fewer than 30% of jargon terms were explicitly 
clarified. When speaking to pediatric patients directly, providers 
also frequently used unclarified jargon, such that fewer than half 
of the terms were followed up with clarification. However, when 
interacting with the parent and pediatric patient together, provi-
ders clarified just over half of their technical terms (56%). On 
average, providers clarified fewer than half of all medical terms 
used (39%). Parents explicitly sought clarification from the pro-
vider on five occasions (for nasal polyp, nebulizer, Veramyst, high 
hygrometer mediating gauge, and prednisone), and a pediatric 
patient sought clarification once (for Dymista). All explicit 
requests for clarification were fulfilled by the healthcare provider.

Interruptions
A total of 219 interruptions were recorded across the interactions, 
with an average of about eight interruptions per interaction (M = 
7.96, SD = 6.34). The frequency of interruptions ranged widely 
from zero up to 21 interruptions recorded in two consultations. 
Providers most frequently interrupted parents, accounting for 
40% of all interruptions, followed by parents interrupting the 
provider (38%), providers interrupting the pediatric patient 
(6%), and parents interrupting the pediatric patient (6%). Efforts 
to interrupt another member of the triad were often successful, 
with nearly 80% of attempts resulting in a redirection of the 
conversation. Providers seemed to be particularly receptive to 
pediatric patients’ attempts to interrupt them, such that patients 
were successful in over 90% of their attempts to interrupt the 
provider.

Information exchange
A total of 156 instances of information exchange were recorded, 
129 of which entailed requests for input (M = 4.60 per interac-
tion, SD = 3.96), and 27 of which entailed instances of unsoli-
cited feedback (M = .96 per interaction, SD = 1.23). Requests for 
input were most frequently made by parents seeking input from 
the provider, accounting for 36% of all requests, followed by 
providers seeking input from pediatric patients (30%) and pro-
viders requesting input from parents (27%). Instances of provid-
ing unsolicited feedback most frequently occurred when parents 
provided feedback to the provider (45% of all instances of 
unsolicited feedback), followed by providers providing feedback 
to parents (26%) and pediatric patients providing feedback to the 
provider (22%).

Subjective evaluations of interactions between pediatric 
triads

Across consultations, physicians’ contributions accounted for 
the majority of the interactions (54%), followed by input from 
parents (33%), and relatively minimal input from pediatric 
patients (13%; see, Table 6), suggesting the emergence of dya-
dic coalitions between providers and parents. Notably, coders’ 
evaluations of pediatric patients (see, Table 6) indicate that 
children in our sample were generally perceived to be compe-
tent and capable of providing medically relevant information 

Table 6. Subjective evaluations of interaction between triad members.

Mean (SD)

Proportion (%) of interaction
Provider 53.6 (11.4)
Parent/guardian 33.2 (11.6)
Pediatric patient 13.2 (10.7)

Subjective Ratings of Pediatric Patients
“Child shared their experiences regarding illness” 2.82 (1.50)
“Child was capable of providing information to the provider” 4.83 (2.08)
“Child approached visit with their own agenda” 3.73 (1.93)
“Child was capable of administering own medication” 3.98 (2.06)

Subjective Ratings of Providers
“Encouraged the child to actively participate” 3.23 (0.94)
“Actively considered the child’s contributions” 5.22 (1.38)*
“Was considerate and addressed the child’s concerns” 5.22 (1.32)*
“Communication efforts were focused on the parent” 5.12 (1.64)*

Subjective Ratings of Parents
“Confident the child could administer their own treatment” 4.21 (1.93)*

*items assessed on a 7-point scale.
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to the clinician, self-administering medication, and even 
approaching the consultation with particular goals in mind. 
Coders’ evaluations of healthcare providers indicate minimal 
effort to directly involve the pediatric patients, instead opting 
to focus on the parent. Finally, ratings of the parents indicate 
that they seem to perceive their children as incapable or inade-
quately prepared to administer their own medications, despite 
ratings of the pediatric patients suggesting otherwise.

Discussion

The present study sought to reveal the dynamics of medical 
interactions involving pediatric triads, particularly within the 
context of asthma and allergy care. Our findings were consis-
tent with prior evidence indicating minimal participation by 
pediatric patients during medical interactions, but we also 
uncovered novel insights into potential mechanisms through 
which healthcare providers and parents may encourage (or 
discourage) children’s involvement.

With regard to technical medical language, our analysis 
revealed that healthcare providers in our sample clarified 
fewer than half of the jargon terms they used, consistent with 
prior studies of healthcare communication between adult 
patient-provider dyads (e.g., Castro et al., 2007; Farrell et al., 
2008; Shitu et al., 2018). We would note that although a few 
studies have assessed the use of technical and non-technical 
language in pediatric healthcare visits (Korsch et al., 1968; 
Worobey et al., 1987), our analysis of whether healthcare 
providers clarified their technical language is novel. One inter-
pretation of our finding is that providers in our sample may 
have treated the interaction as primarily dyadic, as evidenced 
by the fact that parent-provider interactions accounted for 
nearly 90% of consultation time in this study. Of course, adults 
vary widely in their degree of health literacy, so a failure to 
clarify complex medical terminology may affect parents’ com-
prehension during these interactions, not just pediatric 
patients’ comprehension (Paasche-Orlow & Wolf, 2007; 
Willis & O’Donohue, 2018).

Perhaps most interesting, our results indicated that nearly 
80% of all recorded interruptions were between healthcare pro-
viders and parents, providing further evidence for the emer-
gence of dyadic coalitions between parents and providers such 
that the child is relegated to the role of passive observer. The fact 
that parents and providers interrupted each other at similar 
rates also points to an interactive “tug-of-war” unfolding within 
the parent-provider coalition. Healthcare providers may use 
interruptions as a tool to divert overly talkative patients, given 
time constraints (Légaré et al., 2008; Menz & Al-Roubaie, 2008; 
Schildmeijer et al., 2018). Likewise, patients often worry about 
being a burden on their healthcare provider’s time during dya-
dic interactions (Joseph-Williams et al., 2014; Paasche-Orlow & 
Wolf, 2007; Pollard et al., 2015). Thus, parents in our sample 
may have interrupted the provider in an effort to advance the 
conversation and minimize the time burden of their child’s 
appointment (Irish & Hall, 1995). However, these good inten-
tions could backfire, as interruptions have been found to 
lengthen medical interactions (Menz & Al-Roubaie, 2008).

Finally, our analysis of information exchange during triadic 
interactions suggests that parents most frequently sought input 
from the healthcare provider, followed by the provider seeking 
information from the pediatric patient. Although the difference 
was small, the fact that providers in our sample sought input 
from the child patient more often than from the parent may 
highlight growing awareness by healthcare providers of chil-
dren’s capacity to participate in their own healthcare interac-
tions (e.g., Cahill & Papageorgiou, 2007; Levetown & 
Committee on Bioethics, 2008; Nova et al., 2005). Parents 
and providers rarely provided explicit, unsolicited feedback in 
our sample.

Taken together, our findings highlight features of healthcare 
communication that would be missed by focusing exclusively 
on patient-provider dyads. Regarding pediatric patients, our 
results update and build upon prior evidence that parents and 
healthcare providers may limit pediatric patients’ opportu-
nities to participate through the use of technical language, 
interruptions, formation of dyadic coalitions, and parents opt-
ing to speak on behalf of their child. That is, the tendency for 
children to minimally participate during healthcare interac-
tions may be due, at least in part, to parents’ and healthcare 
providers’ explicit behaviors within the interaction, guided by 
perceptions of the child and attitudes toward pediatric patients 
more generally (e.g., Butz et al., 2007; Coyne & Harder, 2011). 
These efforts may undermine the quality of pediatric patients’ 
care, as children are often the best reporter of the range of their 
health experiences (e.g., symptoms that arise at home vs. at 
school, adherence to treatment throughout their day).

Limitations and future directions

This study was guided by the empirically-derived premise that 
healthcare interactions involving adult patient-provider dyads 
are qualitatively different from consultations involving non- 
dyadic patient units, including pediatric triads. Our use of 
a multimethod approach using a small but rich dataset of real- 
world medical interactions offers a rare peek into the exam 
room during pediatric asthma and allergy appointments.

Despite this strength, the results were derived from a small 
sample of pediatric patients and parents and only two healthcare 
providers from a single medical office in Southern California that 
specializes in the treatment of allergies and asthma in children. 
We do not intend to suggest that the precise frequencies and 
ratings reported here are generalizable beyond our sample. 
Instead, our findings provide a sense of the dynamics in triadic 
pediatric medical interactions – for example, that dyadic coali-
tions tend to form between providers and parents and that 
providers frequently fail to clarify jargon even with pediatric 
patients. Although studies involving patient-provider interac-
tions are often difficult to conduct, the dearth of evidence regard-
ing triadic health communication reveal an avenue of research 
ripe for further investigation. For example, future studies of 
healthcare interactions involving pediatric triads should consider 
the role of children’s age as a moderator of behavior during the 
medical encounter (e.g., Butz et al., 2007; Greene & Adelman, 
2013). Given our relatively small sample size, it was not feasible 
to control for age in the current study or to examine age as 
a moderator in inferential analyses. Future endeavors should also 
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consider whether similar patterns of behavior replicate across 
different demographic groups, medical contexts, or diagnoses 
requiring acute versus long-term care. In addition, given the 
small sample size and wide variability in the composition of 
pediatric triads across visits,1 we were unable to account for the 
role of the gender of patients, providers, and parents. Finally, 
experimental or intervention studies can elucidate the causal 
pathways through which parents’ and providers’ behaviors bol-
ster or stymie children’s participation during healthcare visits.

Conclusion

The current study offers a rare objective analysis of the dynamics 
of healthcare interactions among pediatric patients, their parents, 
and healthcare providers. Although it may be unsurprising that 
parents and providers are the predominant contributors during 
pediatric visits, these exploratory results suggest that parents and 
providers may engage in explicit behaviors, such as interruptions 
or unsolicited feedback, that can limit opportunities for children 
to participate in their own care. Our findings provide a first step 
toward the development of interventions to encourage children’s 
productive participation in their own healthcare.

Note

1. The male physician saw 16 patients total (13 male, 3 female 
patients). Of these 16 visits, both parents were present in 3 
recorded interactions, followed by mother only in 12 interactions 
and father only in 1 interaction. The female nurse practitioner saw 
12 patients total (8 male, 4 female patients). Of these 12 visits, both 
parents were present in one recorded interaction, followed by 
mother only in 7 interactions and father only in 4 interactions.
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