
Parent-Provider Communication and Parental Satisfaction with
Care of Children with Psychosocial Problems*,†

Chantelle Nobile Harta, Kelly J. Kelleherb, Dennis Drotarc, and Sarah Hudson Scholled

a Department of Psychology, Case Western Reserve University

b Pediatrics, The Ohio State University and Columbus Children's Research Institute

c Pediatrics, Case Western Reserve University School of Medicine

d National Committee on Quality Assurance

Abstract
Objective: The objective of the present paper was to determine the association between parent-
provider communication and parent ratings of satisfaction and quality of care for a group of parents
of children identified with a psychosocial problem.

Methods: A sample of 804 parents of children with psychosocial concerns enrolled in the Child
Behavior Study (CBS) was used for the present analyses. As part of the CBS, parents of children
with psychosocial problems answered questions that assessed parent-provider communication and
parent ratings of satisfaction and quality of care.

Results: Overall, parents reported good communication with their child's provider. Eighty-two
percent of parents were very satisfied with the care received and 68% reported a very high quality
of care. Parent-provider communication (e.g., collaboration and mutual understanding) was strongly
related to parental reports of both satisfaction and quality of care.

Conclusions: Parent-provider communication is an important correlate of parental report of
satisfaction and quality of care. Involvement of parents in the treatment planning process was
particularly important in determining satisfaction and quality ratings within this sample.

Practice Implications: When working with families with identified psychosocial concerns, the
use of collaboration and an empathic style by providers may enhance the quality of care parents
report receiving from their primary care clinicians.
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1. Introduction
Psychosocial issues are increasingly identified in primary care settings [1] with up to 22% of
children presenting to primary care offices screening positive for psychosocial problems.[2]
Most children with psychosocial concerns are seen in primary care settings [3] with only a
small percentage being seen by mental health specialists.[4] Primary care is one of the major
pathways through which individuals gain access to mental health services[5] with pediatricians
playing an important role in the early identification of psychosocial concerns.[6] Such early
identification not only has clear implications for treatment in childhood, but also may be critical
for the prevention of adult psychopathology.[6] Pediatricians are in a unique position to
promote the psychosocial well being of children.

Despite the increasing prevalence of identified psychosocial concerns in primary care and the
advantageous position of pediatricians to identify, refer, and/or treat their patients, encounters
involving discussion of psychosocial concerns are often frustrating for pediatricians due to a
lack of time and insufficient training.[4;7-11] Furthermore, there is some evidence that
providers avoid or discourage parental disclosure of psychosocial concerns, [12] which may
affect parents' willingness to discuss such concerns in future visits.[13] In fact, parents are
often hesitant to discuss psychosocial concerns with their child's pediatrician. [5,9,14] Only
half of parents who either have psychosocial concerns or a child with a psychiatric diagnosis
disclose these concerns to their child's pediatrician.[9,14] Thus, encounters with families who
have psychosocial concerns may be characterized by ineffective communication, family
dissatisfaction with care received, and lesser quality of services provided to the child.

In an attempt to enhance management of psychosocial concerns in primary care settings, it has
been suggested that pediatricians employ key skills from empirically supported parenting
programs.[15] Among those effective strategies are the use of a collaborative approach with
families to identify their concerns regarding behavioral and psychosocial issues, providing
empathy for the concerns raised, and praising families for accomplishments and efforts towards
helping their children.[15] These recommendations are consistent with a patient-centered
approach to care, which has been increasingly supported by medical experts as a means to
improve the quality of care provided to patients.[16-17] It is also consistent with the American
Academy of Pediatrics' promotion of the medical home (i.e., providing family-centered care).
[18-20]

Although research with adults has supported a patient-centered approach to care as being
associated with a number of positive treatment outcomes [17,21-24], fewer studies have
assessed the use of these skills with pediatric populations. Recent work with children suggests
that a patient-centered approach [25], and more specifically, use of interpersonal
communication skills such as empathy, praise and collaboration [26-28] are associated with
positive outcomes as well. It may be particularly important to assess this communication style
with families with psychosocial concerns given that these families represent a growing segment
of the patients seen by pediatricians [1], these encounters may be at increased risk for
ineffective parent-provider communication [5,9,12-14], and there are new recommendations
that pediatricians employ collaboration, empathy, and praise with families when addressing
psychosocial concerns.[15]

The present investigation asked: How do parents of children with psychosocial problems
perceive their child's provider's interpersonal communication skills? Secondly, are parents'
perceptions of providers' communication skills associated with ratings of satisfaction and
quality of care? This paper will build upon previous research by assessing the association
between communication and parents' perceptions of satisfaction/quality in a national sample
of families identified in primary care settings with psychosocial concerns. Given supporting
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theory [29-31] and existing empirical evidence,[25] it was hypothesized that most parents
would feel positively about their child's provider, and that practitioners' increased use of
empathy, concern, and collaboration would be associated with higher ratings of satisfaction
and quality of care.

2. Methods
2.1. Sites and settings

The present investigation is based on the data collected in the Child Behavior Study (CBS),
which was conducted in two large primary care research networks, the Pediatric Research in
Office Settings (PROS) and the Ambulatory Sentinel Practice Network (ASPN) as well as two
regional networks, the Wisconsin Research Network (WReN) and the Minnesota Academy of
Family Physicians Network (MAFPN) from 1995 to 1997. The CBS included 401 clinicians
in 43 states, Puerto Rico, and 4 Canadian provinces. Participants in the CBS are similar to both
national samples of private, office-based practices as well as a random sample of primary care
pediatricians from the American Academy of Pediatrics (AAP) on characteristics such as age,
gender, routine screenings conducted, services provided, and time spent with patients
[32-36]. Recruitment of clinicians into the CBS has been described fully elsewhere.[37]

2.2. Sample
Each participating clinician in the CBS enrolled a consecutive sample of approximately 55
children aged 4 to 15 years presenting for non-emergent care (i.e., No patients in such extremis
were reported to the study team.) with a parent or primary caretaker. A total of 24,183 children
were eligible for the CBS; 22,059 (91%) children participated. Of the 24,183 children who
were eligible for the study, 516 (2.1%) were not enrolled due to staff oversight, 1,243 (5.1%)
refused to participate, and 308 (1.3%) dropped out of the study. No differences were found
between participating and nonparticipating children by age and gender. Clinician discipline,
practice population size, percentage of managed care patients, and clinician attitudes toward
mental health treatment did not influence family participation rates. However, geographic
region was associated with an increase in enrollment of eligible participants (i.e., those
clinicians located in the South and West enrolled more eligible participants). Of the 22,059
children enrolled in the CBS, an additional 994 (4.5%) were excluded due to inadequate or
missing data, resulting in a study sample of 21,065 (87.1%) children.

The present investigation focused on a subsample of children within the CBS who were
identified by their clinician as having a psychosocial problem. Psychosocial problems were
defined as any psychological symptoms, mental health disorders, or social situations
warranting attention or intervention.[1] Pediatricians were asked the following question to
identify a psychosocial concern: “Is there a new, ongoing, or recurrent psychosocial problem
present?” A total of 3,934 children were noted to have psychosocial problems by their primary
care clinicians. Because the purpose of the parent study (CBS) was to examine the role of
insurance status on pediatric care, especially for minority youth, a stratified sequential sample
(N = 1,970) based on insurance status and race was employed to obtain follow-up data. This
allowed for an over-sampling of Hispanic, African American and uninsured children. Of the
1,970 families sampled, 1,354 (69%) were successfully contacted and enrolled in the follow-
up.

Children were excluded from the present investigation if they were not seen by their primary
care clinician and if the same adult respondent did not complete the questionnaires at baseline
and follow-up. Thus, 804 families were included in the present analyses.
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2.3. Procedures
Institutional review boards affiliated with PROS, ASPN and the University of Pittsburgh
approved procedures and consent forms for the CBS. Consenting parents (or primary caregiver)
completed a questionnaire while waiting to see the clinician. The clinician did not see the
completed Parent Questionnaire. After the office visit, the clinician completed a survey about
the encounter, documenting whether a new, ongoing, or recurrent psychosocial problem was
present. Patient insurance, reason for the visit, and information regarding management of
psychosocial problems were also collected.

At six months post-enrollment, a follow-up questionnaire was mailed to participating parents
of children identified with a psychosocial problem. Parents completed questions regarding their
child's grades in school, psychosocial symptoms, physical health and health care utilization
during the six months between enrollment and follow-up, as well as questions regarding
communication with their child's physician and ratings of satisfaction and quality of care
received. Questions regarding communication and satisfaction/quality focused on parents'
perceptions of the overall care provided.

2.4. Measures
2.4.1. Demographic information—The following demographic data were collected from
parents: patient race, age, and gender, parental education, and marital status. Parental education
was defined as the highest level of education of either parent; marital status was dichotomized
as married versus all others. Additional demographic data that were collected include whether
the child always sees the same doctor, the child's overall health status, the season of the year
that the data was collected, and region of country where patient resides.

2.4.2. Parent-provider communication—Communication was assessed with four
questions similar to those used in a previous investigation [38]: 1) “Do the doctors/clinicians
ask you about your ideas and opinions when they are planning care for this child?”; 2) “Do the
doctors/clinicians ever ask if you can manage things when this child is sick?”; 3) “How often
do you think the doctor/clinician understands what you say or ask?”; and 4) “How often are
your questions to the doctor/clinician answered in ways that you understand?” Participants
rated each question on a 5-point Likert-type scale ranging from “never” to “always”. Parents
could also indicate “not sure/don't know” in response to these questions.

Communication variables were negatively skewed (i.e., most parents reported that their
pediatricians “always” communicated well). Therefore, for analytic purposes, responses to the
four communication variables were redefined as “always” versus all other responses.

2.4.3. Ratings of satisfaction and parent-reported quality of care—Parent
satisfaction with health care was assessed with the following question, “Overall, how satisfied
are you with the care you have received from your child's usual doctor/clinician?” Respondents
used a 3-point Likert-type scale ranging from “not very satisfied” to “very satisfied”; parents
could also indicate “not sure/don't know”. Quality of care was assessed with the following
question, “How would you rate the quality of care you have received from your child's usual
clinician?” Respondents used a 4-point Likert-type scale ranging from “very low” to “very
high”. Due to skewed response rates (i.e., most parents rated satisfaction and quality as very
high) satisfaction and quality of care variables were dichotomized (i.e., “very satisfied” and
“very high” versus all other responses) for analyses.

2.5. Data analyses
First, frequency distributions were assessed to determine the relative levels of parent-reported
communication, satisfaction, and quality of care. Next, χ2 tests were used to determine if there
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was an overall relationship between parent-provider communication and satisfaction and
quality ratings. Finally, logistic regressions (using the redefined dichotomous satisfaction and
quality of care variables) were conducted to examine the relationship between demographic
variables, parent-provider communication, and parental satisfaction and perceived quality of
care.

3. Results
3.1. Sample characteristics

Table 1 presents the sample characteristics. Children within this sample were predominantly
healthy, Caucasian males. Mean age of children within this sample was approximately 8 years.
Parents within this sample were predominantly not married and had at least a high school
education.

3.2. Parent-reported communication and ratings of satisfaction and quality of care
Parents reported good overall communication with their child's primary care practitioner
(PCP). Seventy-one percent of parents always understood their child's PCP, while only 1%
reported that they rarely or never understood him or her. Similarly, 61% of parents reported
that their child's PCP always understood them, while 44% of parents reported that their child's
PCP always asked their opinions regarding care. However, only 20% of parents reported that
their child's PCP always asked if they could manage things when their child was sick.

Parent ratings of satisfaction and quality of care were both very high in this sample. Eighty-
two percent of parents indicated that they were very satisfied with the care they received from
their child's usual PCP and 68% reported that the quality of care received was very high.

3.3 Relationship between communication and satisfaction/quality ratings
When the communication was good between parents and PCPs, parents more often report being
“very satisfied” with the care they receive and rated the quality of care as “very high” (see
Table 2). This was particularly true when the PCP asked for the parent's ideas when planning
care for their child. Parents are very satisfied with care 98% of the time when the PCP asked
for their ideas compared to 71% when not asked. They are also more likely to rate the quality
of care received as very high when they were asked for their ideas (91% when asked vs. 51%
when not asked).

3.4. Multivariate analyses
Due to a restriction of range on one communication variable (i.e., almost none of the parents
whose PCPs asked them about planning care were less than “very satisfied” with care),
including all of the four communication variables in one logistic regression was not possible.
For this reason, analyses to determine satisfaction with care were limited to those parents who
reported that the PCP did not ask for their ideas in the planning process. By limiting the sample
in this way, the relative impact of the three remaining communication variables could be
assessed. Results of this logistic regression are presented in Table 3. Both parents who reported
that their PCP always answers in ways they understand and parents who reported their PCP
always understands them were three times more likely to report being very satisfied with care
(Odds Ratio [OR] = 3.0, p < .0001 and OR = 2.7, p < .001, respectively). Furthermore, parents
who lived in the western region of the U.S. were three times more likely to be satisfied with
care (OR = 3.1, p < .02). No other variables were significantly related to satisfaction.

Results of the logistic regression predicting very high quality of care ratings are presented in
Table 4. Each of the four communication variables was a significant predictor of high quality
of care ratings. When the PCP asked parents for their ideas in the planning process, parents
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were nearly 4 times more likely to rate the quality of care as very high (OR = 3.97, p < .0001).
Similarly, when the PCP always asked parents if they were managing (OR = 2.65, p < .01),
the doctor always answers in ways parents understand (OR = 2.53, p < .0001), and the doctor
always understands what the parent is saying (OR = 2.58, p < .0001), parents were nearly 3
times more likely to rate the quality of care as very high. No other variable was significantly
related to quality ratings.

4. Discussion and Conclusions
4.1. Discussion

Although a number of barriers exist for effective parent-provider communication regarding
psychosocial issues,[4-5] the present findings suggest that many parents of children with
psychosocial concerns perceive their child's provider as communicating effectively with them.
Consistent with previous studies that practitioners' displays of interest and attention when
listening to parents are associated with parental disclosure of psychosocial concerns,[8,39] the
use of effective communication skills such as collaboration, mutual understanding, and
provider concern are associated with additional parental perceptions of positive outcomes of
care in the present study. This finding is encouraging given that many pediatricians
acknowledge difficulties addressing psychosocial concerns in pediatric practice.[4,7] Thus,
even if pediatricians feel less comfortable addressing such concerns with families, parents feel
more satisfied with care and rate care more positively when clinicians incorporate these
interpersonal communication skills. Active communication skills such as probing about
families' coping skills may have a strong impact on parents' perceptions of care.

These findings may provide some insight into potentially effective strategies for working with
families seeking help for children with a psychosocial concern. One recent study found that
43% of discussions regarding psychosocial issues between parents and providers contained a
discouraging response from the provider.[12] This may be due, at least in part, to pediatrician
discomfort with discussing such topics.[12] However, as in general pediatric practice,[25-26]
if pediatricians collaborate with families with children with psychosocial concerns,
communicate in such a way so that parents can understand them, and convey to families that
they understand their concerns, satisfaction with care will be high. Thus training pediatricians
in the use of interpersonal communication skills may help to decrease the number of
discouraging responses and create an atmosphere where families feel more comfortable
disclosing psychosocial concerns.

Of particular importance for high satisfaction is collaborating with families during the
treatment planning process. Those parents who were asked for their ideas in the treatment
planning process were almost unanimously “very satisfied” with the care received and were 4
times more likely than those parents not involved to rate the quality of care as very high. The
importance of effective collaboration or partnership with families was first identified by the
pioneering work of Korsch and colleagues [40-41]. The use of collaboration is associated with
a number of positive treatment outcomes.[17,42] These include increased satisfaction with
care,[21,42-43] increased understanding and recall of information provided,[21] improved
emotional health, and decreased utilization of medical care.[22] Collaboration with patients
and families can lead to a deeper appreciation of the larger context in which the presenting
problem is occurring and may aid in eliciting patients' concerns by helping to establish greater
rapport.[43]

In addition to collaboration, clear understanding between parent and practitioner also played
a role in determining parental report of satisfaction with care and ratings of high quality care.
Interestingly, whether or not parents felt understood by their child's provider was just as
predictive of high satisfaction and quality ratings as whether or not parents understood what
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their child's provider was saying to them. This underscores the importance of an empathic
approach to care when working with families with a child who has a psychosocial concern. In
fact, both research [25-26] and theory [29-31] support the association between empathy and
positive treatment outcomes. For example, adult patients' perceptions of physician empathy
are associated with greater patient satisfaction, increased self-efficacy, and reduced emotional
distress [44] as well as with patient enablement and positive changes in health outcomes (i.e.,
increased symptom resolution).[45] Expressions of interest and warmth are associated with
quality of care ratings in adult primary care settings.[46] Thus, findings from the present study
as well as results from previous research suggest that conveying to families a deeper
appreciation for the concerns they bring to the primary care encounter may enhance families'
perceptions of the quality of care received.

Finally, region of the country influenced parent report of satisfaction with care. Families from
the West region of the United States were three times more likely than those from the South
to rate their satisfaction as very high. Families in the West are less likely to receive psychotropic
medications and more likely to have access to mental health services than those in the South,
although the causes of these relationships are beyond the scope of our data.

Results of this study should be understood in light of a few qualifications. First, results are
based on parent perception of communication. While parental perceptions of communication
are certainly important for understanding the parent-provider relationship and outcomes of
care, the addition of objective measures of parent-provider communication would further
enhance our understanding of the association between communication and satisfaction ratings.
Second, the methods used to obtain communication, satisfaction and quality ratings are limited.
Only one item each was used to assess satisfaction and quality ratings while four questions
were used to assess parents' perceptions of provider communication. Future investigations
would benefit from more comprehensive assessments of communication and ratings of
satisfaction and quality of care. Also, ratings of communication, satisfaction, and quality of
care were taken at the same time point, which was six months following enrollment into the
CBS. Still, this study is important because it focuses on a large sample of families with children
with psychosocial problems and the impact of communication items on overall satisfaction and
quality ratings is impressive.

4.2. Conclusion
Parents of children with psychosocial concerns who feel that their child's physician asks for
their ideas about care, inquires about how families are managing, and communicates clearly
are more likely to be satisfied with the overall care received and to rate the quality of care
provided as higher. Collaboration, empathy and two-way communication are important
behaviors for physicians caring for children with psychosocial problems.

4.3. Practice Implications
Primary care practitioners should be cognizant of the importance of collaborating with parents
of children with psychosocial concerns regarding treatment decisions, inquiring about how
families are managing, speaking in language that is easily understood by parents, and
conveying to parents that they are attentively listening to and understanding what parents are
communicating to them. Increased attention to training in and use of interpersonal
communication skills when working with such families may lead to improved outcomes of
care. Efforts to incentivize primary care practitioners to gain these skills and to demonstrate
them should be incorporated into pay-for-performance and other bonus programs.

I confirm all patient/personal identifiers have been removed or disguised so that the patients/
persons described are not identifiable and cannot be identified through the details of the story.
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Table 1
Description of the sample of children with psychosocial problems (N=804)

Characteristic N (%) / Mean (SD)

Average age 8.8 (3.2)
Child is male 528 (65.7%)
Child is white 674 (83.8%)
Child's health is fair or poor 54 (6.7%)
Parents are married and living together 306 (38.1%)
Highest level of parent education
     High school diploma or less 195 (24.3%)
     Some college or college/technical degree 455 (56.6%)
     Graduate/professional degree 154 (19.1%)
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Table 2
Relationship Between Parent-Perceived Communication and Parent-Reported Satisfaction and Quality of Care
(N=804)

Parent is very satisfied
with care from usual

doctor*

Parent rates quality of
care from usual doctor

very high*

Doctor always asks for parent's ideas when
planning care
   Yes 97.7% 90.8%
   No 70.8% 51.4%
Doctor always asks if parent can manage
when child is sick
   Yes 96.8% 94.2%
   No 78.6% 62.0%
Doctor always understands what parent
says
   Yes 93.6% 84.1%
   No 64.8% 43.6%
Doctor always answers in ways parent
understands
   Yes 91.8% 81.1%
   No 59.3% 36.4%

*
All p-values < .0001
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Table 3
Logistic Regression Predicting Satisfaction with Care Among Parents Who were not Asked for Ideas when
Planning Care (N=433)

Variable Odds Ratio p-value

Doctor always asks if parent can manage when child is sick 0.7 .6
Doctor always understands what parent says 2.7 .0007
Doctor always answers in ways parent understands 3.0 <.0001
Child's age 1.0 .7
Child is male 1.2 .5
Child is white 1.2 .5
Parental education (referent: graduate/professional degree)
     High school or less 0.9 .8
     Some college or college degree 1.0 .1
Child's overall health is fair or poor 0.7 .4
Child always sees same doctor 1.1 .6
Season (referent: Summer)
     Winter 1.4 .3
     Autumn 0.8 .5
     Spring 0.9 .7
Region (referent: South)
     Midwest 1.5 .2
     West 3.1 .02
     Northeast 1.6 .1
Early patient 0.9 .7
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Table 4
Logistic Regression Predicting Quality of Care (N=772*)

Variable Odds Ratio p-value

Doctor always asks for parent's ideas when planning care 3.97 <.0001
Doctor always asks if parent is managing 2.65 .01
Doctor always understands what parent says 2.58 <.0001
Doctor always answers in ways parent understands 2.53 <.0001
Child's age 1.02 .5
Child is male 1.06 .8
Child is white 1.13 .6
Parental education (referent: graduate/professional degree)
     High school or less 1.18 .5
     Some college or college degree 1.46 .2
Child's overall health is fair or poor 0.91 .8
Child always sees same doctor 1.20 .4
Season (referent: Summer)
     Winter 1.04 .9
     Autumn 1.18 .5
     Spring 0.79 .4
Region (referent: South)
     Midwest 1.03 .9
     West 1.32 .4
     Northeast 1.24 .4
Early patient 0.93 .7

*
N=772 owing to missing values

Patient Educ Couns. Author manuscript; available in PMC 2008 October 1.


