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Abstract

Objective: Unexplained medical terminology impedes clinician/parent communication. We
describe jargon use in a pediatric surgical setting.

Methods: We evaluated encounters between parents of children with sleep-disordered breathing
(SDB; n=64) and otolaryngologists (n=8). Participants completed questionnaires evaluating
demographics, clinical features, and parental role in decision-making via a 4-point categorical
item. Two coders reviewed consultations for occurrence of clinician and parent utterance of
medical jargon. Descriptive statistics established a profile of jargon use, and logistic regression
evaluated associations between communication factors with jargon use.

Results: Unexplained medical jargon was common (mean total utterances per
visit=28.9,SD=19.5,Range=5-100), including SDB-specific jargon (M=8.3,SD=8.8), other
medical terminology (M=13.9,SD=12) and contextual terms (M=3.8,SD=4). Parents used jargon a
mean of 4.3 times (SD=4.6). Clinicians used more jargon in consults where they perceived parents
as having greater involvement in decision-making (OR=3.4,p<0.05) and when parents used more
jargon (OR=1.2,p<0.05).

Conclusions: Jargon use in pediatric surgical consultations is common and could serve as a
barrier to informed or shared parent decision-making. This study provides a foundation for further
research into patterns of jargon use across surgical populations.
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Practice Implications: Results will be integrated into communication training to enhance
clinician communication, foster self-awareness in language use, and create strategies to evaluate
parental understanding.

Keywords

jargon; communication; physician/patient relationship; decision-making; pediatrics;
otolaryngology; tonsillectomy

1. Introduction

Effective communication between clinicians and parents is essential for provision of quality
pediatric healthcare. The manner in which clinicians use language, including medical jargon
with which parents may be unfamiliar, has significant impact on parental understanding and,
consequently, decision-making regarding treatment. Elective surgery in children poses a
unique scenario for parental decision-making: often there is clinical equipoise, or
uncertainty as to whether or not surgical intervention results in superior outcomes compared
to observation without surgery.[1] Clear communication may improve parental knowledge
and decision quality concerning surgical intervention.

Tonsillectomy is the most common major pediatric surgical procedure in the United States,
with more than 600,000 cases performed each year. [2, 3] These surgeries are frequently
performed by pediatric otolaryngologists, who are surgeons treating disorders related to the
ear, nose, throat, and related structures of the head and neck.[4] Tonsillectomy is the primary
treatment for obstructive sleep-disordered breathing (SDB), a spectrum of sleep-related
breathing conditions ranging from snoring to obstructive sleep apnea.[2, 5] Although
tonsillectomy is an effective treatment for sleep-disordered breathing, it comes with notable
risks, including postoperative pain, hemorrhage, and respiratory risks related to anesthesia.
[6, 7] A multi-institutional randomized-controlled Childhood Adenotonsillectomy Trial
(CHAT) showed that one third to one half of children with mild-moderate sleep apnea had
resolution of symptoms without surgical intervention when assessed 7 months following
baseline.[8, 9] As such, there is clinical equipoise as to treatment alternatives for surgery or
observation, and parents harbor decision conflict for this surgery due to the lack of a
definitive treatment recommendation.[10] Clear communication may improve parental
knowledge and enable truly informed decision-making for all medical interventions.

Jargon use has not been extensively evaluated in research and to our knowledge has not been
studied in pediatric otolaryngology. This oversight is a significant shortcoming, as extensive
use of medical jargon has the potential to create meaningful barriers to conversation. Patients
who are not fluent in the English language often suffer communication barriers and poorer
quality of healthcare.[11] Similarly, jargon use has the potential to confound parents not
proficient in the language of medical terminology. Parents may experience a language
barrier when addressed with a multitude of words they do not comprehend.[12-14] As such,
it is important to consider the presence and impact of medical jargon in the clinical context.
Although not broadly studied, presence of jargon in the clinical context has been evaluated
in adult populations to a limited extent, including jargon relating to chief complaint,[12, 15]
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complex medical terminology,[16—19] use of statistics,[20] contextual jargon (lay terms with
specific meaning in the clinical context),[19] and provision of explanations.[17, 18, 21, 22]
All play a role in creating communication barriers between clinicians and families. For
example, a randomized crossover trial found that adult patients with chronic illnesses had
better understanding of their conditions when medical terminology was translated in clinical
correspondence.[22] Similarly, studies evaluating parents of children with diabetes and
chronic illnesses indicated that parents may misunderstand and resent medical jargon, and
endorsed clearer language and communication techniques to allow for parent understanding.
[23] [21] Additionally, clinician use of jargon created barriers for the clinician/parent
relationship, when parents considered use of language they could not comprehend as an
avoidance of direct conversation.[21] Jargon use persists despite findings in research
showing evidence of parents’ negative and emotional reactions to clinician jargon,[12, 24]
parental lack of understanding of complex language,[20-23, 25, 26] and parental difficulty
recalling and understanding complex medical dialogue.[27] [16-19, 24, 25] [13, 28-30] A
greater understanding of the factors associated with surgeon jargon use might facilitate
better parent-clinician communication[31] and optimize surgical decision-making. This
study seeks to describe the extent of medical jargon used by a sample of pediatric
otolaryngologists when speaking to parents. We aim to foster a greater understanding of the
factors associated with surgeon use of jargon to facilitate a movement towards improved
parent-clinician communication and optimize shared decision-making.

Methods

Johns Hopkins School of Medicine Institutional Review Board approved all study
procedures (IRB:54662).

2.1 Data Collection.

Parents were eligible for participation if their child was between the ages of 2-17,
undergoing first evaluation for sleep-disordered breathing, and had not previously undergone
surgery. Patients were identified via clinic scheduling records and parents were subsequently
contacted by telephone. Parents and clinicians completed informed consent for the study
prior to their appointment.

Consults between otolaryngologists and parents were audio-recorded and transcribed.
Parents and clinicians completed questionnaires evaluating demographic characteristics
(education, insurance) and extent of parental involvement in decision-making, via a
previously used 4-point scale ranging from low involvement (“clinician made all decisions”)
to high involvement (“parent made all decisions”).[32, 33] Clinicians completed the Ottawa
Treatment Opinion Scale, which asked clinicians to rate their treatment opinion for or
against surgery on a 10-point scale.[34] Greater ratings suggested use of tonsillectomy, and
ratings 4-6 indicated equipoise. As the majority of children examined were below the age of
assent and too young to engage in medical dialogue [n=51 (80%)<7 years; M=5.8, SD=2.5],
only parental communication and outcomes were measured. Data was collected as part of a
larger parent study on outcomes of communication and decision-making with parents of
children undergoing tonsillectomy evaluation.[35]
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Identification of jargon.

Transcripts were comprehensively reviewed prior to coding, and a scheme of jargon
classification was developed based on previous research which incorporated both contextual
and medical jargon into communication evaluations,[19] and results from the collected
transcripts (Figure 1). Researchers developed a detailed dictionary containing every
identified jargon term, classified via the coding scheme. As researchers reviewed transcripts,
new terms were discussed and added to the dictionary. Two independent coders coded,
categorized, and quantified jargon per the developed scheme and dictionary.

Definitions.—Our main focus was use of medical jargon, which was classified into three
categories: jargon related to the chief complaint (SDB), other complex medical jargon, and
contextual jargon. “Other complex jargon” (turbinate) is considered synonymous with the
phrase “medical terminology.” We also evaluated complex language (advanced vocabulary)
and 3 additional aspects of language use: statistical language, clinician provision of
explanations with jargon terms, and parent jargon use (Table 1). If a parent introduced a
jargon term without solicitation, the term was not considered to be “unexplained jargon” for
the duration of the consult, and therefore not coded. If a medical term was explained by a
clinician (“carbon dioxide, the gas we breathe out™), it was not considered to be jargon.
When considering the 15 consults that included multiple caregivers, all parental utterances
were accounted for.

Medical jargon.—Medical jargon was defined as any medical terminology which may be
unfamiliar to persons without clinical experience, including:

1 Chief complaint jargon, defined as any term identifying sleep-disordered
breathing or tonsils,

2. Medical terminology, medical terms which did not fall under the definition of
“chief complaint” (e.g. thalassemia).

3. Contextual jargon, layman terms which took on specific meanings in the clinical
context (e.g. episode).

We also identified higher-level medical terminology, which included clinician-introduced
terms considered to be more advanced (“IGG subclass™), and excluded more simple terms
(“congested”) or medication labels (“Albuterol”). Higher-level terminology applied
exclusively to clinician dialogue.

Complex language represented advanced vocabulary outside of the typical comprehension of
either <6t grade education (intermediate) or < 9t grade education (advanced). These grade
levels were determined by health literacy recommendations and previous research
determining average reading comprehension.[36, 37] Complex words were identified by two
independent coders and compared to vocabulary frequency corpuses (Advanced: 7t level
BNC-COCA,; Intermediate: GSL/AWL) to ensure they were not frequently used in the
English language.[38, 39], [40, 41] Based on previous research, complex terms were
classified as “intermediate” or “advanced” based on where they fell on the BNC-COCA
frequency corpus (Advanced:> level 7).[38]
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Statistical language was defined as clinician presentation of any statistical information (“2-
5% risk™). Statistical discourse was included as an element of language complexity because
it relies on mathematical terminology and understanding. This represents a language barrier
synonymous to that experienced with medical terminology, when information is not
provided in a manner parents can understand. In previous research, adult patients have
indicated a lack of understanding when provided with disease risk-based statistics during
medical encounters.[20] Provision of explanations included any explanation following a
jargon term, from minimal (“adenoids, block the nose”) to detailed (“the adenoids...the same
type of tissue as the tonsils, located up in the back of the nose”). Although the isolated
category of jargon with explanations is evaluated less frequently than overall jargon use,
previous research has shown that once jargon terms are explained, patient understanding
increases.[22] As such, once a jargon term was defined, it was no longer considered to be
“unexplained jargon,” and therefore further instances were not coded. Statistical language
and provision of explanations were coded exclusively for clinician dialogue.

Coding.—Two coders (AL, CW) independently and systematically reviewed transcribed
consults for each identified jargon and complex language classification. Each transcript was
coded identically; researchers made no assumptions about parents’ understanding of medical
jargon based on socioeconomic elements. All unexplained jargon terms were coded
qualitatively and confirmed by both coders and 3 clinical researchers. Coders met regularly
to confirm agreement and resolve disputes. Prior to analysis, a team of 5 researchers (3
clinical, 2 non-clinical) met to reach final consensus on the jargon dictionary and all coded
terms. Final coding was completed via the MaxDictio qualitative software,[19, 42] which
allowed coders to 1) systematically build the jargon dictionary, 2) create categorical coding
schemes for each jargon classification, 3) quantify jargon use, and 4) identify questionable
jargon terms for discussion. Quantitative analysis was conducted via Stata Statistical
Software.[43]

2.3. Quantitative analysis of jargon use.

To determine the extent of jargon use, we obtained descriptive statistics for the extent to
which jargon was used overall, and between clinicians. Kruskal-Wallis tests evaluated
variation between clinicians. Extent of jargon use reflected the number of jargon terms
uttered per consult. Medical terminology phrases (cardiac hypertension) were coded as
single utterances of jargon.

Extent of jargon use.—Primary analysis centered on descriptive statistics of the overall
extent of medical jargon use. Descriptive statistics present enumeration of the humber of
jargon terms uttered by clinicians or parents, regardless of consult length. Means, standard
deviations, medians, and ranges for medical jargon overall, and within each classification
were obtained. Because “tonsils” may be familiar to parents with prior experience, we
obtained descriptions of overall medical jargon use including and excluding chief complaint
jargon.

We also obtained descriptive summaries for other aspects contributing to complexity of
clinicians’ dialogue. This included provision of explanations, complex language, and use of
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statistics. Clinician presentation of statistics was included due to applicability to complex
mathematical language, and previous research illustrating patients” lack of comprehension of
statistical dialogue.[20]

Associations with parent behavior.—We evaluated the extent to which parental
characteristics (insurance) and behavior (perceived involvement in decision-making)
predicted degree to which clinicians used jargon during encounters. Distribution of jargon
use fit neither a normal nor Poisson distribution. Ordered logistic regression was performed
using an ordinal classification of jargon, to approximate a normal distribution.[44] Logistic
regression accounted for possible confounding factors (identity of clinician, parent
education, patient insurance) and evaluated prediction of parent involvement (parent use of
jargon and decision-making role). Patients had low decision complexity if they had no sleep
apnea, or had severe sleep apnea.

3. Results

3.1.

Participant characteristics

Participants consisted of 64 parents of children with sleep-disordered breathing or enlarged
tonsils and 8 surgical otolaryngologists. Of the 149 eligible families who were approached
for participation, 64 (43%) agreed to participate. All 8 otolaryngologists approached agreed
to participate. Clinician participants consisted of 4 pediatric otolaryngologists, 2 pediatric
otolaryngology fellows, 1 pediatric otolaryngology nurse practitioner, and 1 general
otolaryngologist (Table 2). Consults were conducted at 3 outpatient clinical sites affiliated
with the medical institution (Primary Campus Urban-based Outpatient Center, n=35;
Suburban Offsite Pediatric Otolaryngology clinic, n=18, Community Medical Center, n=11).
The majority of parent participants were mothers (59/64, 91%) and had public insurance
(39/64, 61%). A small proportion (14/64; 23%) had low annual income (<20,000) and had
not attended college (15/64, 24%). Race of parents was largely white (39/64, 62%) and
African-American (25/64, 39%). While 10 (16%) had elected to consult with
otolaryngologists on their own, 54 (84%) were referred to the clinics by their pediatrician.
Clinicians reported equipoise in 11 (18%) consults, but leaned towards tonsillectomy in 35
(58%), and watchful waiting in 14 (23%).

3.2. Use of jargon and complex language

Medical jargon.—Preliminary inter-rater agreement for jargon occurrence was 74.3%, and
final consensus of coded jargon met 100% agreement. Medical jargon was used consistently
and varied by clinician (Figure 2), as Kruskal-Wallis tests for all medical jargon (=13.9, p=.
016), and jargon excluding chief complaint (=16.2, p=.006) confirmed. The clinician with
greatest jargon use uttered a mean of 40.2 (SD=26.7) terms per consult; the clinician with
lowest use uttered 17.9 (SD=10.1).

Overall, clinicians uttered a mean of 28.9 medical jargon terms per consult (SD=19.5,
Med=25.5, R=5-100), or 17.6 (SD=14.5, Med=13, R=1-72) excluding chief complaint.
Chief complaint jargon (apnea, tonsils) accounted for a mean of 8.3 terms per consult
(SD=8.8, Med=6, R=0-38), medical terminology (thalassemia) accounted for 13.9(SD=12,
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Med=10, R=1-56), and contextual jargon (episode) accounted for 3.75 (SD=4, Med=2,
R=0-16). 55 (85.9%) clinicians explained at least one medical jargon term, offering a mean
of 2.9 explanations per consult (SD=2.3). Higher-level medical terminology (IGG subclass,
ciliary) were identified less often (M=5.1, SD=5.1, R=0-26) than less complex terms (e.g.,
steroid; M=8.8, SD=8.4, R=0-42).

Complex language.—Intermediate complex language (> 6! grade level) (hospitalize,
elevate) was used consistently, with a mean of 5.1 (SD=5) per consult. Advanced complex
language (cusp, caveat) was used sparingly (M=0.4, SD=.8); clinicians did not use any
advanced terms during 46 encounters (71.9%). Clinicians introduced statistics at least once
in 34 (53.1%) of the 64 consults (“a 2-5% risk of bleeding™), and used statistics multiple
times when discussing treatment in 15 consults (23.4%). Cumulative use of statistics did not
significantly vary by clinicians (x = 6.6, p=.08).

Parent use of jargon.—A minority of parents (n=13; 20.3%) introduced one jargon term
during consultation with clinician, and 30 (46.8%) introduced at least two terms (e.g.,
tonsils, Albuterol). Parents introduced a mean of 2.4 (SD=2.8) terms per consult, and
repeated terms clinicians had introduced 1.8 (SD=2.5) times. Overall use was infrequent;
Across 64 consults, parents uttered a total of 250 terms, as compared to 1,912 clinician
frequency.

3.3. Associations with clinician use of medical jargon

Parent involvement.—Clinician participants mainly believed that parents either wanted
them to make most treatment decisions (n=23 consults, 37.7%), or share decision-making
(n=31, 51.8%). Clinicians believed parents desired them to make all decisions in 6 consults
(9.8%). Clinicians believed parents wished to make all decisions in only 1 consult (1.6%).

Associations with clinician jargon use.—Ordered logistic regression of medical
jargon revealed that clinicians were more likely to use jargon when they perceived parents as
having greater involvement in final decision-making (OR=3.5, p=.019) and when parents
used more jargon (OR=1.2, p=.023). Full regression results predicting use of jargon
categories (e.g., medical terminology, contextual jargon) are presented in Table 4.

4. Discussion and Conclusions

This study is the first to describe common use of jargon and complex language in a pediatric
otolaryngology or surgical setting. Our results reflect those of prior studies emphasizing
jargon in other adult medical fields, including osteoarthritic[45], rheumatologic,[45, 46]
diabetic,[16, 25] gynecologic,[26] and oncologic[17, 20] clinical settings. Similar to
previous research, chief complaint jargon and other medical terminology are used across
consults in pediatric otolaryngology, regardless of parental characteristics.[17, 18] Clinicians
used more jargon when they believed that parents were more involved in decision-making.
This finding presents implications for parental understanding and satisfaction, particularly as
clinicians have been shown to overestimate parents’ ability to recall medical terminology.
[47]
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4.1 Discussion

Previous studies have consistently demonstrated the adverse effects of clinicians using
jargon with parents. These effects include parental or patient difficulty comprehending the
information relayed,[12, 23] patients perceiving clinicians as avoidant,[12, 21] and patients
feeling excluded from care decisions.[48] For example, in one study, in regards to clinician
explanation of pulmonary nodules, adult patients articulated negative effects of jargon use on
their comprehension (“Don’t hide nothing...tell me the truth, tell me in my language, so /
understand what you’re saying”).[12] In another study, lower-literate parents undergoing
diabetes education were confused by jargon, desired simple language, and often used terms
incorrectly, indicating a lack of comprehension.[23] In a pediatric study, parents perceived
pediatricians’ use of medical jargon as avoidance of directly providing parents with
information, when clinicians used more complicated language that parents may be unable to
question directly. They also indicated that use of more simple language would increase their
understanding ( “Often the parents have to guess what they mean. They often avoid the
answer...by using very specialist words™).[21] Parents considered jargon use as intentional
use of incomprehensible language in order to avoid discussing difficult information,[21] or
addressing the patient’s concerns.[12] Not only do parents have negative reactions to jargon,
many demonstrate lack of comprehension of clinician language.[21, 23, 45] Furthermore,
when multiple clinicians examine a patient concurrently in the same encounter (e.g., medical
doctor and nurse practitioner), they have a tendency to use exclusionary jargon terms with
each other when discussing clinical status in front of the patient,[48] impacting the
opportunity for shared decision-making. Given evidence of negative parental reactions to
jargon, and dissonance between clinicians’ perception and patients’ experience, our findings
have implications for practice. Clarification of medical terminology may improve parent
satisfaction, informed consent, and decision-making. It may alleviate parental anxiety,
dissatisfaction, and suboptimal clinical outcomes occurring when parents are unclear about
pre- and post-surgical care recommendations.

While there is great emphasis in research and practice on application of shared decision-
making in pediatric care, specific lexical content of clinician discourse has been of minimal
focus.[49, 50] Findings from our logistic regression indicate that clinician jargon use may be
prompted by perception of parent understanding rather than parental demographic
characteristics. These data present an opportunity for clinicians to improve communication
by recognizing their own potential bias in perceptions of parents’ level of comprehension
and maintaining awareness of language use.

The importance of this opportunity for improvement is supported by the possibility that
clinicians may overestimate parents’ understanding.[47] For example, within our sample,
parent use of jargon such as “tonsil” may originate from experience with specific terms
based on pediatric visits, as opposed to overall medical knowledge. The relatively small
number of parent-uttered terms compared to clinician-uttered terms (250 v 1,912) is also
notable, as perceptions may be drawn from a small sample of dialogue. If clinicians
misinterpret parental dialogue and adapt their language to use more terminology, parents
may experience negative care experiences including unfavorable views of the clinician[12]
and improper comprehension of medical information.[21, 23] Conversely, when clinicians
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explain jargon terms, patients experience better outcomes and greater understanding.[22]
Despite the less extensive distribution of parental jargon use, clinicians were more likely to
increase medical jargon use when consulting with parents who used jargon themselves.
Therefore, even a small amount of parental jargon use has the potential to influence clinician
communication. By maintaining awareness of the pitfalls of relying on subjective
perceptions of parental involvement and ability, clinicians may improve communication with
parents and foster an environment of shared decision-making.

We found that the degree of clinician jargon use was predicted by degree of parental jargon
use consistently, both overall and within isolated categories. However, the same cannot be
said for clinician perception of parental involvement, which predicted degree of clinician
jargon use only when examining the full distribution of terms (anesthesiologist, IGG
subclass; n=1912), and the less-commonly used contextual jargon (e.g., episode, candidate;
n=272). Specific results of these differentiations are presented in Table 4. This distinction
bears further examination with a larger and more diverse sample, and could be accounted for
by a variety of factors. The isolation of different jargon categories necessarily limits range of
data (e.g., chief complaint: M=8.8, R=0-38; overall: M=28.9, R=5-100). Furthermore,
differences between contextual and medical terminology may also originate from the
foundation of language use: Clinicians may consider medical jargon to be concrete and
necessary (there is one word for “adenoids”). Contextual jargon terms are more nebulous
and easier to rephrase. For example, the sentence “the tonsils are part of the immune system,
but taking them out doesn’t compromise you,” could potentially be rephrased “even though
the tonsils are part of the immune system, taking them out won’t harm you.” While “tonsils”
and “immune system” are definitive names, the contextual term “compromise” is more
flexible. Therefore, contextual jargon may be more likely to be used when clinicians
perceive parents as involved in the discussion and subsequently relax their dialogue style to
be more peer-associated. Unfortunately research on effects of contextual jargon use is
sparse. Further research may investigate different properties of contextual and explicit
medical language and how clinician usage of this language impacts parent experience of care
and child health outcomes.

Limitations.—There was opportunity for coder bias (over or under interpretation) in the
subjective identification of jargon. This limitation was accounted for by systematically
double-coding each consult and confirming the jargon dictionary via a team of five
researchers. Nevertheless, particular terms (e.g., adenoid) were disputed and discussed. We
note that our sample is small (N=64 parents, 8 clinicians) and lacks demographic variation
within each clinician’s practice. For example, of 8 practices, 2 included 100% public
insurance while 1 included 100% private; 4 practices were over 80% white and 2 were 100%
African-American). Additionally, we experienced significant collinearity between
characteristics such as race and insurance (Black: 95.8% public insurance; White: 39.3%
public insurance). Future research with larger samples of clinicians and a widespread
demographic distribution is needed to determine the true prevalence of jargon in pediatric
surgical care. A larger sample of contributing clinicians may increase the power of logistic
regression, particularly considering the wide variation in jargon use between clinicians.
Future research should also evaluate parental satisfaction with the manner in which
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clinicians used language, distinguishing objective jargon use from parental perception of
jargon use. For example, despite wide use of medical jargon in our sample, many parents
indicated that clinicians used medical terminology infrequently. Parental perceptions were
based on a one-item survey measure administered in conjunction with our parent study[35],
and could be accounted for by social desirability or recall factors.[16, 51] However, it may
also represent subjective differences not accounted for in present literature. An extensive
methodology measuring parental experience and satisfaction would add insight to
complement results of this study. Additionally, because clinicians and parents were aware
that their consults were audio-recorded, there is a potential for observer and social
desirability effect.[51, 52] There was not a pre-encounter measure of parent knowledge
about their child’s referral or condition. Preemptive knowledge by parents may have an
impact on their degree of jargon introduction into consults. The object of this study was to
ascertain overall extent of jargon use, or the cumulative number of terms to which parents
were exposed. Future complementary research might also compare these results to the
proportion of jargon terms based on consult length.

4.2. Conclusions

Jargon and complex language were used consistently across pediatric otolaryngology
consults, but varied between clinicians. Further, clinicians use more jargon when they
perceive parents as being more engaged in the healthcare process. Future research should
address parental satisfaction and aim to understand what causes clinicians to amplify use of
different jargon types, including perception of parental engagement or parent demographics.

4.3. Practice implications

These findings may help clinicians foster an awareness of their communication style and
language use, and its potential consequences for parents and patients. This includes the
extent to which they use difficult-to-understand terms, how they address the comprehension
of parents and patients, and their self-awareness when making assumptions about parental
understanding based on their involvement in decision-making.

Results from this study will be integrated into communication training. This training will
seek to enhance clinician communication and interactions with parents, foster clinician self-
awareness in language choice and use, and create strategies to systematically evaluate
parental understanding of clinical communication.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Medical Jargon Use by Clinician
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Figure 2: Use of medical jargon: Between-clinician variation
Overall medical jargon use, and jargon use by category
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Definitions of jargon categorization
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Category

Medical Jargon, chief-
complaint

Medical Terminology

Explained jargon
Contextual Jargon

Complex Ianguagel

Statistical language

Definition

Jargon relating to chief complaint

Jargon relating to medical terms other than SDB/AT

Jargon terms explained by clinician

Laymen terms which take on a different meaning in
the clinical context

Words that may be outside of the vocabulary of a
lower- literate parent

Use of statistical results

Examples

tonsils, tonsillectomy, sleep apnea

High level: GG subclass, laryngomalacia, medial
meniscus

Low level: steroid spray, carbon dioxide
“carbon dioxide, which is the gas we breath out”
“CPAP, which is a breathing machine at nighttime”

significant, candidate, quality of life

Intermediate: prone, symmetric labile
Advanced: cusp, copious, caveat
“Getting tonsils and adenoids out will cure 80%”

“risk of post-op bleeding, in 2-5% of kids”

Jlntermediate complex language was defined as words > 6th grade vocabulary. It was determined subjectively by two independent coders and

confirmed via the GSL/AWL (General Service List/Academic Word List). Advanced (high-level) complex language was defined as words > 9th
grade comprehension. These terms were classified as advanced vocabulary if they were > 7th level of the BNC- COCA (British National Corpus
and Corpus of Contemporary American English) word frequency list.
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Table 2:

Clinician characteristics (N = 8)

Characteristic Clinician, N =8[n (%)]

Age [M (SD)] 42.9(9.2)

Race/Ethnicity
White 7(87.5)
African-American -
Asian/Japanese-American 1(12.5)

Hispanic/Latino --

Gender
Female 3(37.5)
Clinical specialty
Pediatric otolaryngologist 4 (50)
Otolaryngologist 1(12.5)
Otolaryngology fellow 2 (25)
Otolaryngology nurse practitioner 1(12.5)

Years of experience in practice

<5 years 3(37.5)
5-10 years 2(25)
10-20 years 2 (25)
>20 years 1(12.5)

Percent of pediatric patients in practice

< 25% -
25-50% 1(12.5)
50-75% -

<75% 7(87.5)

Percent of pediatric SDB patients in practice

< 25% 1(12.5)
25-50% 5 (62.5)
50-75% 2(25)
>75% -
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Parent characteristics (N = 64)

Characteristic

Parent, N = 64 [n (%)]

Age [M (SD)]
Race/Ethnicity
White
African-American
Hispanic
Other
Gender
Female
Male
Insurance
Private
Public
Other/Prefer not to say
Income
< 20,000
20,000 - 79,999
>80,000
Education
< high school
High school degree

Bachelor’s degree

Graduate/Professional degree

Other/Prefer not to say

Clinical Equipoise

Equipoise

Towards watchful waiting

Towards tonsillectomy

33.4 (6.4)

30 (46.9)
25 (39.1)
5(7.8)
4(6.3)

58 (90.6)
6 (9.4)

22 (34.4)
39 (60.9)
3(4.7)

14 (22.9)
27 (44.23)
20 (32.8)

3(4.7)
35 (54.7)
16 (25)
9(14.1)
1(1.6)

14 (23.3)
11 (18.3)
35 (58.3)
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Table 4:

Predictors of clinician use of medical jargon: Results from ordered logistic regressions

Predictor All jargon (OR, p- Without SDB/AT (OR, p- Medical terms(OR, p- Contextual (OR, p-value)
value) value) value)

Parent College-Educated 1.2,p=.8 11,p=28 1.1,p=.8 4,p=.14

Child Public Insurance .67,p=.43 .56, p =.26 .65,p=.4 .89,p=.8

Parent Jargon Use 1.2,p=.023 1.1, p=.046 12,p=.01 1.2,p =.008

Parent I nvolvement 3.5, p=.019 13,p=5 17,p=.2 34,p=.023

Parental involvement refers to the extent to which parents were involved in decision-making, dichotomized as greater involvement (parent as equal
partner or parent as sole decision-maker) or lesser involvement (little to no involvement in final decision making)
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