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Anticipatory Guidance Topics: Are More Better?

Shari L. Barkin, MD, MSHS; Benjamin Scheindlin, MD; Caroline Brown; Edward Ip, PhD;
Stacia Finch, MA; Richard C. Wasserman, MD, MPH

Objective.—Anticipatory guidance is a cornerstone of primary care pediatrics. Despite the fact that retention of
information is essential for later action, data are lacking on what parents recall immediately after the visit and 1 month
later and how the total number of topics discussed affects this outcome.

Methods.—Parents and practitioners completed postvisit surveys of anticipatory guidance topics discussed during
health-maintenance visits for children ages 2–11. Postvisit and 1 month later, parental recall was compared with provider
report of topics discussed. We examined the relationship between parental recall and the total number of topics discussed.

Results.—Families with children ages 2–11 years from across the United States participated in this study (N 5 861).
Providers reported discussing the topics of nutrition, car restraints, dental care, and reading aloud most often (72%–
93%). Concordance between parent and provider was high for all topics (72%–90%). Immediately postvisit, parents
reported 6.33 (SD 2.9) as the mean number of topics discussed while providers reported 6.9 (SD 2.7) as the mean
number of topics discussed. However, parental recall decreased significantly with more topics ($9) discussed. The same
trend existed 1 month later.

Conclusions.—Providers and parents have good agreement about topics discussed or not discussed during a well-
child visit; however, parental recall dwindles with increasing numbers of topics discussed. Rethinking well-child care
to limit the total number of topics discussed is warranted.
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Anticipatory guidance is a cornerstone of primary
care pediatrics.1–6 By providing parents with in-
formation about children’s expected development

and related safety and health promotion issues at regular
intervals, pediatricians attempt to anticipate parents’ ques-
tions, encourage effective parenting, and educate them
about preventive health. Bright Futures: Guidelines for
Health Supervision of Infants, Children, and Adolescents5

and the updated AAP Guidelines for Health Supervision
III6 emphasize the necessity of prevention goals as part of
health-supervision visits. Schuster et al found that receipt
of more anticipatory guidance topics (up to 6) increased
parental satisfaction.7 In this same study, up to a third of
parents stated that an insufficient number of topics were
addressed during the visit and that they would pay addi-
tional money for that service.7 However, data on what
anticipatory guidance topics parents recall and what prac-
titioners report being discussed at the point where accu-
racy is likely to be highest—immediately after the visit—
are lacking.
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Few studies have examined anticipatory guidance recall
comparing provider reports with those of parents.8,9 Mor-
rongiello et al and Hillier et al surveyed pediatricians and
family physicians by mail and 114 mothers of infants seen
by these practitioners by phone about child-safety issues
covered during any recent health-maintenance visit. Par-
ents and physicians largely agreed about which safety is-
sues were addressed and that parents do not often ask
questions about child safety. However, physicians reported
discussing injury prevention nearly 3 times more often
than parents recalled. Olson et al9 reported on remote re-
call of anticipatory guidance topics but provider data and
patient data were not matched and referred to a discussion
that occurred ‘‘at least once’’ during a period of time (such
as between 4 and 9 months). The authors stated that sparse
data on what is actually discussed during the visit exists.
These and other studies examined anticipatory guidance
for children ages 0–3 years.7–9

An awareness of the topics discussed at health-main-
tenance visits and the degree to which they are recalled
is a prerequisite to understanding knowledge acquisition
and later behavior change by parents and children. Prac-
titioners face the challenge of discussing a myriad of im-
portant issues ranging from carseat/seatbelt use to proper
nutrition. Additionally, many approaches exist for choos-
ing what topics to discuss, such as an age-appropriate ap-
proach, a public-health approach (reflecting epidemiology
and evidence), and a parental priority-approach. While
practitioners and parents alike agree on the importance of
the provision of this information, how much is too much?
This study asks the questions: 1) What topics are dis-
cussed during a routine office visit?; 2) To what extent do
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parents and pediatric practitioners concur immediately af-
ter a health-maintenance visit on topics discussed?; 3) To
what degree will parents recall a topic discussion 1 month
later; and 4) How does the number of topics discussed
during a visit affect recall both immediately after the visit
and 1 month later?

METHODS

Twenty-six practices participating in the Pediatric Re-
search in Office Settings (PROS), the AAP’s practice-
based research network, enrolled consecutive parents of
patients ages 2–11 presenting for a well-child visit. Pa-
tients were ineligible if their parents were unable to com-
plete the surveys in English or Spanish, did not have a
contact number to be reached 1 month later, and if a child
from that family had already been enrolled. Practitioners
were asked to enroll 30 patients (15 between 2 and 5 years
and 15 between 6 and 11 years). The data for this study
derive from a larger randomized controlled trial currently
in progress and were collected from the control group
only (the usual care group, enhanced only by a literacy
promotion handout). The literacy promotion handout was
provided in a passive manner as part of well-child edu-
cational material.

Immediately after the visit, parents and providers com-
pleted surveys to record what anticipatory guidance topics
were discussed. Well-child anticipatory guidance topics
based on Bright Future recommendations5 were presented,
and the practitioner and parent were asked to check all
topics that were discussed during the visit. Parents com-
pleted the postvisit survey at the check-out window before
leaving, and providers completed the survey before going
into the next patient’s room. One month later, telephone
survey interviewers from the University of South Caro-
lina’s Institute for Public Service and Policy Research
contacted participating parents and asked what they re-
called discussing during the well-child visit 1 month prior.

Statistical Analysis

We developed several measures to assess the interaction
between parent and physician during the well-child visit.
Concordance indicated that parents and practitioners
agreed that a topic was either discussed or not discussed
(pairing provider to parent responses). We used the pro-
vider postvisit recall rate as the standard by which to mea-
sure what was discussed during the visit. Parent’s postvisit
recall and 1-month recall were compared with the provid-
er’s postvisit report. The total number of topics discussed
suggested the scope covered during the interaction.

We classified parents into 3 groups according to the
number of topics discussed during the well-child visit: low
(1–4 topics), medium (5–8 topics), and high (9 or more).
The cutoff points were based on an inspection of the dis-
tribution of the numbers of topics providers reported dis-
cussing. In this study, we analyzed the range of topics
discussed, the recall rate for parents (postvisit and 1-
month later), and the mean values of number of topics
discussed as reported by parents and providers according
to this classification.

Institutional Review Board approvals were obtained
from the Wake Forest University School of Medicine,
American Academy of Pediatrics (AAP), and 1 local prac-
tice IRB.

RESULTS

A sample of families with children ages 2–11 years (N
5 861) seen by 32 practitioners from 26 practices located
in 20 states and Canada provided data. Almost 90% of
survey respondents were mothers, 9% were fathers, and
1% was grandparents. There was a 50-50 split in the
child’s age category (2–5 years and 6–11 years) due to
study design. The majority of families (68%) reported the
child’s race/ethnicity as Caucasian; 13% of participating
families were African American, 13% were Latino, 3%
were Asian/Pacific Islander, and 3% identified their child
as multiracial. Three quarters of the sample had more than
1 child in their home. About a third of the sample (36%)
reported an annual income of less than $40 000. Most of
the sample had a maternal education of at least a high
school degree or some college (59%), with 7% reporting
no high school degree and 34% reporting a college de-
gree. The great majority of practitioners (85%) reported
themselves as the primary provider for the patient seen.

Overall, providers reported discussing the topics of car
restraints, nutrition, dental care, and reading aloud most
often (72%–93%). Providers indicated they discussed the
topics of regular exercise (52%), firearms (52%), and me-
dia use (59%), at least half of the time during this well-
child visit. Table 1 indicates the relationship of the range
of topics with the total number of topics discussed. About
20% of providers reported discussing 4 or fewer topics
during the well-child visit. For these providers, the topics
chosen most often included reading aloud, dental care, and
nutrition. The majority of providers (53%) indicated dis-
cussing between 5 and 8 anticipatory guidance topics. For
this group, topics chosen at least half of the time included
reading aloud, dental care, nutrition, car restraints, bike
helmets, and media use. Twenty-nine percent of providers
indicated discussing 9 or more topics. In addition to dis-
cussing the same topics more, they also indicated dis-
cussing guns around children, regular exercise, smoking
around children, discipline, and drowning prevention at
least half of the time.

The age of the child influenced the topics discussed
during the well-child visit. For children ages 2–5, provid-
ers discussed more often the topics of discipline (P ,
.0001) and storing medicines (P , .0001). For children
ages 6–11, providers discussed more often the topics of
TV/computer games (P , .001), bike helmets (P ,
.0001), regular exercise (P , .0001), smoking around
children (P , .001), guns (P , .01); and family fights (P
5 .03). The mean number of topics discussed for children
ages 2–5 years (6.50) differed from the mean number of
topics discussed for children 6–11 years (7.36) (P ,
.0001). Most of the topics discussed did not have a sta-
tistically significant association with maternal education
level. The only exceptions included TV/computer games
(P 5 .02) and storing medicines (P , .01), which pro-
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Percentage for Each Topic Discussed as Reported by Provider and Overall Patient-Provider Concordance (N 5 861)*

1–4 Topics
Discussed,
N 5 158

5–8 Topics
Discussed,
N 5 454

9–13 Topics
Discussed,
N 5 249

Overall
Concordance

Post Visit (%)

Reading aloud
Care of teeth
Child nutrition
Car seats/seatbelts
Discipline

80.4
55.7
48.1
38.6
17.7

94.9
81.7
79.5
71.4
42.3

98.8
96.4
91.6
93.2
73.9

85.9
76.8
72.5
82.6
74.9

TV/computer/video game 17.0 55.9 90.0 82.1
Bike helmets
Regular exercise
Guns around children
Drowning prevention

16.4
15.1
7.0
6.3

59.7
46.5
46.9
22.0

88.8
85.1
90.8
56.2

85.8
71.6
85.9
88.7

Smoking around your child
Family fights
Storing medicines or

home-cleaning product

5.1
3.1

1.2

29.3
9.7

8.8

78.7
35.3

36.9

82.2
90.3

87.9

* We define concordance as agreement between parent and provider that a topic was either discussed or not discussed.

Distribution of numbers of topics reported by parents and providers. Dark bars represent parent report immediately postvisit; gray bars
represent parent recall of topics discussed 1 month after the visit; white bars represent provider report of topic discussed immediately
postvisit.

viders discussed less frequently with more educated moth-
ers.

Immediately after the visit, parents and providers in-
dicated good agreement (72%–90%) about what topics
were discussed or not. Overall, parents reported a mean
of 6.33 (SD 2.9) topics while providers reported a mean
of 6.9 (SD 2.7) topics. Parents recalled more topics than
the provider reported when the number of topics was low
(1–4 topics) (Figure). The least discrepancy between par-
ent and provider reports existed when a medium number
of topics was discussed (5–8 topics). Providers reported
discussing more than parents recalled when a high number
of topics were discussed ($9).

One month later, parents demonstrated good recall com-
pared with their postvisit reports. However, the same pat-
tern emerged: parents recalled more than the provider re-
ported discussing when a low number of topics had been
presented (topic mean of 3.71 parent postvisit, 5.58 parent
1-month as compared with 3.12 provider postvisit), par-
ents and providers reported similar numbers when a me-
dium number of topics had been presented (topic mean of

6.09 parent postvisit, 6.83 parent 1-month compared with
6.49 provider postvisit), and providers reported more top-
ics discussed than parents recalled 1 month later for a high
number of topics presented (topic mean of 8.47 parent
postvisit, 8.63 parent 1-month as compared with 10.16
provider postvisit).

DISCUSSION

In this study, parent-provider agreement on topics dis-
cussed or not discussed was good, with concordance dem-
onstrated at least 70% of the time. However, parental re-
call decreased with an increased number of topics dis-
cussed, an effect that persisted 1 month later. Given the
challenge of delivering all recommended preventive care
in a limited time period,7,10 understanding the point at
which parents have difficulty recalling topics should shape
future recommendations for how best to use the well-child
visit. While Schuster et al indicated that parents wanted
to discuss more topics with their pediatric providers, our
analysis suggests that parents get overloaded with an in-
creasing number of topics. Pediatric providers could con-
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sider focusing on fewer topics (#8) at the visit while ex-
ploring alternate means (eg, video or audio recordings,
handouts) for communicating information on other topics.

Cheng et al found that 82% of providers state that dur-
ing preventive-care visits, it is the provider who asks most
of the questions and determines the topics of discussion,
although half of these providers would prefer that the par-
ent raise the questions to set the discussion agenda.11 In a
national survey of parents, more than a third reported that
they did not discuss any of the 6 topics that were impor-
tant to them.12 Conversely, in some circumstances, fore-
going a discussion on a particular topic may be inconse-
quential if the topic is irrelevant for that specific house-
hold or if the parents do not need additional information.
In a study assessing the difference between what antici-
patory guidance topics parents would like to discuss and
which topics are actually discussed, Bethell et al found
that 45% of parents reported that either all the anticipatory
guidance topics were addressed or the ones that were not
addressed would not have been helpful anyway, and 55%
of parents reported that at least 1 of the anticipatory guid-
ance topics not covered would have been helpful.10 Setting
a shared agenda for the topics to discuss during the well-
child visit would meet parent and provider expectations
and help prioritize a limited number of topics. Our study
indicates that 5–8 topics are recalled and retained better
than 9 or more. Schor’s recent article on rethinking well-
child care13 endorsed the concept of negotiating the con-
tent of care. Limiting the number of topics discussed, rath-
er than attempting to squeeze more informational content
into the visit, might lead to increased retention, a neces-
sary starting point for behavior change.

Prioritizing topics based on age appropriateness also
contributes to setting the well-child visit agenda. Our data
suggest that providers apply this approach with notable
differences in the topics they discussed with younger ver-
sus older children. However, it is important to note that
providers in our sample reported discussing topics such
as smoking around children, media use, guns around chil-
dren, and regular exercise more during well-child visits
with older children (ages 6–11). As potential discussion
topics continue to grow, pediatric providers need to con-
sider at what age these topics become age appropriate.

Providers in this sample were encouraged to offer par-
ents a handout that would promote reading to their child.
This skews our results on rates of discussing reading dur-
ing a well-child visit. For example, Olson et al reported
a discussion of reading as part of well-child care up to
60% for children ages 19–35 months.9 In our study, it
appears that offering providers a simple handout on the
topic was associated with high discussion rates ($80%).

Our study had several limitations. We used the provid-
er’s report of topics discussed immediately postvisit as our
measure of what topics were actually discussed and did
not obtain direct recording of the visit. However, several
prior studies have used this same endpoint,9,11 and the high
concordance rate between parents and providers on topics
discussed or not discussed suggests internal validity. Al-
though some confounding factor could account for both

the increased number of topics reported by the provider
and the lower recall by parents, our findings are consistent
with the literature on learning and memory.14 Last, we did
not gather data on expressed parental concerns during the
visit and how this affected the conversation. Instead, we
have a snapshot of the overall discussion without knowing
what prompted the discussion.

CONCLUSIONS

Providers and parents have good agreement about top-
ics discussed or not discussed during a well-child visit;
however, parental recall dwindles with increasing numbers
of topics ($9) discussed. Limiting the total number of
topics discussed may lead to improved parental remote
recall.
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