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Introduction: Anticipatory guidance is an important part of well-child care, yet little is known about the
way family physicians provide this guidance. This study describes the methods that family physicians use
to provide anticipatory guidance during well-child visits.
Methods: A questionnaire was mailed to 1000 family physicians. Respondents rated 6 anticipatory
guidance methods on frequency of use. The questionnaire addressed method of documentation, use of
forms or guidance prompts, visit frequency for total, well-child, and other pediatric visits, and demographic information; t tests and ANOVA were applied (P < .05 significant).
Results: There were 495 questionnaires returned for a response rate of 49.5%. Respondents were
more likely to provide anticipatory guidance verbally than by handout (Likert scale where 1 ⴝ never
and 9 ⴝ always, mean 7.8 vs 4.2, P < .0001). Physicians using well visit forms more commonly initiate
guidance discussions (7.6 vs 6.8, P ⴝ .0002), address concerns (8.2 vs 7.5, P ⴝ .0001), and provide
handouts (4.3 vs 3.3, P ⴝ .0002). Physicians in academic or multispecialty practices used handouts
more often than private practitioners (5.0 vs 3.6, P ⴝ .0003, 5.1 vs 3.6, P ⴝ .0002, respectively) as did
those with >7 well-child visits per week compared with <7 visits per week (4.8 vs 3.8, P ⴝ .0028).
Conclusions: Family physicians primarily provide anticipatory guidance verbally. Use of well visit
forms or other prompts are associated with better provision of anticipatory guidance. (J Am Board Fam
Pract 2005;18:440 – 4.)

Anticipatory guidance is an important part of the
well-child visit, yet little is known about the methods used by family physicians to provide this care.
Family physicians play a major role in caring for
children, accounting for over 20% of all well-baby
visits to US physicians.1 Their role is even greater
in non-metropolitan areas where nearly half of all
infants receive their well-child care from family
physicians.2 Providing anticipatory guidance on a
broad range of topics can be time consuming and
logistically difﬁcult.3 Issues of prevention and guidance are often given limited attention because of
the broad agenda of the well-child visit.4,5
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Previous studies have evaluated pediatricians’
anticipatory guidance preferences6 as well as parental expectations.7 The overall performance of the
health system in providing anticipatory guidance
and the methods used by pediatricians to provide
this care have also been studied.8,9 Recognizing the
need to improve developmental and behavioral care
for young children, pediatricians have explored
such intensive interventions as the Healthy Steps
for Young Children Program.10 To our knowledge,
the anticipatory guidance practices of family physicians caring for children have not been studied.
Family physicians face challenges that differ from
those of their pediatric colleagues because of the
broader range of age and pathology in a family
practice setting. Knowledge of the anticipatory
guidance methods used in family practice would
provide a more comparable basis for self-evaluation
by family physicians. This study describes the way
that US family physicians provide anticipatory
guidance during well-child visits.

Methods
The study population of 1,000 practicing US family
physicians was drawn from the membership records
of the American Academy of Family Physicians
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How Do Family Physicians Provide Anticipatory
Guidance during Well-Child Visits?
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population of the practice community, and age of
the physician’s youngest child were also ascertained. Finally, estimates of total visits of all ages,
well-child visits, and other pediatric visits to their
ofﬁce were obtained.
Data were entered by computerized scanning of
response forms. Many of the bubble forms were
completed with check marks rather than bubbling
in the response. Each of these forms was veriﬁed by
hand for accuracy, and 20% of the other responses
were randomly selected for hand veriﬁcation. Frequency distributions, t tests, and analysis of variance were used to evaluate the data. A pair wise
comparison was used to determine whether there
were signiﬁcant differences in the type of guidance
provided. We compared always/usually (7 to 9),
sometimes (4 to 6), and never/rarely (1 to 3). The
customary P ⬍ .05 was deﬁned a priori to be statistically signiﬁcant. Analyses were conducted using
JMP version 4.0.4 (SAS Institute).

Results
A total of 334 physicians responded to the initial
mailing, and an additional 161 responded to the
second mailing, for an overall response rate of
49.5%. Demographic information and relative frequency of total patient visits, early childhood visits,
and well-child visits are reported in Table 1. There
was a wide distribution of practice setting and total
number of daily visits. Of the physicians responding, two thirds were men (compared with 68.5% of
AAFP members12), whereas 39% were in a rural
setting (compared with 25.1% of AAFP members13). The number of pediatric visits ranged from
0 to ⬎20 per week. Of the physicians in rural areas,
58% reported seeing ⬎10 children per week under
the age of 5 years compared with 43% of physicians
in urban areas.
A total of 81% of respondents indicated that
they use standardized forms to document wellchild visits, with 91% of forms being speciﬁc for
the age of the patient. Of the forms in use, 58%
were developed locally (within the respondents ofﬁce or institution), with smaller percentages obtained from commercial suppliers or government
agencies (13% each). A total of 7% of respondents
obtained the forms through a professional organization, such as the American Academy of Pediatrics, and 75% of physicians responding indicated
that they have written or electronic reminders that
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(AAFP). Physicians who had indicated on a standard membership survey that their primary professional activity was ofﬁce-based direct patient care,
including the care of children, were eligible for
inclusion. All others were excluded. There were
28,198 family physicians that met these criteria.
Based on a power analysis and estimates of nonresponse, 1,000 were randomly selected for inclusion. The Amarillo Institutional Review Board approved the study.
A 19-item questionnaire was developed to ask
family physicians what methods they use to provide
anticipatory guidance to parents and families during well-child visits, using published examples of
anticipatory guidance methods used by pediatricians.3,5–11 The initial questionnaire was pilot
tested on 6 practicing family physicians, revised,
and then retested on 20 practicing family physicians. Postage-paid reply envelopes were consecutively numbered to allow clerical staff to track response rates. The reply envelopes were destroyed
on return, and the completed questionnaires stored
collectively to ensure the conﬁdentiality of the respondents. The surveys were distributed in December 2002, with a second mailing sent to those not
responding within 4 weeks. Participation was voluntary, and there were no ﬁnancial or other inducements.
Physicians were asked to estimate the frequency
with which they use 6 different types of anticipatory guidance previously described in the pediatric
literature.9,11 These included response to parents’
questions, physician-initiated guidance discussions,
provision of age-speciﬁc multitopic guidance handouts, provision of topic-speciﬁc handouts, videotapes, and group well-child visits. A 9-point Likert
scale was used, where 1 ⫽ never and 9 ⫽ always.
Respondents were also given the opportunity to
write in any other methods that they use to provide
anticipatory guidance.
The questionnaire also asked how they document well-child visits and whether written or electronic reminders are used to prompt the physician
to provide anticipatory guidance. If the respondent
identiﬁed that standard forms are used, they were
asked to select the source of the forms from a list
that included the following choices: commercial
form suppliers, government agencies, professional
organizations, locally developed forms, or other
sources. Demographic information including primary practice setting, physician gender, relative

Percentage of
Respondents
Primary practice setting
Private practice, solo
Private practice, group
Academic
Multispecialty group
Other

17
47
14
10
12

Total number of daily visits (all ages)
⬍18
18–24
25–30
31–35
⬎35

14
39
28
10
9

Number of visits per week for children younger
than age 5 years
0
1–5
6–10
11–15
16–20
⬎20

7
20
24
21
12
16

Number of visits per week that include wellchild care for children younger than age
5 years
0–3
4–6
7–10
11–14
⬎15

43
31
14
7
5

*n ⫽ 495.

prompt them to provide age-appropriate anticipatory guidance.
Compared with their counterparts who do not
use forms, physicians who use well-child visit forms
(written or electronic) were signiﬁcantly more
likely to initiate discussions of guidance issues
(mean score on the 9-point Likert scale 7.6 vs 6.8,
P ⫽ .0002), solicit and address speciﬁc concerns
(8.2 vs 7.5, P ⫽ .001), and provide both multitopic
handouts (4.3 vs 3.0, P ⫽ .0005) and speciﬁc topic
handouts (4.5 vs 3.3, P ⫽ .0002). Users of wellchild visit forms were more likely to distribute
multitopic handouts if the forms were developed by
a professional organization (4.8) or by their own

ofﬁce or institution (4.7) compared with those using forms developed by commercial (3.3) or government sources (3.6, P ⫽ .0033). Similarly users of
well-child visit forms were more likely to distribute
speciﬁc topic handouts if the forms were developed
by a professional organization (5.2), or by their own
ofﬁce or institution (4.8) compared with those using forms developed by commercial (3.8) or government sources (3.6, P ⫽ .0009). Compared with
physicians who do not use prompts, the use of
prompts that remind physicians to provide anticipatory guidance was associated with higher physician-initiated guidance counseling (7.7 vs 6.8, P ⬍
.0001), and increased use of both multitopic handouts (4.3 vs 3.3, P ⫽ .0065) and speciﬁc topic
handouts (4.5 vs 3.7, P ⫽ .0049).
Relative frequencies of reported use of the 6
methods of providing anticipatory guidance included in the questionnaire are depicted in Table 2.
In general, respondents were most likely to address
anticipatory guidance issues through discussion,
with 79% always or usually bringing up topics
themselves and 88% always or usually soliciting
and addressing speciﬁc concerns as needed. Printed
anticipatory guidance handouts, either covering
multiple topic areas or speciﬁc topics, were the next
most commonly used method, although there was
considerable variability among respondents with
only 28% indicating they always or usually give
multitopic handouts and only 23% always or usually give speciﬁc handouts. The largest single response for frequency of use of either multitopic or
speciﬁc topic handouts was “never,” 53% and 44%,
respectively. Videotapes and group well-child visits
were rarely used by any subset of family physicians.
No other speciﬁc methods of providing anticipatory guidance were reported in the space provided.
Compared with physicians in private practice,
physicians in academic or multispecialty groups
were more likely to use multitopic handouts (mean

Table 2. Methods of Anticipatory Guidance Used by Family Physicians during Well-Child Visits

Always/usually
Sometimes
Rarely/never

Initiates
Discussion
n ⫽ 438

Elicits
Questions
n ⫽ 438

Multitopic
Handout
n ⫽ 435

Speciﬁc
Handout
n ⫽ 437

Provides
Videotape
n ⫽ 437

Group Visits
N ⫽ 426

P*

79.2%
15.7%
5.1%

88.1%
7.1%
4.8%

28.0%
19.1%
52.9%

23.1%
32.7%
44.2%

3.0%
2.5%
94.5%

3.8%
1.9%
94.3%

.053
.042
.03

* P indicates all groups different from each other at that value.
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Table 1. Demographic Information*

Conclusions
In this sample of US family physicians, verbal
counseling, either physician- or parent-initiated,
was the primary method used to provide anticipatory guidance during well-child visits, with printed
materials being used much less commonly. Although spoken advice can be a powerful tool in
helping parents acquire knowledge, prior research
has shown that parents often have difﬁculty remembering and understanding what was said.14 –16
Speciﬁc, concrete suggestions, such as placing an
infant on their back to sleep, can be effectively
delivered verbally, but general advice is better assimilated by parents when provided in other formats.9,17
Our study found that physicians who use standard forms or other prompts also report higher use
of both verbal and written methods of providing
anticipatory guidance. There are numerous sources
of standardized age-appropriate forms available to
clinicians through government agencies, professional organizations, commercial suppliers, and
some payers. Despite this, over half of respondents
who use forms to document well-child visits report
that they have either developed the forms themselves or chosen forms developed within their ofﬁce
or institution. Physicians who create their own
forms were also more likely to use printed handouts. Regardless of their source, use of well-child
visit forms and anticipatory guidance prompts are

http://www.jabfp.org

clearly associated with higher self-reported rates of
anticipatory guidance provision by family physicians. Structured well-child encounter forms have
also been shown to improve both documentation
and observed provider performance of essential
visit components.18,19
We sought to determine whether physicians
who are themselves parents of young children are
more likely to provide anticipatory guidance than
those with older or no children. Although there was
a difference observed for the single variable of physician-initiated counseling, there were no other signiﬁcant differences in those physicians’ anticipatory
guidance patterns when compared with physicians
without young children.
There are several limitations to this study that
should be considered. The response rate of 49.5%
was somewhat lower than anticipated, although
with almost 500 overall responses from a potential
population of 28,198, it is very likely that the results obtained would not have signiﬁcantly changed
if the response rate had been modestly higher.20
Furthermore, it is likely that those physicians most
interested in anticipatory guidance would be more
prone to return this questionnaire, creating a responder bias that would favorably affect the results.
It is therefore possible that, despite the ﬁnding of
relatively uncommon use of anticipatory guidance
methods other than discussion at the time of the
visit, the results reported here may overestimate
the true reality.
This study was designed to provide a descriptive
baseline for family physicians to use in evaluating
their own anticipatory guidance practice patterns.
The scope and length of the survey were kept to a
minimum in an effort to increase response. By
design, only 6 common means of providing anticipatory guidance to parents were addressed. Family
physicians may use other methods that were not
evaluated, although very few respondents indicated
this, and none chose to elaborate on that response.
This study called on clinicians to estimate their
actual practice patterns. As a result, some degree of
recall bias is likely reﬂected in the data because
self-reports may not necessarily reﬂect true behavior.
A greater percentage of physicians practicing in
rural areas responded to this survey compared with
the overall population of family physicians in the
AAFP database. We believe this reﬂects responder
bias because more rural physicians also reported
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response 3.6 vs 5.0, P ⫽ .0003 and 3.6 vs 5.1, P ⫽
.0002, respectively) but not speciﬁc topic handouts
(4.1 vs 4.9, P ⫽ .0553 and 4.1 vs 4.9, P ⫽ .1070,
respectively). Compared with physicians with 6 or
fewer well-child visits per week, physicians who had
at least 7 well-child visits per week were more likely
to use both multitopic (4.8 vs 3.8, P ⫽ .0028) and
speciﬁc topic (5.0 vs 3.9, P ⫽ .0003) guidance
handouts. Female physicians were more likely than
their male counterparts to use multitopic guidance
handouts (4.6 vs 4.1, P ⫽ .0031). This trend did not
meet statistical signiﬁcance for handouts covering
speciﬁc topics (P ⫽ .069), or for any other measure
of anticipatory guidance. No signiﬁcant differences
were identiﬁed between rural and non-rural practice settings. Physician’s who have children of their
own younger than age 11 were more likely to initiate discussions on anticipatory guidance than
those with no children (7.8 vs 7.0, P ⫽ .0024).

We thank Cindy Passmore, MA, and Ron Bradshaw, MD, CPA
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Eric MacLaughlin, PharmD for reviewing the manuscript.
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seeing more young children in their ofﬁces per
week than their urban counterparts.
The majority of respondents in this study spend
a relatively small proportion of their ofﬁce time on
well-child care. A total of 42% conduct 3 or fewer
well-child visits per week and another 32% see
fewer than 7 per week. Despite this, the number of
responses from physicians who provide more wellchild care was still adequate to allow for comparison.
Finally, although it is clear that family physicians
rely on verbal counseling and advice to provide
anticipatory guidance, no speciﬁc data were gathered about time spent in accomplishing this goal, or
the range of topics covered during guidance discussions. It is not known whether those physicians who
rarely or never make use of other methods of providing anticipatory guidance spend more time in
face to face counseling.
Further work is needed to explore the reasons
why family physicians provide anticipatory guidance primarily using verbal counseling, and to
identify any barriers to the use of handouts or other
methods that may supplement and reinforce the
counseling provided during the visit. Because much
of the previously published work on the effectiveness of various methods of providing anticipatory
guidance did not involve family physicians, it may
be worthwhile to address this issue in a family
practice population.

