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Providing Anticipatory Guidance to Children

and Adolescents

Stephen W. North

Anticipatory guidance, a component of Bright Futures, refers
to communicating with patients and caregivers to identify
and provide information most needed. Providing reliable,
appropriate, and culturally competent anticipatory guidance
to children, adolescents, and their families at every visit is
one of the most essential roles of a primary care provider.

Determining the right information for a specific patient
can be quite challenging for a physician, given the
large amount of information recommended by multiple
agencies and various guidelines including those provided
by Bright Futures [1]. Finding the best approach to providing
anticipatory guidance for a patient and his or her family in
a manner that respects their experience and knowledge is
part of the art of medicine. It is not a skill learned quickly in
an afternoon at a continuing medical education workshop.

In my own practice, at every visit | ask every child and
adolescent how they are doing in school. The most frequent
response is “good,” with “fine" coming in a close second. |
could easily write “good"” in the note and move on. Because
| know that school performance, and more important,
changes in school performance and involvement, are mark-
ers for multiple health issues, | always follow up with the
question “And what does ‘good’ mean in your family?” The
question almost always opens up the conversation with both
the patient and the family, allowing me to better understand
the daily activities of the patient and to tailor anticipatory
guidance to his or her specific needs.

There are 2 essential steps in providing effective antici-
patory guidance: talking with and listening to patients and
families and taking the time to provide them with the infor-
mation they need. Determining the needs of the patient and
the family through questionnaires that they fill out before
seeing you can be helpful. However, building the doctor-
patient-family relationship through conversation is essen-
tial [2]. Conversations are based on open-ended questions.
Too often, physicians instead want to move through a script
for each visit. A direct observational study of 483 well-child
visits with 52 providers using the Bright Futures guidelines
demonstrated that fewer than half (38.9%) of the visits
began with open-ended questions, and a quarter did not
include any open-ended questions [3]. Although guidelines
and questionnaires are of benefit, it is essential to view the

well-child check as a conversation about the health of the
family rather than as a checklist (Do you wear seatbelts? Do
you eat vegetables 5 times a day?) that needs to be completed
before a patient can get his shots, a sticker, and a camp form.

The amount of time the physician spends with the patient
is the greatest indicator of the quality of the anticipatory
guidance provided during that visit. In a study of well-child
checks for children aged 4-35 months [4], only 20.3% of
parents reported spending more than 20 minutes with
the physician. Longer visits increased the likelihood that a
patient would receive developmental screening, that the
parents would feel they had had enough time to ask the
necessary questions, and that parents would recommend
the doctor to other parents. Almost all providers feel pres-
sure to see more patients in less time. In the setting of the
traditional well-child check, we must work to take the time
with our patients to answer their questions with high-quality
information that can potentially reduce the frequency of
office visits and improve health.

The Bright Futures guidelines specifically mention that
they are “intended to be used selectively to invite discus-
sion, gather information, address the needs and concerns of
the family, and build partnership” [1]. | live in a rural moun-
tain community where families frequently hunt together and
ride four-wheelers. If | chose to follow the guidelines verba-
tim, | would make strong statements to almost every fam-
ily | see stating that these activities are unsafe and should
be avoided. Instead, | find it much more productive to ask
patients what color their helmets are and where their guns
are kept in their homes. It is important for providers to rec-
ognize that there is a bias inherent in any set of guidelines
and that following them to the letter could be detrimental to
relationships with families and patients.

Recognizing that the family—however it is defined for
that particular patient—is the center of the medical deci-
sion-making process for children and adolescents is essen-
tial for improving acceptance of anticipatory guidance. It is
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Every year in North Carolina, approximately 200 chil-
dren die from unintentional injuries, according to the
North Carolina State Center for Health Statistics [1].
Through education and outreach, Safe Kids North Carolina
works to prevent these injuries, which are the leading killer
of children aged 14 years and younger. The organization
focuses on a wide variety of risk areas, including child pas-
senger safety, burn prevention, prevention of falls, pedes-
trian safety, poisoning prevention, water safety, and more.

Safe Kids North Carolina, which is housed within and
staffed by the North Carolina Department of Insurance,
helps spread important messages about injury prevention
through a network of volunteers across the state. Cur-
rently, there are 38 local Safe Kids coalitions covering 67
counties in North Carolina. Because of partnerships with
these local Safe Kids coalitions and other child safety ad-
vocates, Safe Kids North Carolina has been able to deliver
comprehensive injury prevention programs to communi-
ties statewide.

According to the North Carolina Division of Public
Health, motor vehicle-related injuries continue to be the
leading cause of death and the second leading cause of
hospitalizations. Safe Kids is working to improve child pas-
senger safety by educating people about the proper use of
child safety seats and restraints. Through the leadership
of Safe Kids North Carolina and the Governor's Highway
Safety Program, there are now more than 130 permanent
checking stations where parents and caregivers can go
to learn how to choose an appropriate child safety seat
for their child and how to use it properly. Each checking
station is staffed by a technician who has been certified
in child passenger safety. Leaders in the fire service are
common partners in this effort, offering their fire stations
for use as checking stations and allowing their firefight-
ers to receive the training to become certified safety seat
technicians. Additionally, Safe Kids North Carolina aims
to make child safety seats widely available to the public
by implementing the Buckle Up Kids program in communi-
ties around the state. Active in 83 North Carolina counties,
Buckle Up Kids provides qualifying families with a limited
number of low-cost child restraints and education about
how to use them.

Safe Kids North Carolina has also emerged as a state-
wide leader in preventing unintentional poisonings
through its Operation Medicine Drop events. With the
goal of keeping medications out of the hands of children,
Safe Kids North Carolina engaged partners such as the
US Drug Enforcement Administration, the State Bureau of

Investigation, and North Carolina Riverkeepers to coordi-
nate events across the state to which people can bring un-
needed or expired medications for safe, secure disposal.
The group of stakeholders involved in Operation Medicine
Drop continues to grow and now includes substance abuse
prevention groups, law enforcement, and environmental
protection advocates, who see a shared benefit in the safe
disposal of medications. Since its inception in 2010, Op-
eration Medicine Drop has grown exponentially, and to
date, the initiative has collected and destroyed more than
30 million doses of medications through hundreds of drug
take-back events held each year.

In addition to bringing safety programs directly into
our communities, Safe Kids North Carolina has a strong
relationship with media outlets throughout the state to
promote childhood safety initiatives. Safe Kids staff mem-
bers are regular guests on television and radio shows, and
every year they hold press conferences and media events
about fire prevention, water safety, and the dangers of hot
cars. Safe Kids North Carolina has also embraced social
media and online outreach as ways of communicating
safety messages on a round-the-clock basis.

The vast majority of childhood injuries and deaths are
preventable. Through the efforts described here and many
others, Safe Kids North Carolina is a proactive force in pro-
tecting our state’s most valuable resource—our children—
and helping to establish lifelong safety habits in North
Carolina’s families. NCM
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important to begin the visit with an open-ended question
designed to find out what concerns the parents and child
have and to use the information contained in their answers
to gauge their level of knowledge. A 2011 study found that in
pediatric practices that offer family-centered care, parents

are more receptive to anticipatory guidance, and pediatric
patients have fewer unmet needs for health services [5].
The asynchronous developmental progress seen in ado-
lescents poses another challenge to providers. Although ado-
lescents all follow the same developmental pathway, each
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progresses through these developmental stages in his or her
own way. Bright Futures materials recommend 37 possible
points to bring up with early adolescents and discuss dur-
ing a particular well-child visit. Two 13-year-old boys in the
8th grade at the same school may need completely different
types of information based on their activities, family situation,
religious beliefs, and psychosocial context. In order for ado-
lescents to remember the anticipatory guidance that is pro-
vided, the physician needs to make sure that it is relevant to
the patient’s life at that point. Focusing on eating better and
exercising more will not resonate with a patient if the only
thing he worries about each day is being bullied on the bus on
the way home because he hasn't started to grow facial hair.

A unique challenge in working with adolescents is that
they rarely come for preventive health visits. An analysis
of data from the 2001-2004 Medical Expenditure Panel
Survey demonstrated that only 38% of adolescents had
had a preventive care visit in the previous 12 months [6].
Furthermore, being from a low-income community or being
uninsured increased the risk of not receiving preventive
health services. It could be argued that those populations
are in greatest need of anticipatory guidance. Infrequency of
visits, especially by higher-risk patients, makes it essential
that risk assessment and anticipatory guidance be incorpo-
rated into all adolescent visits.

Using a consistent framework for blending open-ended
questions into a conversation can be very helpful in identify-
ing topics that need additional attention. The HEADS mne-
monic (H, home environment; E, education, ethnicity, and
employment; A, activities with peers, anxiety, and appetite;
D, drugs [and alcohol and tobacco], depression, and delu-
sions; S, suicide, safety, and sexuality) is an excellent and
widely used risk-assessment tool that can help providers
remember the topics that should be covered [7]. In order
to provide relevant and meaningful anticipatory guidance
to all adolescents, it is important to understand how they
perceive themselves in their social context and to follow
up on answers that are somewhat vague. Incorporating the
HEADS mnemonic into an electronic health record template
allows a provider to quickly include it in all adolescent visits.

The conversation that opens an adolescent preventive
visit can be challenging to negotiate because of the com-
plex biopsychosocial changes happening in the patient’s life.
Employing a strengths-based interview style—that is, focus-
ing on exploring and discovering the patient's strengths and
resources—can help create an environment in which both
the parent and the patient feel more comfortable and sub-
sequently provide more detailed information. Keep in mind
that the information gathered is just as important for the
patient’s long-term health as is that information obtained
when you auscultate the heart.

There are issues that adolescents may be less willing
to talk about in front of their parents, but that need to be
addressed. It is essential for the provider to create an envi-
ronment in which the parents can discuss any specific con-

cerns they have and then leave the office, giving the patient
some time alone with the physician to discuss private or
confidential matters. Placing this in the context of support-
ing the adolescent’s normal development and helping him or
her become comfortable talking to a physician directly often
helps offset any parental concerns. It is important to review
what confidentiality means with the parents and the adoles-
cent before asking the parents to leave the room. Wrapping
up the visit with all parties present and sharing the major-
ity of the anticipatory guidance with parent and teen rein-
forces the importance of the family in the overall health of
the adolescent.

Even with the best guidelines and a conversational frame-
work, we as providers often fail to address essential topics
during adolescent visits. It is recommended that violence
prevention be discussed at two-thirds of all adolescent visits.
However, the physicians in the observational study of well-
child visits referred to above [3] mentioned violence preven-
tion in fewer than 1% of visits. Additionally, physicians often
fail to provide needed anticipatory guidance around the
transitions in health care that adolescents will experience—
specifically, changes in health insurance status and transi-
tions in care [8]. This raises the question of whether we as
physicians tend to focus on those topics that we are more
comfortable discussing and to avoid other topics despite
their importance. How do we work to improve our comfort
level with the potentially more important topics?

Providing patients and parents with information to take
home is important. However, | find that our office's tra-
ditional handouts are frequently left in the exam room or
are never taken from the front desk. To be more effective
in delivering preventive health information to patients, we
need to explore new communication methods. Parents who
received baby books with stories containing positive health
messages [9] or DVDs containing newborn anticipatory
guidance [10] were found to have retained more knowledge
of the specifically targeted topics [9, 10] and to feel more
confident in caring for their child [10] than did those who
received no books [9], noneducational books [9], or tra-
ditional paper handouts [10]. The informational handouts
physicians provide are often filled with too much informa-
tion. The handouts for adolescents that are used in the
Bright Futures guidelines contain 37 bullet points, and in my
experience, they are not an effective means of reaching this
high-risk population. To effectively reach both parents and
adolescents, we must make use of social media, text mes-
saging, and videos to reinforce and expand the anticipatory
guidance we provide in the office.

Asking open-ended questions and learning about the
family are essential components of comprehensive preven-
tive health care that provides appropriate anticipatory guid-
ance. The challenge comes in making the time to do so during
office visits, given the typical daily schedules of primary care
physicians. Although it is not financially rewarding to do so,
| find it necessary to take a minimum of 30 minutes for each
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well-child check, and | take 45 minutes for adolescent well
visits (which often get labeled as “sports physicals").

As our state and country move toward a prevention
model for health care, it is essential to improve the reim-
bursement for well-child checks. Unfortunately, measures
of the quality and effectiveness of the anticipatory guidance
provided during office visits have not been included in the
2014 Pediatric Recommended Core Measures listed by the
Center for Medicare and Medicaid Services [11]. Because
reimbursement is being guided more frequently by these
and similar measures, it is essential that effective patient
education be included. To achieve this, health care provid-
ers and public health officials must advocate for changes
in these measures and for reimbursement policies that rec-
ognize the importance of physician-led health education.
Providers need to be supported in taking the time necessary
to provide quality care to patients and their families. NCM
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