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Objective

To review evidence that a brief intervention can effect parents’
attitudes toward using less physical punishment.

1) Parents view a brief violence prevention program in clinic. Clinical
Pediatrics. 2007.

2) Voluntary Versus Required Viewing of a Violence Prevention Program
in Clinic. Clinical Pediatrics. 2008.

3) A brief primary care intervention affects parents’ plans to discipline.
Pediatrics. 2010.

4) A brief violence prevention intervention may affect parents’
attitudes towards using less physical punishment. Family and
Community Health; 2010.

5) A Brief Primary Care Intervention Affects Parents' Attitudes About
Physical Punishment. RCT in primary care clinic.
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Background

* Physical punishment and adverse consequences:
— decreased moral internalization
— increased child aggression
— increased child delinquent and antisocial behavior
— decreased quality of relationship between parent and child
— decreased child mental health
— increased risk of being a victim of physical
— abuse, increased adult aggression
— increased adult criminal and antisocial behavior
— decreased adult mental health
— Increased risk of abusing own child or spouse.

Gershoff ET. Corporal Punishment by Parents and Associated Child Behaviors and
Experiences: A Meta-Analytic and Theoretical Review. Psychological Bulletin. 2002.
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Background

Recommendations for Preventive Pediatric Health Care

Bright Futures/American Academy of Pediatrics

Bright Futures.

prevontion and hoaith pramation for infants,
childran, adolescents, and their farnilies™

American Academy of Pediatrics ,@

DEDICATED TO THE HEALTH OF ALL CHILDREN®

*A

The recommendations in this statement do not indicate an exclusive course of treatment or standard of medical
care. Variations, taking into account individual circumstances, may be appropriate.

Developmental, psychosocial, and chronic disease issues for children and

Each child and family is unique; therefore, these R ions for F i Y y !
adolescents may require frequent counseling and treatment visits separate from

Pediatric Health Care are designed for the care of children who are receiving

competent parenting, have no manifestations of any important health problems, and
are growing and developing in satisfactory fashion. Additional visits may become
necessary if circumstances suggest variations from normal.

preventive care visits.
These guidelines represent a consensus by the American Academy of Pediatrics
(AAP) and Bright Futures. The AAP continues to emphasize the great importance of

Copyright © 2008 by the American Academy of Pediatrics.

No part of this statement may be reproduced in any form or by any means without prior written permission
from the American Academy of Pediatrics except for one copy for personal use.

continuity of care in comprehensive health supervision and the need to avoid

fragmentation of care.
INFANCY EARLY CHILDHOOD MIDDLE CHILDHOOD ADOLESCENCE
AGE' | PRENATAL* | NEWBORN® | 3-5d‘|By1mo| 2mo | 4mo | 6mo | 9mo| 12m [15mo |18 mo |24 mo [30me | 3y 4y 5y By Ty By 9y [10y | My | 12y | 13y | 14y | 15y | 16y | 17y | 18y | 19y | 20y | 21y
HISTORY
Initial/Interval L] L] [ . . . . . . . . [ L] L] . . [ ] . . [] ] [ . (] . ] L] L] . . . .
MEASUREMENTS
Length/Height and Weight . . . . . . . . L] . . . . . . . . . . . . . . . . L] L] L] . . .
Head Circumference . . . . . L] . . . . (]
Weight for Length . [ L] . . [ . . . 0
Body Mass Index L] L] L] L] . L] . . . . . L L] . . L] L] . . . .
Blood Pressure® * * * * | k| X do| k| k| k| k[ K . . . . . . . L] . . L] . L] . e | . . .
SENSORY SCREENING
Vision * * | * * |k | k| k| ok |k |k | Kk | k | e . L] | kx| e [ x| e * | o * | x * |k * [ e | x * | *
Hearing o * * * |k | k| k| k| Kk | K |k | kx| x| @ . * | k| e | & | @ * * | Kk | x| x * [ * *
DEVELOPMENTAL/BEHAVIORAL ASSESSMENT
Developmental Screening® . . ]
Autism Screening’ . L]
Developmental Surveillance® . . 3 o | o . ) . . . . . . . 3 o | o o | o . . . . o | e 3 o | o
Psychosocial/Behavioral Assessment L] . . . . L] . L] L] . L] . . L] . . . . [ L] (] . ] . . L] L] L] . . .
Alcohol and Drug Use Assessment * | * * | Kk * | K * [ k| K * | *
PHYSICAL EXAMINATION™ L] [ . . . L] [ [ . L] [ L] . L] L] . . . (] . [ . (] . L] L] L] . . L] .
PROCEDURES"
Newborn Metabolic/Hemoglobin Screening™ L]
Immunization™ L] . L] L] L] L] . L] (] L] . L) . . . L] . . . . . (] L] L] . [} L] L} L[] L[] .
Hematocrit or Hemoglobin™ * L] * | & * | k| K * | ok | k[ k| Kk * | k| k| k| k| K * [k | Kk * | *
Lead Screening™ * * [oork *  |®ork| * * * *
Tuberculin Test™” * * * * * | ok | K * * * * |k | k| k| k| K * [ k| Kk * |k
Dyslipidemia Screening'™ * * * * * * | Kk *x | % * | K * | - L
STI Screening™ * | x| x| x| X | x * [ x| * * | X
Cervical Dysplasia Screening™ * | ok L * | K * | k| X * | *
ORAL HEALTH* ®ork rk | @ork | Sork®| @ L
ANTICIPATORY GUIDANCE™ . L] . L] L] L] L] . L] (] . ® L] L] L} . L] . . . L . . L . L] * * L4 . L4 .
1. I a chid comes under care for the first time at any point on the schedule, or -lam items ane not accomplished at the sug- pediatrics;106/4/798]. Joint Committee on Infant Hearing. Year 2007 position statement: principles and guidelines for earty 18. SCrBONS as e, based scresning for patients with Medicaid
age, the schedule should be brought Up 10 date at the earliest possibie detection and intervention programs. Pediatrics. 2007;120:696-021 or high prevalence areas,

"~

A prenatal vist is rec jed for parents who are at high risk, for first-time parm and for thosa who request a confer-
ence. The prenatal visit should include anticipatory guidance, pertinent medical history, and a discussion of benefits of

breastisecing and pianned mathod of fesding per AAP statement “Tha Prenatal Visit” (2001)

[UAL: 107/6/1456]

Every infant should have a newbom evaluation after birth, breastieeding encouraged, and instruction and support offered.

o

o include evaluation for feeding and jaundice. hould receive formal evaluation, encour-

agement, and instruction as recommended in AAP statement Eraasﬂuadlng and the Usa of Human Milk” (2005) [URL:

hitp: 115/2/496). For newborms discharged in less than 48 hours
after deivery, the infani must be examined within 48 hours of discharge per AP statement “Hospital Stay for Healthy Tern
Newborns” [2004) [URL: htp: 1 113/5/1434)

5. Blood pressure measurement in infants and children with specific risk conditions should be performed at visits before age 3

years,

If the patient is uncooperative, rescreen wﬁnmﬁ months per the AAP statement “Eye Examination in Infants, Cmclen and

Yeung Adults by " (2007) [UR /4/302].

7. Al newboms should be screened per AAP smemenl “Year 2000 Position Statement: Principles and Guidelines Iu Early
Hearing Detection and Intervention Programs " (2000) [URL:

o

Every infant should have an evaluation within 3 to 5 days of birth and within 48 to 72 hours after discharge from the hospital,

8. AAP Council on Children With Disabilities, AAP Section on Developmental Behavioral Pediatrics, AAP Bright Futures Steering

Committee. AAP Medical Homa Initiatives for Children With Special Needs Project Committes. Identifying infants
and young children with developmental disorders in tha medical home: an algorithm for developmantal surveilance and
screening, Pediatrics. 2006;11B:405~420 [URL: htip: 1B01/405].
9. Gupta VB, Hyman SL, Johnson P, et al. Identifying chikiren with autism early? Pediatrics. 2007;118:152-153 [URL:
i ? a1

1

10. At each visit, age-appropriate physical examination is essential, with infant totally unclothed, older child undressed and suit-
ably draped

1. Thess may be modified, depending on entry point inte schedule and individual need.

12, Newbom metabolic and hemoglobmopathy screening should be dane according 10 state law. Results should be reviewed at
visits and appropriate retesting or referral done as needed,

13. Schedules per the Committee on Infectious Diseases, published annually in the January issue of Pediatrics. Every visit
should be an opportunity to update and complete a child's immunizatins.

14, Ses AAP Pediatric Nutrition Handbook, 5th Edition (2003) for a discussion of universal and selective scraamng options. See
also Recommendations to prevent and control iron deficiency in the United States. MMVWR. 1988,47(RR-3):1-36.

15. For children at risk of lead exposure, consut the AAP statement “Lead Exposure in Children: Prevention, Detection, and

" (2005) [URL: intrics; 116/4/1036. Additionally, screen-

ing shouid be done in accordance with state law where applicabe.

1. tasting per of Infectious Diseases, published in the current edition of Red
Book: Report of tha Committes on Infectious Dissases. Testing should be dane on recognition of high-risk factors.

18, “Third Report of the National Cholesterol Education Program (NCEP) Expert Panel on Detection, Evaluation, and Ttemmem
of High Blood Cholesterol in Adults (Adult Treatment Paned Ill) Final Fhepeﬂ'“ (2002) [URL: hitp://circ. ahajournals.org/cgl
coment/full106/25/3143) and “The Expen Committee Recommendations on the Assessment, Prevention, and Tvemmm of
Child and Adolescent Overweight and Obesity.” Supplement to Pedatrics. In press.

18, Al sually active patients should be screened for sexually transmitted infections (STis).

20. Al sexually active giris should have screening for cervical dyspiasia as part of a pelvic examination beginning within 3 years

sexual activity or age 21 whichever comes first).

21. Refenal to dental home, if available. Otherwise, administer oral health risk assessment. If the primary water source is defi-
cient in flucride, consider oral fluoride supplementation,

22, At the visits for 3 years and & years of age, it should be determined whether the patient has a dental home. If the patient

does not have a dental home, a referral shoukd be made to one, If the primary water source is deficient in fluoride, consider

oral fluoride supplementation.

Refer 10 the speciic guidince by age as listed in Bright Futures Guicelines, (Hagan JF, Shaw JS, Duncan PM, eds, Bright

Futures: Guidslines for Mealth Supervision of Infants, Children, and Adolescents. 3rd ed. Elk Grove Village, IL: American

Academy of Pediatrics; 2008.)

8

e=tobe S = fisk to be

with appropriate action 1o follow, if positive ~&—— @ —3 = range during which a service may be provided, with the symbol indicating the preferred age
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AMERICAN ACADEMY OF PEDIATRICS

Committee on Psychosocial Aspects of Child and Family Health

Guidance for Effective Discipline

ABSTRACT. When advising families about discipline
strategies, pediatricians should use a comprehensive aI:l
proac that includes consideration of the parent—child
relationship, reinforcement of desired behaﬂuﬁ and
onsequences for negative behaviors. Corporal punish?
ment is of limited effectiveness and has potentially del-
eterious side effects. The American Academy of Pediat-
rics recommends that Fa.renlz be encouraged and assisted
in the development of methods other than spanking for

\managing undesired behavior. )

by removing dangerous objects from their reach)
introduce activides that distract their children |

potential hazards. Such proactive behaviors are
tral to discipline for toddlers. Communicating
bally (a firm no) helps prepare the infant for late:
of reasoning, but parents should not expect rea
ing, verbal commands, or reprimands to manag,
behavior of infants or toddlers.

As children grow older and interact with w
more complex physical and social environments
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Go to the beginning Recommendation 2

Ask how the other child feels

a warning
Hold and give hugs
Later, encourage play fighting
Tell him he is a bad hoy

Set future expectations

Redirect with a guestion

Click to go to the next section

Sponsored by the Morgan Family Foundation Wi, playnicely.org © 2009 Vanderhilt University

Maonroe Carell Jr.

childrers Hospitl
at Vanderbilt
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Go to the beginning Recomendacion 2

“Redirija" el comportamiento Preguntele como se siente el otro nifio
Emplee el juego de interpretacian de roles  del lugar

De nalgadas a su nifo Expliguele por pegar es malo
Digale que "No" Hablele con enojo

Establezca las reglas . Dele una advertencia

Aislamiento, o "tiempo fuera" Abracelo

Ignare el comportamiento Animelo a jugar tos tivamente

Pregunte a su nifio como se siente Digale gue es un nifio malo

Migguele un privilegio Digale lo gue espera de gl

Mas tarde en el dia, elégielo "Redirija" con una pregunta

Pasar a la siguiente pagina

T

Patrocinado por la Morgan Family Foundation wiwwe.playnicely.org © 2009 Vanderbilt University

Maonroe Carell Jr.

childrers Hospitl
at Vanderbilt
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Study 1

Clinical Pediatrics

Volume 46 Number 8

Parents View a Brief Violence
Prevention Program in Clinic

October 2007 724-734

© 2007 Sage Publications
10.1177/0009922807 302508
http:felp.sagepub.com
hosted at

http://online sapepub.com

Seth J. Scholer, MD, MPH,"' Anamika B. Mukherjee,?

Kirsten 1. Gibbs,? Shafia Memon, MBBS,?

and Kathryn L. Jongeward”

Participants were parents of 1- to 7-year-old children
presenting to a pediatric clinic. The intervention was
Play Nicely, 2nd edition, a multimedia educational pro-
gram that teaches childhood aggression management
skills. On average, parents viewed 10 to 15 min in
clinic. The average age of the 89 participants was 30
years; 49% were African American, 29% were married,
and 12% had a college education. Preintervention, 90% of
parents stated that they felt very comfortable managing
aggression. Postintervention, 90% of parents planned to
change how they discipline their own child. More than

90% had at least one positive comment about the program;
there were no negative comments. A brief intervention
that addresses childhood aggression is embraced by a
relatively diverse group of parents who viewed it during
their children’s primary care visit. Parents’ prior comfort
level with managing aggression should not be used to
screen who might benefit. The program has implica-

tions for violence prevention.

Keywords: violence prevention; counseling; parenting;
childhood aggression; discipline; intervention; education
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Study 1

Clinical Pediatrics
Volume 46 Number 8

Parents View a Brief Violence
Prevention Program in Clinic

October 2007 724-734

© 2007 Sage Publications
10.1177/0009922R07 302508
http:ficlp.sagepub.com
hosted at
http:/online.sagepub.com

30% verbalized that they planned
to use less spanking

Participants were parents of 1- to 7-year-old children
presenting to a pediatric clinic. The intervention was
Play Nicely, 2nd edition, a multimedia educational pro-
gram that teaches childhood aggression management
skills. On average, parents viewed 10 to 15 min in
clinic. The average age of the 89 participants was 30
vears; 49% were African American, 29% were married,
and 12% had a college education. Preintervention, 90% of
parents \ . naging
geression. Postintervention, 90% of parents planne
change how they discipline their own child. More than

90% had at least one positive comment about the program;
there were no negative comments. A brief intervention
that addresses childhood aggression is embraced by a
relatively diverse group of parents who viewed it during
their children’s primary care visit. Parents’ prior comfort
level with managing aggression should not be used to
screen who might benefit. The program has implica-

tions for violence prevention.

Kevwords: violence prevention; counseling; parenting;
childhood aggression; discipline; intervention; education
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Study 2

Intervention; At
least 8 options

Clinical Pediatrics
Volume 47 Number 5

Voluntary or Required Viewing
of a Violence Prevention Program
in Pediatric Primary Care

June 2008 46 1-468

i 2008 Sage Publications
10.1177/0009922807311731
httpficlp.sagepub.com
hosted at
http:/online . sagepub.com

Seth J. Scholer, MD, MPH,' Courtney A. Walkowski, BA,*

and Len Bickman, PhD?

Participants were parents of children less than 7
years of age who presented with their child for a well
child visit. Viewed in the waiting room, the interven-
tion was Play Nicely, which teaches childhood
aggression management skills. A total of 138 parents
were invited to view the program; 57 (41%) accepted
(voluntary group). A second group of 35 parents
viewed the program as part of the clinic visit (required
group); all 35 (100%) accepted. There were no differ-
ences between the groups in the proportion of par-
ents who were pleased that the program was offered
by their pediatrician (100%) and the proportion who

felt more comfortable managing aggression after the
viewing experience (94%). Approximately 75% of both
groups reported an increased willingness to discuss
child behavior and discipline strategies with their
pediatrician. These findings have implications for
how providers can more routinely introduce educa-
tional material into the well child visit that relates
to childhood aggression, discipline, and violence
prevention.
Keywords: childhood aggression; parental discipline;
violence prevention




VANDERBILT §/ UNIVERSITY

MEDICAL CENTER St u d y )

Clinical Pediatrics

Volume 47 Number 5
June 2008 46 1-468

Voluntary or Required Viewing 01 0009982807 301731
™ ™ hltp:fftlp.sagtpuh.cnm
of a Violence Prevention Program AN\, e

in Pediatric Primary Care

Participation

1. Invitation to learn about discipline: 57/138 (41%)

2. Next part of the visit: 35/35 (100%)
The proportion of parents who were pleased that the program was
offered by their pediatrician: 100%

child visit. Viewed in the waiting room, the interven-  groups re[;crrted an increased willingness to discuss
tion was Play Nicely, which teaches childhood ' ’ iscipli i ' '
aggression management skills. A total of 138 parents [ pediatrician. These findings have implications for
were invited to view the program; 57 (41%) accepted how providers can more routinely introduce educa-
(voluntary group). A second group of 35 parents | tional material into the well child visit that relates
viewed the program as part of the clinic visit (required | to childhood aggression, discipline, and violence

group); all 35 (100%) accepted. There were no differ- @reventiﬂn, )
ences between the groups in the proportion of par-
ents who were pleased that the program was offered  Keywords: childhood aggression; parental discipline;

by their pediatrician (100%) and the proportion who  violence prevention
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PEDIATRICS

OFFICIAL JOURNAL OF THE AMERICAN ACADEMY OF PEDIATRICS

A Brief Primary Care Intervention Helps Parents
Develop Plans to Discipline

All parents were asked, “As a result of your clinic visit today, do you plan to change

how you discipline your child or respond to your child’s behavior in the future?
If “Yes”, parents were asked what they would do differently.

Figure 1: Proportion of Parents Who Planned to Change
How They Discipline

Intevention (N=129)

P<0.001

Control (N=129) - 7%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90%
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PEDIATRICS Tal_:)le: Responseg From 12 Caregivers,
All in the Intervention Group, Who Planned

A Brief Primary Care Intervention Helps Parents  to Use Less Spanking in the Future
Develop Plans to Discipline

Video showed not to respond to violence with violence
because kids will not respond.

Figure 2: Proportion of Parents

There are better options.

Who Planned to Use Less The results are not as clear or quick with spanking.
Spanking It is wrong; there are better options.
The video made it clear why to spank less.
Intevention (N=129) 9% | Caregiver realized when watching the video that by hitting,
0% P<0.001 he or she is teaching violence.

Video and physician made him or her realize that spanking is

Control (N=129) not effective

! ' ! ' ' ' The video made it clear that if you do not want your kid to

0% 2% 4% 6% 8% 10% | hit, then why are you hitting?

If it is (spanking) not going to help her, then there is no

If a caregiver stated that he or she planned :
point.

to use less physical punishment, he or she
was asked an additional open-ended
questions, “What did you see or hear during
yoyr visit tOday '[C.) Cal”,lse you to consider Kids do not listen when you spank them. You think they do,
using less spanking? but they do not.

The video made talking seem like a more favorable option.

The video showed me that hitting my son will not help him
to not hit others.
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Fam Community Health
Vol. 33, No. 2, pp. 106-116
Copyright @© 2010 Wolters Kluwer Health | Lippincott Williams & Wilkins

A Brief Intervention May Affect
Parents’ Attitudes Toward Using
Less Physical Punishment

Seth J. Scholer, MD, MPH; Emma C. Hamilton, BA;
Melissa C. Jobnson, BA; Theresa A. Scott, MS

T
T —
o
o CITE—
IO
T
[oevamasioce |

Ninety-six parents in a preschool and pediatric clinic participated in a randomized study of a brief
parenting intervention. The Attitudes Toward Spanking (ATS) scale was measured at baseline, and,
on average, 4 months postintervention. Higher ATS scores are correlated with increased use of
physical punishment. In the intervention group, there was a 2.7-point decrease in the ATS score
at follow-up compared with baseline (P = 0.01). There was no decrease in the ATS in the control
group. Brief interventions may shift parental attitudes toward using less physical punishment and
have implications for improving anticipatory guidance within primary care and early education.
Key words: aggression, corporal punishment, mental bealth, parenting, pbysical punishment,
primary care, preschool, violence prevention
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Key Measures
Attitude Towards Spanking (10-item scale)*

1 2 3 4 5
Strongly Somewhat Neither Somewhat  Strongly
........... Disagree ............. SN . V- { { -1 - S,

1. Spanking is a normal part of my parenting.

_____ 2.Sometimes a spank is the best way to get my child to listen. 3 of 10 items

____ 3. Aspankis not an effective method to change my child’s behavior for the long term.

 The ATS scale is scored by reverse scoring 4 questions. Then, the total score is summed
and can range from 10 to 50

— Higher scores are correlated with a greater likelihood of use of physical punishment*

* The nonparametric Wilcoxon signed rank test was used to compare the ATS scores of
the control and the intervention

* Vittrup B, Holden GW, Buck J._Attitudes predict the use of physical punishment: a
prospective study of the emergence of disciplinary practices. Pediatrics. 2006.
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Fam Community Health
Vol. 33, No. 2, pp. 106-116
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A Brief Intervention May Affect
Parents’ Attitudes Toward Using
Less Physical Punishment

Table 4. Attitudes toward spanking (ATSY at baseline (preintervention) and at follow-up
(postintervention)

Mean ATS (SD) Change in ATS
Preintervention  Postintervention ( post-pre) P value
Control group, n = 32 296 (6.7) 28.7(7.3) —0.9 0.3
Intervention group, 30.8(5.2) 28.1 (7.0 —2.7 0.01
n=32
Intervention subgroups”
Planned some change 31.3(5.2) 282 (7.2) —3.1 0.01
in discipline, n = 28
Planned less spanking, 34.0 (3.5) 287 (5.1) —5.3 0.02
n=9
Planned change other 30.1 (5.4) 28.0(8.2) —2.1 0.06
than less spanking,
n=19
Did not plan a change in 27.2(3.9) 27.5(6.2) +0.3 0.7
discipline, n = 4
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Fam Community Health
Vol. 33, No. 2, pp. 106-116
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A Brief Intervention May Affect [ Allintervention parents were asked immediately post-
Parents’ Attitudes Toward Using| intervention, “Do you plan to discipline differently, and,
Less Physical Punishment if so, what do you plan to do differently?”

Table 4. Attitudes toward spanking (ATS)* at baseline (preintervention) and at follow-up
(postintervention)

Mean ATS (SD)
' Change in ATS

Preintervention  Postintervention ( post-pre) P value
(" Control group, n = 32 29.6 (6.7) 28.7 (7.3) 0.9 03 )
Intervention group, 30.8(5.2) 28.1 (7.0 —2.7 0.01
n=32 J
ntervention su ups \
Planned some change 31.3(5.2) 282 (7.2) —3.1 0.01
in discipline, n = 28
Planned less spanking, 34.0 (3.5) 287 (5.1) —5.3 0.02
n=9
Planned change other 30.1 (5.4) 28.0(8.2) —2.1 0.06
than less spanking,

\ n=19 )
Did not plan a change in 27.2(3.9) 27.5(6.2) +0.3 0.7
discipline, n = 4
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Intervention: At
least 4 options

intervention
(n=131)
Declined
(n=3)

Parents of 6-24
month old children

in clinic

Study 5

Randomization

Randomly assigned
(n=263)

Recruitment to participate
in a 2-min survey
immediately after visit

Accepted (n=131)
Declined (n=0)

Received - — Control group

Allocation

Excluded: Any parent
who could not speak
English or Spanish

Recruitment

AR

Maonroe Carell Jr.
childvers Hospifl

at Vanderbilt

received standard
offerings in
primary care
(n=132)

!

Recruitment to participate
in a 2-min survey
immediately after visit

Accepted (n=132)
Declined (n=2)
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Key Measures
Attitude Towards Spanking (10-item scale)*

1 2 3 4 5 6 7
Strongly Moderately  Slightly Neither  Slightly Moderately  Strongly
.............. Disagree ............. ST . ¥-{ ¢ -1 - S

1. Spanking is a normal part of my parenting.

_____ 2.Sometimes a spank is the best way to get my child to listen. 3 of 10 items

____ 3. Aspankis not an effective method to change my child’s behavior for the long term.

 The ATS scale is scored by reverse scoring 4 questions. Then, the total score is summed
and can range from 10 to 70

— Higher scores are correlated with a greater likelihood of use of physical punishment*

* The nonparametric Wilcoxon signed rank test was used to compare the ATS scores of
the control and the intervention

* Vittrup B, Holden GW, Buck J._Attitudes predict the use of physical punishment: a
prospective study of the emergence of disciplinary practices. Pediatrics. 2006.
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Characteristics

Age of caregiver, mean (SD), y
Gender of caregiver, female
Education, high school or less
Total No. of children

Race or Ethnicity
White
Black
Hispanic
Other
Age of child, mean (SD), months

All data presented as n (%) unless indicated otherwise.

Control Group
(N=132)
28.5 (6.6)
112 (84.8)

68 (51.5)
2.2 (1.2)

35 (26.5)
60 (45.5)
23 (17.4)
11 (8.3)

AR

Maonroe Carell Jr.
childrer’s Hospitl
at Vanderbilt

Study 5 - Results
Table 1: Demographics

Intervention Group
(N=131)
28.6 (8.2)
109 (83.2)

75 (57.3)
2.1(1.3)

28 (21.4)

61 (46.6)

32 (24.4)
7 (5.3)
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Study 5 - Results

Table 2: ATS score in control and intervention

Control Intervention P-value
N=132 N=131

ATS Score 30.0 AR

Higher scores are associated with actual use of physical punishment

Monroe Carell Jr.
childver's Hospitl
at Vanderbilt
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1. Parents view a brief violence prevention program in clinic. Clinical Pediatrics. 2007.
30% stated they will spank less.

2. Voluntary Versus Required Viewing of a Violence Prevention Program in Clinic. Clinical
Pediatrics. 2008.

Regardless of group, 100% pleased that the program was offered by pediatrician.
3. A brief primary care intervention affects parents’ plans to discipline. Pediatrics. 2010.
9% in intervention group planned to spank less compared with 0% in the control

4. A brief violence prevention intervention may affect parents’ attitudes towards using less
physical punishment. Family and Community Health; 2010.

2.7 point pre-post decrease in ATS in the intervention group and no change in control.

5. A Brief Primary Care Intervention Affects Parents' Attitudes About Physical Punishment.
RCT in primary care clinic.

4.1 point difference in ATS comparing intervention with control.

lonroe Carell Jr.

C‘\'\f&\'&';‘s Ho-Pit"l

at Vanderbilt
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1. Parents view a brief violence prevention program in clinic. Clinical Pediatrics. 2007.
30% stated they will spank less.

2. Voluntary Versus Required Viewing of a Violence Prevention Program in Clinic. Clinical
Pediatrics. 2008.

Regardless of group, 100% pleased that the program was offered by pediatrician.
3. A brief primary care intervention affects parents’ plans to discipline. Pediatrics. 2010.
9% in intervention group planned to spank less compared with 0% in the control

4. A brief violence prevention intervention may affect parents’ attitudes towards using less
physical punishment. Family and Community Health; 2010.

2.7 point pre-post decrease in ATS in the intervention group and no change in control.

5. A Brief Primary Care Intervention Affects Parents' Attitudes About Physical Punishment.
RCT in primary care clinic.

4.1 point difference in ATS comparing intervention with control.

Brief primary care intervention can affect parents’

attitudes toward using less physical punishment

AR

Monroe Carell Jr.
Childrers Hospit]

at Vanderbilt



VANDERBILT §7 UNIVERSITY

MEDICAL CENTER

Implications

* The results of these studies have implications for:

— how to affect parents’ attitudes toward using less
physical punishment

— improving primary care offerings related to violence
prevention

— the primary prevention of violence

Ak

Maonroe Carell Jr.
Childrerss Hospitl

at Vanderbilt



