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Introduction 
 
“People did not know what to do [when they witnessed hitting]. They felt powerless.” 

 – Professional involved in implementation of hospital No Hit Zone 

  
No Hit Zones (NHZs) represent a new policy to prevent corporal punishment and to 

ensure healthy environments for children and their families. This policy designates physical 

spaces where hitting of any kind is not tolerated. Through training programs that accompany 

implementation, NHZs equip professionals, from healthcare providers to city officials, with the 

skills to de-escalate hitting incidences and discuss alternatives to physical discipline with 

parents. As the above quotation from a healthcare professional exemplifies, witnesses of hitting 

can feel paralyzed and powerless if they do not have adequate training. NHZs serve as one 

initiative to prevent corporal punishment and shift social norms away from physical discipline, 

starting at the institution-wide level. They start conversations about children’s rights, which can 

conflict with parental rights surrounding discipline, and how institutions can utilize evidence-

based research to best serve children and their families. NHZs have the potential to enact large-

scale change; however, few studies on the policy exist and barriers to NHZ implementation 

remain.  

Theoretical Framework 
 

Child physical discipline, also known as corporal punishment, represents a serious public 

health problem and a controversial issue among parents. Several interventions, such as the use of 

educational baby books, have attempted to change parents’ attitudes about physical discipline 

(Reich, Penner, Duncan, & Auger, 2012). The new policy of No Hit Zones (NHZs), which 

establishes a physical space where hitting is not allowed, aims to prevent hitting and support 

healthy parent-to-child relationships. A research gap surrounds the implementation of this policy 

and its potential impact.  

 
Corporal Punishment: Background 

Researchers define corporal punishment as the use of physical force to modify a child’s 

behavior with the intention to cause pain but not injury (Gershoff & Grogan-Kaylor, 2016; Reich 

et al., 2012). Some researchers attempt to distinguish non-abusive corporal punishment 
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from physical abuse by referring to definitions of abuse that vary by state but often use criteria 

of bruises or marks that last more than 24 hours or require medical intervention (American 

Academy of Pediatrics, 1998; Definitions of Child Abuse and Neglect in Federal Law). 

However, the international community increasingly fails to distinguish corporal punishment from 

physical abuse. Starting with Sweden in 1979, all forms of corporal punishment (regardless of 

how mild) have been outlawed in 54 countries (Global Initiative to End All Corporal Punishment 

of Children, 2018). One often-debated type of corporal punishment includes spanking, which is 

defined as “hitting a child on their buttocks or extremities using an open hand” (Gershoff & 

Grogan-Kaylor, 2016, p. 1).  

 In the past twenty years, international attitudes surrounding corporal punishment have 

shifted dramatically. The 1990s served as a pivotal period in spotlighting the issue, as new 

research demonstrated the links between physical punishment and negative child outcomes 

(Durrant & Ensom, 2012). Additionally, the General Assembly of the United Nations (UN) 

adopted the Convention on the Rights of the Child of 1989 (effective in 1990), which asserted 

children’s rights to protection from abuse and exploitation, including corporal punishment, and 

has been ratified by all countries in the world except the United States (United Nations, 1989; 

Lansford et al., 2017). The Sustainable Development Goals, adopted by the United Nations in 

2016, reaffirms this commitment through Goal 16’s second target (Lansford et al., 2017). Target 

16.2 of this goal is to “end abuse, exploitation, trafficking and all forms of violence against and 

torture of children” (Global Initiative to End All Corporal Punishment of Children, 2015).  

 Despite international progress, the United States lags behind other countries in protecting 

children from corporal punishment. The United States has neither signed the Convention on the 

Rights of the Child nor banned corporal punishment. Historically, support and use of corporal 

punishment have been common among American parents; for example, a survey of a nationally 

representative samples of Americans in the 1990s revealed that 94 percent of parents spanked 

their children by the age of three and four (Straus & Stewart, 1999). Support and use of corporal 

punishment have declined somewhat over time but still remain high. More recent data suggest 

that around 76 percent of men and 65 percent of women believe that children sometimes need to 

be spanked (Child Trends, 2015). Support for the use of corporal punishment varies among 

demographic groups within the United States. For example, African American parents, younger 

parents, parents with low educational attainment, parents who are religious, and parents who 
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were hit as a child are more likely to utilize corporal punishment and believe it is effective 

(Grogan-Kaylor & Otis, 2007; Patton, 2017; Walsh, 2002). The divergent views among 

demographic groups signal the need for cultural awareness and sensitivity when implementing 

corporal punishment interventions.  

 
Rationale for Interventions surrounding Corporal Punishment  

Corporal Punishment and Negative Outcomes 

 Two central arguments inform the debate against the use of corporal punishment: its 

association with negative outcomes for children and the right of children to protection. First, 

spanking and other forms of corporal punishment are associated with enduring detrimental child 

outcomes, including: 

• Increased aggression and delinquent behaviors 
• Impaired cognitive ability  
• Low self-esteem  
• Decreased child and adult mental health  
• Decrease in supportive parent-child relationships 
• Increased physical abuse of children by parents (Gershoff, 2002; Gershoff & Grogan-

Kaylor, 2016).  
 
Years of research in child protection demonstrate the connection between physical punishment 

and broad, long-lasting negative developmental issues (Durrant & Ensom, 2012). While the 

negative effects can impact into adulthood, physical discipline’s only benefit may be immediate 

compliance (Gershoff, 2002). No study demonstrates that hitting improves children’s behavior or 

learning in the long term. In addition to the negative outcomes, studies have also found corporal 

punishment to be an ineffective form of discipline, as it can magnify the negative child behavior 

in the short and long term (Gershoff, 2002; Gershoff, 2013). 

However, there is another view that spanking is not detrimental, which is a perspective held 

by few scholars in the field. Dr. Robert Larzelere, a prominent child abuse researcher who 

advocates this viewpoint, argues that how and when disciplinary tactics are used may be more 

important than the specific types utilized (Larzelere, Cox, & Smith, 2010). Dr. Larzelere also 

emphasizes that confounding variables, such as children’s problem behaviors that might elicit 

corporal punishment rather than follow corporal punishment, weaken the causal relation between 

spanking and subsequent negative outcomes. Similarly, Dr. Diana Baumrind explains that “a 

blanket injunction against disciplinary spanking by parents is not scientifically supported” 
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(Baumrind, 1996). These two perspectives are in the minority, and most other researchers, such 

as Dr. Elizabeth Gershoff and Dr. George Holden, have refuted their arguments and stressed the 

mounting evidence that establishes the harmfulness and ineffectiveness of corporal punishment 

(Gershoff, 2013). This thesis takes as authoritative those studies that demonstrate the 

harmfulness of corporal punishment.  

 
Human Rights Perspective  

The protection of children against corporal punishment represents an issue with two 

competing sets of rights: children’s rights and parents’ rights. The UN Deputy Commissioner for 

Human Rights, Kyung-wha Kang, summarized children’s rights best, “Violence against children, 

including corporal punishment, is a violation of the rights of the child. It conflicts with the 

child’s human dignity and the right of the child to physical integrity” (United Nations Human 

Rights, 2013). Regardless of scientific debates about effectiveness, corporal punishment violates 

international human rights to freedom from cruel, inhumane, or degrading treatment or 

punishment and freedom from physical violence. These rights are listed in articles 19, 28, and 37 

of the UN Convention on the Rights of the Child, which has been ratified by 196 states (United 

Nations, 1989). 

The rights of parents to discipline their children stand at odds with children’s rights. 

Parents hold rights to make major decisions about their children’s medical care, education, 

religion, and other aspects of child rearing. This autonomy is based on the belief that parents act 

in the best interests of their children (Godsoe, 2017). Well-known cases, including the 

prosecution of National Football League star Adrian Peterson for disciplining his four-year-old 

with a tree branch, have ignited heated debate about parental rights and demonstrate the tension 

between these rights and the rights of children.  

 
Interventions to Address Corporal Punishment  

 Several interventions to decrease the use of corporal punishment exist, ranging from 

advocacy campaigns to parenting programs. Campaigns to raise awareness about corporal 

punishment and child abuse include larger country-wide efforts, such as National Child Abuse 

Prevention Month in April, and initiatives through local child advocacy centers, such as the 

“Dear Parents” campaign created at the New Orleans Children’s Advocacy Center (“Dear 

Parents Campaign,” 2012). Some interventions represent innovative ways to dissuade parents 
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from using physical discipline, including an initiative that utilized educational baby books to 

change new mothers’ attitudes about corporal punishment (Reich et al., 2012). A number of 

interventions also focus on pediatricians who hold large influence over parents’ endorsement of 

corporal punishment.  

 In addition to interventions that include decreasing corporal punishment as a central aim, 

some programs, such as Triple P, are less targeted and try to improve parenting and child health 

more generally. Triple P, which stands for Positive Parenting Program, serves as a parenting and 

family support system to prevent and treat behavioral and emotional problems in children. The 

multi-level system “was designed to enhance parental competence, and prevent or alter 

dysfunctional parenting practices, thereby reducing an important set of family risk factors both 

for child maltreatment and for children’s behavioral and emotional problems” (Prinz, Sanders, 

Shapiro, Whitaker, & Lutzker, 2009, p. 2). Triple P works toward healthy parenting, including 

nonviolent techniques, and a decrease in child behavior programs. The Chicago Parent Program 

represents another example of a parenting program that can diminish parent reliance on physical 

discipline. The Chicago Parent Program consists of 12 training sessions and “reinforces parent 

behaviors that increase positive attention for desired child behavior and reduce harsh and 

inconsistent responses to problematic child behavior” (Gross, Garvey, Julion, Fogg, Tucker, & 

Mokros, 2009, p. 55). These two programs are not exclusively focused on decreasing corporal 

punishment; however, they promote positive parenting techniques instead of physical discipline.    

 
Pediatrician Influence in Interventions  

Pediatricians play a critical role in child abuse interventions because parents treat them as 

a trusted source of information on child discipline. As most NHZs are located in healthcare 

settings, it is important to emphasize pediatrician influence in interventions surrounding child 

discipline and abuse. Pediatricians serve as parents’ first choice in advice sought and followed 

related to child discipline (Taylor, Moeller, Hamvas, & Rice, 2013). Pediatricians are opinion 

leaders, meaning they have the ability to influence parental opinion on physical discipline. For 

instance, pediatricians can provide resources on alternatives to physical discipline and teach 

parents about child development in order to decrease punitive response to normal child behaviors 

(Durrant & Ensom, 2012). However, parents of some backgrounds, such as African American 
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parents, are equally as likely to follow the parental advice of religious leaders as they are to heed 

the advice of pediatricians (Taylor et al., 2013).  

In line with the role of pediatricians as opinion leaders, the American Academy of 

Pediatrics (AAP) has issued a policy statement that calls for the elimination of physical 

punishment of children and provides guidance for pediatricians on how to educate parents about 

positive parenting strategies (Sege et al., 2018). The statement will be published in December 

2018 and updates the AAP’s 20-year-old stance on corporal punishment, which recommended 

that parents be “encouraged” not to spank their children. In its 1998 statement, the AAP 

described pediatricians’ roles in advocating against spanking and offering more effective 

methods of discipline. In addition to cautioning against physical discipline, the AAP outlined 

three components for effective discipline:  

          “ (1) a positive, supportive, loving relationship between the parent(s) and child, 
(2) use of positive reinforcement strategies to increase desired behaviors, and 
(3) removing reinforcement or applying punishment to reduce or eliminate undesired 
behaviors” (American Academy of Pediatrics, 1998, p. 723).  
 

The AAP reinforces the role of physicians in corporal punishment interventions, including in 

NHZs at hospitals.  

 Not only can pediatricians influence public opinion, pediatricians and other healthcare 

workers have the opportunity to intervene when they witness parent-to-child hitting in their 

medical centers. A survey of healthcare workers found that 50 percent of physicians, 24 percent 

of nurses, 27 percent of other direct care staff, and 17 percent of non-direct care staff witnessed 

parent-to-child hitting at their medical center in the last year (Font et al., 2016). Although a 

majority of physicians, nurses, and other direct care staff reported that they intervened 

sometimes or always, those who did not intervene often reported that they did not know how to 

respond (Font et al., 2016). This study demonstrates that hitting extends beyond the home to 

medical centers and that staff members may need additional training on how to intervene. In 

addition, not all healthcare workers agree that spanking is harmful, signaling the need for greater 

awareness of corporal punishment’s negative effects, even within hospitals (Gershoff et al., 

2016). 
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No Hit Zones: General Policy  

 NHZs represent a policy that aims to decrease corporal punishment by promoting healthy 

relationships and safe environments across the lifespan. In a NHZ, hitting is not tolerated, and 

workers at the institution receive training on de-escalation techniques (Frazier, Liu, & Dauk, 

2014). After workers are trained, they are expected to intervene and de-escalate the situation if 

they witness hitting. Four main principles govern NHZs: no adult shall hit another adult, no adult 

shall hit a child, no child shall hit an adult, and no child shall hit another child (No Hit Zone, 

2018). In 2005, Lolita McDavid, MD, created the NHZ concept at Rainbow Babies and 

Children’s Hospital in Cleveland, Ohio (No Hit Zone, 2018). Since their inception, NHZs have 

expanded rapidly beyond pediatric hospitals to District Attorney’s Offices, health departments, 

and other institutions (No Hit Zone, 2018). In 2014, Gundersen Health System, located in La 

Crosse, Wisconsin, became the first non-pediatric hospital to implement a NHZ (No Hit Zone, 

2018). District Attorney’s Offices, such as one in Dane County, Wisconsin, and even the entire 

cities of Madison Heights, Michigan, and Stoughton, Wisconsin, have become NHZs (Jones, 

2017). NHZs represent a rapidly developing national movement, with countless institutions 

looking to adopt this new policy.  

 As more institutions implement NHZs, a principal-agent problem may arise. The 

principal-agent describes a situation in which one person, the agent, can make decisions on 

behalf of another individual, the principal. Parents may feel that a no hitting rule is more 

appropriate in a hospital setting and resist a NHZ in the private sector, such as a sports stadium. 

However, institutions often implement rules that govern their physical spaces, from no outside 

food or drinks inside an arena to no cell phone use in a waiting room. Parents may view a NHZ 

as a similar rule that is within an institution’s jurisdiction.  

 
No Hit Zones: Policy Theory Base  

 Two analogies explain the policy theory that upholds NHZs. First, NHZs are often 

compared to no smoking policies. Smoking and hitting are well-researched behaviors that are 

known to be harmful. Similar to no smoking policies, NHZs attempt to shift social norms away 

from a behavior with health consequences by banning it in particular spaces (Frazier et al., 

2014). Smoking and hitting bans exist at the institutional level and do not follow the principle of 

subsidiarity, which posits that issues should be solved at the lowest possible level. 54 countries 
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have followed this principle, outlawing corporal punishment in all settings, including the home 

(Global Initiative to End All Corporal Punishment of Children, 2018). However, the United 

States is far from legislating how parents can treat their children within the home and, barring 

this ability, NHZs must aim at the higher institutional level. Similar to how bans on smoking 

decreased smoking beyond public spaces, NHZs rely on a potential spillover effect where parents 

stop hitting their children in all settings.  

 Although no smoking policies represent a useful analogy for the spillover effect, NHZs 

are more similar to community-wide interventions about parenting, such as the “Safe to Sleep” 

campaign, and bystander interventions. One significant difference between no smoking policies 

and NHZs is that while smoking has health consequences for both the smoker and those who 

inhale secondhand smoke, corporal punishment is harmful for the child, not the parent. It is more 

informative to liken NHZs to the “Safe to Sleep,” formerly “Back-to-Sleep,” public awareness 

campaign that encouraged parents to place infants to sleep on their back and educated parents 

about safe sleeping research. This campaign successfully changed parents’ behaviors, with the 

percent of infants placed to sleep on their back increasing from 17 percent in 1993, which is the 

year before the campaign launched, to 73 percent in 2010 (American Academy of Pediatrics, 

2018). This increase was associated with a large decline in the rates of sudden infant death, 

which indicates the impact of the campaign on protecting child health. These results also 

demonstrate that once parents understood the research findings about safe sleeping, they were 

willing to alter their behavior (American Academy of Pediatrics, 2018). Similarly, NHZs aim to 

decrease a behavior, corporal punishment, that has negative health outcomes for children through 

public awareness and education. 

 In addition to public awareness, NHZs promote bystander intervention by training 

employees at each institution how to intervene when they witness hitting and displaying clear 

signage about the policy (Gershoff et al., 2018). NHZs rely on changing staff members’ norms 

about the importance of taking action against hitting, asking them to make a commitment to 

intervene, and helping them develop intervention skills (Gershoff et al., 2018). A few NHZs do 

not include training programs, meaning that there is no expectation of intervention. NHZ signage 

also encourages conversations about physical discipline and can prompt community members to 

intervene when they witness hitting. The goal of NHZs is to create a space where no hitting is 

tolerated, which empowers intervention and shifts norms away from physical discipline.  
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No Hit Zones: Current Research  

 Currently, research on NHZs is limited, and at the time of this study, only two peer-

reviewed articles are published on the policy. The first article discusses the implementation of a 

NHZ at Kosair Children’s Hospital (now Norton’s Children’s Hospital) in Kentucky, including 

its nominal costs and training of hospital staff members (Frazier et al., 2014). The article 

explains the rationale for NHZs and lists the six key components of the program: 

(1) an advocate 
(2) a clear definition 
(3) hospital administrator support 
(4) promotional materials 
(5) educational programming 
(6) widespread publicity. 

 
It also provides details about the implementation process, from the creation of a child abuse 

taskforce to the training of staff members. While this article provides a solid overview of the 

NHZ policy and the experience of one hospital, it represents an initial exploration and does not 

include data. It evaluates success subjectively through high demand for the program and lacks 

data-driven evidence.  

 The second study represents the first systematic evaluation of a NHZ. The study focuses 

on the NHZ at Gundersen Health System, which was implemented in 2014 in La Crosse, 

Wisconsin (Gershoff et al., 2018). The NHZ implementation included a policy change, posters 

stating that the health system is a NHZ, training available to all staff members, and educational 

materials. To evaluate the NHZ, researchers utilized a pre/post design to survey both staff 

members and parents. The researchers surveyed staff members before and after training, and they 

found that staff in the post-NHZ group “had more negative attitudes about spanking and more 

positive attitudes about intervention when parents hit children in the hospital” (Gershoff et al., 

2018, p. 155). Notably, staff reported a high prevalence of parent-to-child hitting in the hospital, 

which signals the importance of the NHZ. Although the NHZ was not associated with changes in 

parents’ attitudes about or use of spanking,  

 “a quarter to a third of parents who read the NHZ materials said the materials led them to 
 now think that spanking is potentially harmful, to try other methods of discipline, to think 
 staff should intervene if they see hitting, and to seek out medical professionals for 
 parenting advice” (Gershoff et al., 2018, p. 161) 
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This new study’s findings indicate that NHZs serve as a promising program to change medical 

staff members’ attitudes and behaviors surrounding corporal punishment at hospitals. NHZs can 

educate both staff and parents about the harms linked to spanking and train staff members to 

intervene during hitting incidents, which will help promote healthy environments.  

 These two studies scratch the surface on NHZ research, and a large research gap remains 

in this nascent field. This thesis will address the substantial research gap on NHZs by closely 

examining the barriers to policy implementation at a variety of institutions. Taken as a whole, 

this thesis serves as a case study on NHZs and a document that can aid institutions that are 

interested in implementing this new policy.  

Methods: Study 1 

This thesis is divided into two studies: Study 1 and Study 2. Both studies focus primarily 

on hospital-based and other healthcare-based NHZs because the majority of NHZs are currently 

located in these settings. However, Study 1 includes attention on other NHZ institutions, 

including District Attorney’s Offices, family courts, and the entire cities of Madison Heights, 

Michigan, and Stoughton, Wisconsin, which are other NHZ institutions. Study 1 outlines the 

status of different NHZs nationwide and answers the central question of this thesis: “What are 

the barriers to No Hit Zone implementation in institutions, such as hospitals and District 

Attorney’s offices?” Study 2 is discussed later in the thesis and utilizes training data from 

Children’s Hospital New Orleans to analyze a barrier identified in the first study. 

 Study 1 collected and analyzed qualitative data from interviews of individuals involved in 

NHZ implementation. The interview subjects were professionals at hospitals, District Attorney’s 

offices, health departments, counties, and other organizations, and they answered questions 

regarding barriers to NHZ implementation. The interviews generated detailed, site-specific 

information about how diverse institutions have implemented NHZs and faced barriers. Only two 

peer-reviewed studies exist on NHZs. Study 1 takes a step toward filling this research gap by 

closely examining NHZ implementation, specifically any challenges in the processes of 

implementation.  

 Study 1 assumed that barriers to implement any new policy and spatial configuration 

confront institutions. These barriers include the cost: both the financial cost and the time to train 

all employees. Based on personal experience as a former intern at the New Orleans Children’s 

Advocacy Center (NOCAC), the investigator understands that inadequate data on training 
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programs, both the content of the training and evaluation of outcomes of the training, present 

significant gaps in understanding a key implementation step for NHZs. Moreover, different types 

of institutions, such as hospitals and District Attorney’s offices, are likely to face site-specific 

barriers due to their unique contexts and perhaps differing objectives, implicit or explicit, to 

create a NHZ. 

 
Research Design  

 The qualitative interview data identified specific barriers to NHZ implementation. There 

is limited information published on NHZs, making it difficult to forecast the data expected from 

the interviews. Interview subjects were selected based upon having experience with 

implementing a NHZ in an institution whose type ranged from hospitals and health departments 

to a minor league baseball stadium (Appendix A describes the subjects’ institutions). Open-

ended interviews provided an appropriate and flexible method to identify barriers to NHZ 

implementation. The open-ended questions inquired into barriers associated with perceived 

success of the NHZ both as a physical space and as a policy. The interviewee responses exposed 

differences between institutions, but there were insufficient numbers of subjects to identify 

within-institution differences. Notes were taken during interviews and later sorted by themes 

identified by the author. 

 
Data Collection  

To organize interviews, the investigator collaborated with the NOCAC to generate an 

initial spreadsheet of NHZs across the country and contacted people at each institution. The list 

expanded by conducting online research and exchanging lists with Dr. Randy Alexander and 

Ashley Clark of the University of Florida: Wolfson Children’s Hospital. Interviewees also 

suggested additional contacts, which supplemented the list (Appendix A). The investigator also 

assisted the NOCAC to design a short Google survey that NHZ institutions can utilize to report 

their information voluntarily and to join the collaboration among NHZs around the nation. 

All 44 interviews were conducted over the phone, and detailed notes were taken using a 

template (Appendix B lists the interview questions). There was no goal for the number of 

interviews; instead, the investigator tried to interview individuals at as many NHZs as possible 

within the time frame. To ensure accuracy, the investigator restated the interviewees’ responses 

to confirm that she typed their statements correctly. Although audio recording interviews may 
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have yielded slightly more accurate responses, this method could make interviewees feel less 

comfortable and thus, less candid. Audio recording might have impacted the interviews’ 

conversational tone. Following each call, the investigator wrote the main points from each 

interview and color-coded all interviewees’ comments by theme. No new barriers emerged by 

the last interview, which was the data saturation indicator. Data collection achieved the goal of 

reaching saturation.  

 
Data Analysis  

The qualitative data from 44 national interviews were analyzed by looking for themes 

that emerged from the interviewees’ comments and quotations from the interviews that 

illustrated these themes. After interviews were completed, the investigator reviewed the 

interview notes to determine the main types of barriers and then color-coded all interview data 

by barrier type. Each barrier was summarized and illustrated through specific comments made by 

interviewees. No overviews of each interview were provided because this strategy likely would 

contradict with Institutional Review Board (IRB) policy regarding confidentiality and be less 

accessible for the reader.  

Empirical Analysis: Study 1 
 
Overview of No Hit Zones and Barriers  

 The interviews transformed a starting point of a handful of known NHZs to a more 

comprehensive list of the approximately 50 NHZs nationwide (Appendix C includes the table). 

This list only includes established NHZs. If an interview was conducted regarding a NHZ that 

was not yet established or no longer exists, it is not included on the list. Appendix A lists all 

institutions, regardless of implementation status, where the researcher conducted interviews.  
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Figure 1. Map of established No Hit Zones 
 

 
 

 As demonstrated by the above map, NHZs are concentrated regionally, largely in Florida, 

Kentucky, Louisiana, Virginia, and Wisconsin. In these five states, four hospitals and the non-

profit Champions for Children: Prevent Child Abuse Hampton Roads serve as regional leaders in 

the implementation of NHZs. These five institutional leaders are instrumental in facilitating the 

implementation of NHZs in their areas and developing the program into a community-wide 

initiative. In Florida, the University of Florida: Wolfson Children’s Hospital has assisted with the 

implementation of NHZs at four institutions:  

(1) the District IV Medical Examiner’s Office 
(2) Family Support Services of North Florida Inc.	
(3) the Quigley House 
(4) the University of Florida: Health College of Medicine 

Norton Children’s Hospital in Kentucky was an early adopter of NHZ policy and partnered with 

the Louisville Bats Slugger Field to create the first NHZ in a sports environment. In Louisiana, 

Children’s Hospital New Orleans stands as a regional leader and has implemented NHZs at the 

following institutions as well as at 20 clinics:  

(1) Child Advocacy Services CASA and CAC 
(2) Foundation Preparatory Charter School 
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(3) Metro Centers for Community Advocacy 
(4) Milestones Mental Health Agency 

In Wisconsin, Gundersen Health System and its National Child Protection Training Center 

champions NHZs and has assisted with their implementation at five organizations:  

(1) the Family and Children’s Center 
(2) La Crosse Public Library  
(3) La Crosse Women, Infants, and Children (WIC) Program  
(4) New Horizons Shelter & Outreach Centers  
(5) The Parenting Place 

 Beyond these four hospital regional leaders, Virginia’s Champions for Children: Prevent 

Child Abuse Hampton Roads is a non-profit that has spearheaded the implementation of nine 

NHZs and counting. It prioritizes the creation of a “community where healthy child development 

is supported through safe and effective interpersonal interactions that do not involve hitting” 

(Champions for Children: Prevent Child Abuse Hampton Roads, 2018). This non-profit has 

implemented NHZs at nine organizations to date:  

(1) the Children’s Health Investment Project (CHIP) of South Hampton Roads 
(2) the City of Chesapeake Department of Human Services 
(3) the City of Chesapeake Department of Public Health 
(4) the City of Chesapeake Regional Health Care – Mother/Baby and Emergency 

Departments 
(5) the Department of General Academic Pediatrics at Children’s Hospital of the King’s 

Daughters 
(6) the Department of Human Services in the City of Norfolk 
(7) First Home Care in Portsmouth 
(8) Harbor Point Behavioral Health Center in the City of Portsmouth 
(9) the YWCA of Hampton Roads.  

 These five regional leaders explain the clustering of NHZs, as they drive the NHZ 

movement in their communities. One hypothesis for the clustering is that the regional leaders are 

early adopters of other child protection policies, prioritize them, and then spread them to nearby 

institutions. For example, Gundersen Health System has a National Child Protection Training 

Center with a mission to end all forms of child maltreatment, which demonstrates the importance 

of child protection to the health system. Although there are only five regional leaders, a total of 

19 states contain NHZs, and the policy will continue to spread beyond regional clusters to other 

states. Wisconsin and Virginia currently have the highest number of NHZs, with 10 and 9 NHZs 

respectively.   
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 The map reveals another important pattern, which is the lack of NHZs west of the 

Mississippi River and in the Northeast. Most likely, the nonexistence of a regional leader in these 

areas contributes to the swaths of the country without NHZs. In addition, despite the presence of 

regional leaders, NHZs are not a fully organized community or movement. At the beginning of 

this project, the investigator quickly learned that there was not an up-to-date or detailed list of 

NHZs. It was unclear which institutions had adopted NHZs, when they had implemented the 

program, and which components of the program they utilized. A definitional issue emerged: 

(1) Does a NHZ exist if it is a policy only? 
(2) Does a NHZ exist if no staff training is conducted? 
(3) Does a NHZ exist if no signage and physical borders give the space unique exclusivity? 

In the absence of a clear definition of a NHZ, the answers to these questions suggest differing 

barriers and approaches to the development of NHZs to date based on these data. Dr. Randy 

Alexander of University of Florida, Wolfson Children’s Hospital, has proposed dividing NHZs 

into levels in response to the differentiators raised by these three questions. Dr. Alexander is the 

subject of a continuing inquiry that is not included in this work.   

 In addition to gathering a list of NHZs, the investigator uncovered the different types of 

institutions with NHZs and facilitated connections between institutions through interviews. 

Although most NHZs exist in hospitals, a growing number of NHZs exist at District Attorney’s 

offices, domestic violence shelters, health departments, homeless shelters, mental health 

agencies, and other organizations. The entire cities of Madison Heights, Michigan, and 

Stoughton, Wisconsin, are NHZs, and the Louisville Bats Slugger Field, which is the home of a 

minor league baseball team, represents the first NHZ in a sports environment. Furthermore, in 

August 2018, Foundation Preparatory Charter School became the first NHZ in a school. These 

diverse institutions demonstrate the applicability of the policy beyond the traditional setting of 

children’s hospitals.  

 While the list of NHZs and increased understanding of their status nationwide is an 

important contribution from my interviews, the qualitative data mainly illustrate the barriers to 

NHZ implementation. The qualitative analysis of the interviews determined which themes 

emerged most frequently. The coding of themes was an iterative process in which the 

investigator first considered themes based on an initial reading of notes from the interviews and 

then made subsequent passes through the notes to code themes that became apparent after 



POLICY ANALYSIS OF NO HIT ZONES 
 

18 

organizing and categorizing the content of the interviews. Based on the interviews, the barriers 

fall into four categories or types:  

(1) Social norms surrounding corporal punishment: Resistance to NHZs based on the 
acceptance of corporal punishment occurs both within institutions and from the greater 
community.  

(2) Framing of the NHZ policy: Disagreement exists on how to frame the NHZ policy, 
particularly on whether to use the word “no” in the title.  

(3) Resource issues: This barrier includes problems associated with funding, staff, time, 
materials, and sustainability.  

(4) Lack of data surrounding training initiatives: Institutions design training programs 
differently, and the data are inadequate to determine the best way to train staff members 
to intervene in cases of hitting. 

 
Figure 2 summarizes the NHZ barriers faced by each institution where an interview was 

conducted, and the following sections examine each barrier closely. 

 
Figure 2. Summary of No Hit Zone barriers, by institution 
Please note that not all listed institutions have a No Hit Zone in place. Some institutions, such as 
Children’s Regional Hospital at Cooper, considered implementing a NHZ but the listed barriers 
prevented progress.  
 
Institution  Social 

Norms 
Barrier  

Framing 
Barrier  

Resource 
Barrier 

Training 
Barrier  

Centerstone Kentucky     P 
Champions for Children: Prevent Child 
Abuse Hampton Roads 

P 
 

 P  

Children’s Hospital New Orleans P P  P 
Children’s Hospital of Wisconsin   P P  
Children’s Mercy Kansas City P P P P 
Children’s Regional Hospital at Cooper  P P  
City of Chesapeake Department of Public 
Health  

P  P  

City of Jacksonville P    
City of Madison Heights P    
City of Stoughton P P P P 
Dane County District Attorney’s Office P  P  
Department of General Academic Pediatrics 
at Children’s Hospital of the King’s 
Daughters 

P  P P 

Family and Children’s Center     
Foundation Preparatory Charter School   P  
Greenville Health System  P P P  
Gundersen Health System    P 
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Jefferson Family Court P    
La Crosse Public Library P    
La Crosse Women, Infants, and Children 
(WIC) Program 

P  P P 

Lehigh Valley Children’s Hospital P  P P 
Lincoln Pediatric Clinic at the Lincoln 
Medical Center 

    

Louisville Bats Slugger Field     
Metro Centers for Community Advocacy   P  
Michigan Medicine   P P 

Nationwide Children’s Hospital  P P  
New Orleans Children’s Advocacy Center P P  P 
Norton Children’s Hospital  P  P P 
The Parenting Place P    
Peyton Manning Children’s Hospital at St. 
Vincent  

 P P  

Riley Hospital for Children at Indiana 
University Health  

  P P 

Seattle Children’s Hospital  P P P  
Shiloh Baptist Church P    
St. Christopher’s Hospital for Children   P P  
Sylvia Center/Cornerstone Community 
Outreach 

P  P  

University of Florida: Wolfson Children’s 
Hospital 

 P   

University of Minnesota: Masonic 
Children’s Hospital 

P P P P 

Wake Forest Baptist Health  P P  
Percent of No Hit Zones with Listed 
Barrier 

21/37 = 
56.77% 

14/37 =  
37.84% 

23/37 =  
62.16% 

13/37 =  
35.14% 

 
*Champions for Children: Prevent Child Abuse Hampton Roads is a non-profit that has 
implemented NHZS at nine institutions: Children’s Health Investment Project (CHIP) of South 
Hampton Roads, City of Chesapeake Department of Human Services, the City of Chesapeake 
Department of Public Health, City of Chesapeake Regional Health Care – Mother/Baby and 
Emergency Departments, Department of General Academic Pediatrics at Children’s Hospital of 
the King’s Daughters, Department of Human Services in the City of Norfolk, First Home Care in 
Portsmouth, Harbor Point Behavioral Health Center in the City of Portsmouth, and YWCA of 
Hampton Roads.  
 
Social Norms Surrounding Corporal Punishment: Resistance to No Hit Zone Program 

 NHZs are a policy to shift social norms away from corporal punishment, and these social 

norms also represent one of the greatest barriers to NHZ implementation. Instances of hitting in 
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an institution and concerns about corporal punishment can prompt NHZ implementation, but 

many institutions encounter resistance to the policy, both from within the institution and from the 

larger community. This thesis utilizes Cristina Bicchieri’s definition of social norms as “the 

grammar of society,” which specify “what is acceptable and what is not in a social group” (2005, 

p. ix). In coding the interviews, the investigator categorized the barrier as related to social norms 

surrounding corporal punishment when interviewees cited attitudes about physical discipline, 

concerns that the policy would restrict parents’ ability to discipline, fears that parents would feel 

judged or targeted for their parenting, cultural beliefs that hitting is effective, and the multi-

generational use of hitting. As shown in Figure 2, 56.77 percent of the interviewees viewed 

social norms surrounding corporal punishment as a barrier to their institution’s NHZ 

implementation. 

 The experiences of interviewed institutions with the barrier of social norms surrounding 

corporal punishment varied widely, from no resistance to heated debate that prevented 

implementation. In Louisville, Kentucky, the Slugger Field, home of the Bats minor league 

baseball team, became a NHZ in 2012. Its implementers were curious as to how the policy would 

be received by fans; however, the Bats Slugger Field never encountered any backlash or dialogue 

with fans who did not agree with the NHZ. In stark contrast, Jacksonville, Florida, city council 

member Garrett Dennis introduced a resolution to make all city parks, buildings, and facilities 

“Hit-Free Zones” and met strong resistance that eventually voted down the resolution (Henning, 

2018). Some opponents of the resolution rested their argument on the often-quoted biblical 

phrase “spare the rod, spoil the child” to emphasize the importance of physical discipline while 

others drew a distinction between spanking and abuse. One councilman also worried that the bill 

would be similar to “government raising our children” and yet another stated that “spanking is 

sometimes necessary” (Gancarski, 2018). The NHZ at Louisville Bats Slugger Field and the 

attempted “Hit-Free Zone” in Jacksonville represent two ends of the spectrum with the social 

norms barrier.  

 Most institutions that encountered the social norms barrier mentioned either resistance 

from within their institution or from their community, not both. The five institutions that cited 

both internal and external resistance to NHZ policy were Children’s Mercy Kansas City, the city 

of Madison Heights, Greenville Health System, Norton Children’s Hospital, and the University 

of Minnesota: Masonic Children’s Hospital. Including the five institutions that experienced both, 
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65 percent of the 20 institutions with the social norms barrier faced internal resistance and 60 

percent dealt with external resistance. Figure 3 divides the institutions into two groups: those 

who met internal resistance and those who confronted external resistance. The institutions that 

faced both internal and external resistance are in bold.  

 
Figure 3. Institutions that faced internal resistance vs. institutions that faced external 
resistance (including five that faced both)   
 

Internal Resistance External Resistance 

1. Champions for Children: Prevent 
Child Abuse Hampton Roads (non-
profit that has implemented nine 
NHZs) 

2. Children’s Hospital New Orleans  
3. Children’s Mercy Kansas City 
4. City of Chesapeake Department of 

Public Health  
5. City of Madison Heights  
6. City of Stoughton  
7. Greenville Health System  
8. La Crosse Public Library  
9. New Orleans Children’s Advocacy 

Center 
10. Norton Children’s Hospital  
11. The Parenting Place 
12. Seattle Children’s Hospital  
13. University of Minnesota: Masonic 

Children’s Hospital 

1. Children’s Mercy Kansas City 
2. City of Jacksonville 
3. City of Madison Heights  
4. Department of General Academic 

Pediatrics at Children’s Hospital of 
the King’s Daughters 

5. Dane County District Attorney’s 
Office 

6. Greenville Health System  
7. Jefferson Family Court 
8. Lehigh Valley Children’s Hospital 
9. Norton Children’s Hospital  
10. Shiloh Baptist Church 
11. Sylvia Center/Cornerstone 

Community Outreach 
12. University of Minnesota: Masonic 

Children’s Hospital 

 

 Internal resistance included concerns that parents might feel judged for their parenting 

and that the NHZ policy was too invasive. At one hospital, a staff member explained:  

 “Key stakeholders who were on a committee I facilitated agreed that the concept of No 
 Hitting was good but it was in the delivery that raised concerns. We have a very diverse 
 population of patients/families, including immigrants, and the intervention of ‘here is a 
 different way to parent instead of hitting’ may be viewed by these families as another 
 form of oppression if not delivered in a sensitive manner.”  
 
Other interviewees echoed this concern, stating that some employees felt “uncomfortable” telling 

people what to do. To address these concerns, implementers highlighted that the policy is 

intended to promote healthy relationships, not to judge parents. In addition to concerns about 
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insensitivity, some staff members mentioned that they utilized spanking with their children and 

did not agree with a no hitting policy. An institution solved this issue by telling staff, “You can 

believe what you believe, but you will enforce it like any other policy.” However, at some 

locations, negative attitudes toward the NHZ policy were more pervasive. One interviewee at a 

hospital reported, “We have never had comments on any of the education modules, but they had 

so many comments,” including feedback that the employees had only completed the training 

because it was mandatory. At Children’s Hospital New Orleans, Stacie LeBlanc, the leader of the 

NHZ implementation, addressed staff members’ concerns through coalition meetings where the 

group helped design aspects of the policy. Both at this hospital and at the City of Chesapeake 

Department of Public Health, initial resistance quelled once staff members learned more about 

the policy, research about corporal punishment, and the benefits associated with the NHZ.   

 Some institutions gained administrator buy-in, which allowed them to make the NHZ an 

institutional priority and avoid internal resistance. For example, Gundersen Health System was 

unique, as it secured administrator buy-in and gained momentum quickly. The timing of the 

NHZ implementation was favorable because Gundersen had recently merged with the National 

Child Protection Training Center and was involved in a related project on how to integrate data 

on adverse child experiences into a health system. These characteristics allowed for smooth NHZ 

implementation. Similarly, at the University of Florida: Wolfson Children’s Hospital, leadership 

and hospital staff members were enthusiastic, which eased implementation.  

 In addition to the internal resistance at some institutions, external resistance was often an 

issue. Americans’ widespread acceptance of corporal punishment as well as a belief in parents’ 

rights to discipline their own children led to a negative reaction to NHZs in some communities. 

Interviewees reported that “parents get upset when accused” of hurting their children and that 

physical discipline represents a controversial and private topic among parents. In Madison 

Heights, a local newspaper ran an opinion piece that argued against the NHZ resolution and 

stated, “The city has no business dictating how people discipline their children” (Clement & 

Spade, 2018). Additionally, in some communities, such as areas further south, corporal 

punishment is considered “a part of life and a part of discipline.” One interviewee explained that 

in a focus group, parents approved of a positive parenting program but were much less favorable 

towards NHZs. Furthermore, some parents became defensive of their parenting and argued that 

they had “turned out okay” despite being hit as children, which is a common defense of physical 
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discipline. At a different institution, parents had a stronger reaction to the policy, with one 

mother stating, “I brought this baby into the world and I can take it out.” Parents defied the 

policy at this institution and decided to hit their children out of the sight of staff members. This 

anger and resistance demonstrates the high value placed on parental rights and, as stated bluntly 

by one interviewee, the belief that “kids have no rights.”  

 For some institutions, the external resistance dissipated once training facilitators and the 

individuals who spearheaded the policy better explained the NHZ. For example, NHZ facilitators 

at one institution did not anticipate an emotionally-charged reaction to the policy’s 

implementation but received backlash from the media, which prompted them to take more time 

to explain the policy. Once they described the policy fully, the majority of people were more 

open about the NHZ. This experience was similar to the one at another institution where people 

were uncomfortable until they understood the policy. In addition, many interviewees emphasized 

that social norms change slowly and that they expect community resistance to NHZs will 

decrease over time.  

 
Framing the Policy: Analysis of Policy Title 

 One of the most surprising barriers to emerge during the interviews was the issue with 

framing the NHZ policy. Interviewees explained that the title of “No Hit Zone” served as a point 

of debate and that many administrators preferred a more positive framing of the policy. Framing 

represents an important concept in many disciplines, from policy to media studies. This thesis 

bases this section’s analysis on the theory of framing, formally known as Prospect Theory. This 

theory posits that how something is presented (“the frame”) shapes how an audience processes 

that information (Hallahan, 1999; Tversky & Kahneman, 1981). In other words, people respond 

differently to factually equivalent messages based on the framing (Tversky & Kahneman, 1981). 

When someone frames a message, they shape the communicating text to “promote a particular 

problem definition, causal interpretation, moral evaluation and/or treatment recommendation” 

(Entman, 1993, p. 55). Messages, particularly health messages, can be framed as either gains, 

known as positive framing, or losses, known as negative framing (Detweiler et al., 1999).  

 Sunscreen and the prevention of skin cancer serve as a popular example of framing and 

provide context to this analysis. In the case of sunscreen use, the goal is to encourage this 

preventive behavior and, in the long-term, decrease the incidence of skin cancer. A gain-framed 
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message could be “Using sunscreen keeps skin healthy and prevents wrinkles” while a loss-

framed message could be “Not using sunscreen increases your risk of skin cancer” (Hoffner & 

Ye, 2009). Numerous studies have compared the efficacy of these gain- and loss-framed 

messaging styles, finding mixed results depending on the participants and the context. A similar 

debate about messaging extends to the title and presentation of NHZs. 

 This thesis formalizes the discussion about NHZ framing that occurs in institutions 

nationwide. Interviewees did not use the terms “frame” or “framing” when discussing this issue. 

The investigator therefore coded for the framing barrier when interviewees cited issues related to 

the use of the word “no” in the policy name, dispute over the NHZ title, or concerns about the 

policy’s messaging. As shown in Figure 2, 37.84 percent of interviewees reported that their 

institution had encountered the framing barrier when implementing a NHZ. Notably, the 

institutions that mentioned this issue often faced heated debate about the title, making framing a 

significant barrier in the implementation process.  

 The framing of the NHZ policy represented a point of contention in discussions with 

administrators and sometimes stalled the implementation process. Even when administrators 

supported the no hitting policy, disagreement ensued about the policy’s name and presentation. 

Some administrators and institution committee members preferred to stress positive parenting 

techniques rather than to tell parents what not to do. Some administrators also worried that with 

the NHZ title, staff members would focus on the no hitting rule instead of supporting parents and 

providing them with resources on positive parenting. Many interviewees tried to address these 

concerns and convince institutions’ administrations to adopt the NHZ title. One interviewee 

reported that she spent a year “putting up a fight” about the title and then “gave up and 

accommodated” the alternative title, which she did not believe was as clear. Another stated that 

the “only way to get it [the policy] through was to change the title.” 

 In contrast, other institutions embraced the NHZ title and its clear message. The NHZ 

title quickly communicates an institution’s no hitting policy. As explained by Deborah Sendek, 

past President of Prevent Child Abuse-Ohio, institutions do not call no smoking areas “healthy 

lung zones,” and the NHZ title delivers a simple, easy-to-understand message. Some institutions 

viewed the title as an opportunity to send a strong message that hitting is harmful in all 

circumstances and worried that other titles could dilute this stance. The Louisville Bats Slugger 

Field took this opportunity and amplified its anti-hitting position through a clever promotion. If a 
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pitcher throws a no hitter by himself, a fan will win $5,000, and the team will donate $20,000 to 

Norton Children’s Hospital, its NHZ partner. At each of the 70 home games every year, the 

announcers explain that the park is a NHZ and encourage fans to register for a chance to win the 

$5,000 prize. The one-page advertisement in the nightly program explains that “a no-hitter 

means big help” in supporting the NHZ program (Appendix D). The Louisville Bats Slugger 

Field’s NHZ demonstrates how the policy’s framing can be adapted to match the environment 

and emphasize the importance of no hitting.  

 While “No Hit Zone” represents the most popular title for the policy, some institutions 

either modified or fully replaced this title. Figure 4 displays the alternative names for the NHZ, 

which represent a more positive framing of the policy. Children’s Hospital New Orleans and its 

partners maintained the “No Hit Zone” title but added the tag-line “Hitting Harms. Painless 

Parenting Works” to supplementary materials. As illustrated by the materials in Appendix D, 

“No Hit Zone” serves as the only title on the primary signage while the tag-line is included in 

additional materials. The University of Florida: Wolfson Children’s Hospital and its partners also 

adjusted the title slightly, removing the word “no” and calling its policy a “Hit-Free Zone.” The 

hospital’s signage states “We are a Hit-Free Zone,” and each poster features a picture of a child 

and the statement, “I am little and am still learning. Love me. Don’t hit me” (Appendix D). 

Similarly, the city of Madison Heights, Michigan, opted to utilize the title “Hit Free Zone” for its 

policy but displayed the phrase “Healthy Kids, Safer Communities: No Hit Zone” on signage 

(Appendix D). Children’s Hospital New Orleans, University of Florida: Wolfson Children’s 

Hospital, and the city of Madison Heights made minor adjustments to the policy title while other 

institutions altered the title more dramatically.   

 Children’s Hospital Wisconsin, Nationwide Children’s Hospital, and St. Christopher’s 

Hospital for Children framed the NHZ more positively. Children’s Hospital Wisconsin opted 

against any inclusion of the “No Hit Zone” title and instead framed its policy as “Safe and Strong 

Together: Hug Don’t Hit.” The hospital’s educational brochure describes the program without 

referencing the words “No Hit Zone” (Appendix D). Similarly, Nationwide Children’s Hospital 

named its program “Hitting Harms, Hugging Helps,” a title that utilizes alliteration and 

emphasizes hugging (Appendix D). The hospital’s signage does not utilize the phrase “No Hit 

Zone” and offers tips to deal with hospital visits, which can feel stressful for the whole family. 

This signage explains appropriate behavior expectations for babies, two-year-olds, four-year-
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olds, and seven-year-olds as well as recommendations for the different age groups. Another 

alternative name for the policy is a “Family Safe Zone,” which is the phrasing used by St. 

Christopher’s Hospital for Children and where Safe stands for “securing a family friendly 

environment. The hospital’s poster states, “We envision an environment that is free of all forms 

of violence; where kindness is not only encouraged but expected” (Appendix D).  

 

Figure 4. Alternative names for the No Hit Zone policy 
 
Institution   Alternative Title for NHZ 
Children’s Hospital New Orleans and partners   No Hit Zone: Hitting Harms. Painless 

Parenting Works 
Children’s Hospital of Wisconsin  Safe and Strong Together: Hug Don’t Hit 
City of Madison Heights  Hit Free Zone  
Nationwide Children’s Hospital  Hitting Harms, Hugging Helps 
St. Christopher’s Hospital for Children  Family Safe Zone 
University of Florida: Wolfson Children’s 
Hospital and partners  

Hit-Free Zone  

 
 
Resources: Funding, Staff, Time, Materials, Sustainability  

 Resource issues represented the barrier experienced by the largest number of institutions. 

In fact, 62.16 percent of interviewees reported that their institution had faced challenges related 

to a lack of resources for NHZ implementation. The investigator coded for this barrier when 

interviewees stated that they did not have enough money to implement a NHZ, encountered 

problems with staff turnover, did not have a staff member to spearhead the project, lacked time 

to start and/or manage the program, did not have access to adequate educational or promotional 

materials, or had trouble sustaining the NHZ. The interview coding revealed five major types of 

resource issues: (1) funding, (2) staff, (3) time, (4) materials, and (5) sustainability. This section 

follows this order, dedicating one paragraph to each category of resource barrier.  

 Without adequate funding, some institutions could not get their NHZs off the ground and 

abandoned the project. Although the cost of implementing a NHZ is modest, the cost can be 

prohibitive to institutions with competing projects and limited funding. For example, one 

interviewee explained that the NHZ was “all grant funded and the grant money ran out,” which 

prevented the NHZ from being fully implemented. Another interviewee mentioned that her 

institution had applied for a grant and when it did not receive the money for resources or 
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training, she could not pursue the project. A third interviewee elaborated that her institution is “at 

the beginning of a billion-dollar campaign to raise money for four new buildings” and decided to 

put the NHZ “on hold now and for the foreseeable future.” While some institutions experienced 

funding issues, others were able to implement NHZs on limited budgets. The article on the NHZ 

at Norton Children’s Hospital describes the program’s implementation cost as “nominal,” and 

one interviewee explained that a NHZ is “not costly and very simple” and “can be what you 

make it” (Frazier et al., 2014).  An interviewee at a non-profit elaborated that “everything had to 

be free to start” because “there could not be a cost for them,” so the implementers solicited 

donations to create signage, resources, and training. In addition to fundraising, some 

organizations stretched their funding by soliciting discounts from local companies for materials, 

such as signage. Other institutions had sufficient resources, including pieces of people’s salaries, 

which eased implementation.  

 In addition to barriers associated with funding, some institutions experienced difficulties 

due to staffing problems, including not enough staff and staff turnover. First, interviewees 

reported that staff members hold a large number of responsibilities and are involved in many 

different projects. For some staff members, NHZs represent yet another project and demand on 

their time. One interviewee mentioned that the parenting class that accompanied the NHZ at her 

institution did not continue because “there was not enough staff.” Another interviewee stated that 

she served as the only person on the child protection team for a year and a half and therefore did 

not have adequate staff to move the project forward. In a similar vein, some institutions struggled 

to implement a NHZ due to the staff turnover. For example, if the NHZ is not embraced within 

an organization, the “program almost dies” when the key people decide to leave. At one early 

NHZ institution, the program’s champion retired and her replacement prioritized different 

initiatives, which allowed the NHZ to become “empty signage” with no one responsible for it. In 

addition, some institutions with high staff turnover did not continue training all new staff 

members, meaning that large portions of the staff population had no formal knowledge of the 

NHZ.  

 Beyond money or staff problems, interviewees often recognized time as a persistent 

barrier to NHZ implementation and maintenance. The words of one interview capture this 

barrier: “I am super happy to help and super passionate, but it [the NHZ] is at the bottom of my 

list at work.” Interviewees expressed that the NHZ represents a small portion of their job and that 
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with many priorities, the NHZ “can lose focus.” One interviewee described her extensive list of 

responsibilities and that she is “one person for a huge system” and that the NHZ functions as 

around 10 percent of her job. Other interviewees echoed this sentiment and repeatedly mentioned 

that they do not have “enough time or energy” and feel bad that they could not do more to 

support NHZs. An interviewee also suggested that one person should have the NHZ as part of 

their work assignment because someone must hold responsibility for the program.  

 Unlike time, materials constitute a more tangible, resource-related barrier to NHZ 

implementation. Materials include signage, educational pamphlets, brochures, magnets, and 

other informational or promotional items. NHZs started in a hospital setting and therefore many 

available materials, such as the ones provided by Gundersen Health System online, are tailored 

to hospitals. NHZs have expanded rapidly beyond the hospital setting, and non-hospital 

institutions, such as the Dane County District Attorney’s Office and the city of Stoughton, have 

had to develop their own materials instead of re-using available ones. Furthermore, no online 

repository of materials and few resources in other languages exist. The Dane County District 

Attorney’s Office created versions of its NHZ brochure in both English and Spanish to cater to 

its entire population (Appendix D). Two interviewees expressed that their institutions were 

interested in materials in other languages, including Spanish and Vietnamese. There also is a lack 

of materials geared toward a lower education level. For example, an interviewee had to simplify 

the information about corporal punishment from the American Academy of Pediatrics (AAP) and 

gear it towards the education level of caregivers. Although many institutions faced some degree 

of challenge with materials, institutions that partnered with existing NHZ institutions, such as 

Children’s Hospital New Orleans or Gundersen Health System, secured materials more easily. 

These institutions had access to ready-made resources and support from current NHZs and 

reported that this assistance simplified implementation. This finding suggests that an online 

repository of materials could support NHZ implementation for institutions.   

 Following resource issues with implementation, many institutions face difficulty in 

sustaining their NHZs, largely due to the resource barriers previously listed. One key question 

that emerged during interviews was, “How do you keep attention on the NHZ?” An interviewee 

captured this idea when she stated that keeping the NHZ “front and center has been hard.” She 

mentioned staff turnover, limited time, and not enough staff to support the project as three 

contributing factors in the difficulty to sustain the NHZ. At another institution, an interviewee 
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worried that the many new staff members might not know about the NHZ, as not all of them 

were trained. Moreover, one institution decided to do a “restart” of its NHZ because its signage 

was outdated and the program had lost focus. The question of how to sustain NHZs will become 

more important as more NHZs move from implementation to a maintenance phase.  

 
Training: Effectiveness of Different Programs  

 Most institutions train staff members on how to intervene when they witness hitting, 

specifically parents hitting children, as part of the NHZ program, but limited information exists 

on which training methods are superior. Institutions employ a variety of training methods, from 

online modules to in-person lectures and scenario-based training. Around 35.14 percent of 

interviewees reported issues with the training at their institution, including no evidence on which 

training programs are most effective in equipping staff with the confidence, knowledge, and 

tools to intervene when they witness hitting. The investigator coded for the training barrier when 

individuals mentioned problems related to their institution’s training programs, such as getting 

all staff trained.  

 Different types of training accompany NHZ implementation at institutions, and it remains 

unclear which training method best prepares staff members to intervene. For example, some 

institutions created online modules to train their employees about the NHZ policy, the harms 

associated with corporal punishment, and how to intervene to de-escalate hitting on the property. 

Other institutions opted for in-person training, with some even bringing in nationally-recognized 

child abuse experts to facilitate sessions and train facilitators. Although most training programs 

remain under an hour long, the length of training programs varies dramatically from as little as 

five minutes for an online module to two hours for a more extensive in-person training session. 

Moreover, only some institutions require their employees to complete training, and a few 

institutions include no training as part of their NHZ. Other institutions opt to “highly 

recommend” training instead of compensating staff members for their training time. An 

interviewee criticized the decision not to fund training and stated that “unfunded mandates do not 

work” and that “time needs to be reimbursed.” Another interviewee expressed her frustration that 

her institution would not fund training and estimated that approximately half of staff members do 

not know about the NHZ.  
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 Interviewees reported logistical challenges with training, such as how to train all staff at 

large health systems. Interviewees agreed that they preferred in-person training; however, they 

found it difficult to schedule in-person sessions. An interviewee explained, “Online training is 

easier and cheaper, but in-person training is more effective.” Similarly, another interviewee 

specified, “I have had the hardest time getting people to the trainings, even though it is 

mandatory.” Institutions with high staff turnover struggled to continually train new staff 

members. In addition, some institutions had to delay training staff members, which prolonged 

implementation and caused pushback when staff intervened without any training. At one 

institution, a staff member who was untrained decided to intervene by threatening to call the 

police on a parent, a choice that prompted the parent to file a formal complaint. Earlier training 

would have helped the staff member understand how to intervene in a non-judgmental manner 

and determine that a threat runs counterintuitive to a policy meant to ensure a healthy 

environment. This example speaks to the importance of timely training and of overcoming these 

logistical issues.  

 In addition to issues with scheduling, interviewees raised concerns about the quality and 

effectiveness of training. When asked if they had considered evaluating training programs, 

interviewees stated that they did not have time to determine the effectiveness of their training. 

Some interviewees also expressed that they did not believe training, especially short online 

modules, fully prepared staff members to intervene. They worried that some employees did not 

feel confident, even after training. For instance, individuals who do not often work with families 

might feel less confident about intervening and may need additional support and training. Some 

interviewees, in contrast, held more positive opinions on training and expressed that training 

empowered staff to intervene. However, all interviewees’ perspectives were based on anecdotal 

evidence rather than on surveys or other research. Without thorough research, the impact of 

training on staff members’ attitudes about the NHZ and ability to intervene remains unclear. 

Study 2 further examines training effectiveness through the analysis of quantitative data from 

surveys.  

Study 1 Conclusions  
 
 Study 1 establishes that four main barriers to NHZ implementation exist: social norms 

surrounding corporal punishment, framing of the NHZ policy, resource issues, and problems 
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related to training. An awareness of these barriers will allow institutions to design strategies to 

implement NHZs with increased ease and effectiveness. Figure 5 displays a set of specific 

strategies to overcome each barrier discussed in Study 1. Institutions should review these 

strategies and tailor the recommendations to match their needs and priorities.  

 

Figure 5. Strategies to overcome barriers to NHZ implementation  
 
Barrier  Strategies to Overcome Each Barrier   

Social Norms 
Surrounding 
Corporal 
Punishment  

1. Internal Resistance: Present examples of NHZs across the 
country to institutional leadership in order to demonstrate their 
importance and nationwide presence. 

2. Internal Resistance: Build a taskforce to spearhead the NHZ 
implementation. Taskforce members should represent different 
departments and act as ambassadors for the program.  

3. External Resistance: Tailor the framing of the message for the 
audience. Some communities may be more receptive towards 
research surrounding corporal punishment while others may 
respond better to stories of child abuse that illustrate the 
importance of the initiative.  

4. External Resistance: Plan a kickoff event, which could be paired 
with National Child Abuse Prevention Month in April, to start 
the conversation in a community and increase local coverage of 
the NHZ initiative.   

5. Internal and External Resistance: Be patient and wait for 
national attention on the issue. Once an event, such as the 
Adrian Peterson case, captures headlines, release opinion pieces 
and start a dialogue about why the country needs NHZs.   

Framing of the 
NHZ Policy  

1. Maintain a consistent title in each NHZ community.	
2. Conduct focus groups with parents to learn about their title 

preferences and reactions to different framing.	
3. Convene a virtual meeting with NHZ leaders to discuss 

ambiguity with titles and way forward.	

Resource Issues  1. Create an online repository of all NHZ materials that are free, 
grouped by institution type, and easy to access.	

2. Start small and expand. For example, invest in signage for main 
hallways and entrances before moving to other areas. 	

3. Invest in quality signage, which will be less likely to be removed 
and is easily identifiable. 	
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4. Include NHZ work as one of a staff member’s job 
responsibilities. Someone should be responsible for the NHZ, 
including training and signage. 	

5. Plan an annual day nationwide to recognize NHZs during 
National Child Abuse Prevention Month and re-focus attention 
on the initiative.  	

Lack of Data 
Surrounding 
Training 
Initiatives  

1. Conduct a randomized control trial (RCT) of the training 
formats to determine which one is most effective in changing 
staff members’ views on corporal punishment. 	

2. Utilize focus groups or short surveys of staff members to receive 
feedback on training programs. 	

3. Collect baseline data on the number of staff member 
interventions in cases of hitting and compare it to data collected 
after the NHZ implementation. Ask staff members to report each 
time they intervene. 	

4. Develop a training toolkit with materials that can be shared 
between institutions.  	

 

Methods: Study 2 

Based on Study 1’s identification of the training barrier, Study 2 answers the follow-up 

question: “How does training impact healthcare professionals’ attitudes about the institution’s 

stand on hitting and their perception on access to resources for patients and families?” 

Study 2 employed quantitative data from training surveys at Children’s Hospital New 

Orleans to determine the effectiveness of the training programs that serve as an essential aspect 

of NHZ implementation. This study analyzed data from surveys of staff members who received 

training as part of the NHZ implementation in New Orleans. The data from pre- and post-training 

surveys were used to test whether the training, which consists of a video on NHZs and corporal 

punishment as well as a short lecture with scenarios, changes healthcare professionals’ attitudes 

surrounding the NHZ. The perception change of staff members, measured by the surveys, 

represents one way to evaluate the effectiveness of training programs. The hypothesis is that the 

training program will increase staff members’ knowledge of the hospital’s stance on hitting and 

increase the perception that they have the resources available to help patients and families in 

situations with physical discipline. The findings from this research will inform how other 

institutions implement their NHZs. The data on training is particularly useful for other 
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institutions looking to adopt NHZs. For instance, these institutions can utilize the training from 

New Orleans as a blueprint for implementation, which simplifies this process.  

 
Research Design 

 The quantitative survey data provided an opportunity to analyze one key barrier in NHZ 

implementation, a lack of information surrounding training programs. Study 2 analyzed pre- and 

post-training surveys from the NHZ implementation at Children’s Hospital New Orleans. This 

hospital was selected based on the investigator’s experience as an intern for the child abuse 

treatment and prevention center, the NOCAC, located at this hospital in the summer of 2017. 

Additionally, the investigator prepared materials for the NHZ pitch to hospital administrators and 

became passionate about the policy and, more broadly, child abuse prevention. The 

implementation of the NHZ at the hospital and data collection timeline also coincided well with 

the timing of this thesis. Although this survey data focuses on one hospital in Louisiana, the data 

offers lessons for other institutions, particularly hospitals.   

The NHZ training at Children’s Hospital New Orleans is comprised of a full video 

training with a lecture and question and answer component. The training includes information on 

the NHZ policy, the advantages of the NHZ, and research on child maltreatment and corporal 

punishment. This 20-minute video, which was produced by the NOCAC for the training, features 

interviews with child maltreatment experts, such as Victor Vieth. Following the video, the 

training facilitator discusses the NHZ policy, explains how to appropriately respond to hitting 

incidents, walks through four possible scenarios and two short role-playing videos, and then 

summarizes the training and educational resources (Appendix E for slides). There is time for 

questions at the end of the training. The primary goal of the survey data is to gain a sense of how 

this training program shifts the healthcare professionals’ views, if at all. The surveys measure 

attitudes toward corporal punishment, the NHZ policy, and the training. The surveys were 

administered before and directly after the training program as well as six months later, although 

Study 2 only analyzed the first two survey results due to time constraints. The survey data help 

fill in the current information gap on training programs. 

 
Data Collection  

 The staff at the New Orleans Children’s Advocacy Center and researchers from Tulane 

University collected survey data from the Children’s Hospital New Orleans trainings. The New 
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Orleans pre-training survey includes 31 short questions on one page (Appendix F for surveys). 

The survey is broken into roughly four sections, and most questions are close-ended. The first 

section includes questions about whether the staff member has witnessed a parent hitting a child 

at the hospital and whether he or she has intervened. The following section of the survey asks the 

hospital worker how much he or she agrees with 22 statements about hitting, the appropriateness 

of staff member intervention, and the NHZ policy (scale of 1-5). The final two sections ask about 

the individual’s job and contain demographic questions, such as the individual’s race and 

education. The post-training survey is shorter, containing 24 questions and two sections 

(Appendix F). The first section of the post-training survey asks the hospital worker how much he 

or she agrees with 22 statements. These statements are identical to the ones in the pre-training 

survey. The final part of the post-training survey asks two questions: “What did you learn today 

that you believe would most influence parents’ attitude towards spanking?” and “What did you 

learn today that you believe would least influence parents’ attitude towards spanking?” The 

paper surveys were administered in-person at the training sessions and asked for each 

individual’s last four digits of his or her phone number at the top of the surveys. After the 

training, the only survey that remained was the six months post-training survey, which was not 

analyzed because the data were not available in time. Data were entered into a secure database, 

and data collection began in the summer of 2018.  

 
Data Analysis 

The quantitative data analysis of the surveys focuses on the change in responses before 

and after the training program. The investigator worked with researchers from Tulane University 

to divide the analysis of the survey data and determined that her role was to analyze the 

responses to three of the 22 statements in the pre- and post-training surveys, which are listed 

below: 

(1) I have easy access to educational materials on the subject of child discipline that I can 
share with patients and families.  

(2) The medical center’s stand about hitting and other forms of discipline is clear to the 
staff.  

(3) The medical center makes a good effort to be clear with patients and families about 
its stand on hitting and other forms of discipline (Gershoff et al., 2018). 

 
The investigator examined changes in attitudes by statistically comparing responses to 

these three questions before the training to responses after the training. After the survey data 
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were received, the results were sorted by question. Using paired t-tests, the investigator tested 

whether responses differed between the pre-training and post-training surveys. If training 

increased the staff’s agreement with the three statements, these results would support the 

hypothesis. Results that concluded that there was no change in staff opinion would not support 

the hypothesis 

Empirical Analysis: Study 2 

 The paired samples t-tests for all three questions yielded significant p-values of less than 

0.001, indicating that the mean differences between the paired observations are significantly 

different from 0. Figure 6 provides descriptive statistics on the three questions asked before and 

after the training program.  

 

Figure 6. Descriptive statistics  
 
Descriptive Statistics  

              

  Pre Question 
1 

Pre Question 
2 

Pre Question 
3 

Post Question 
1 

Post Question 
2 

Post Question 
3 

N  194  195  196  193  193  191  

Missing  6  5  4  7  7  9  

Mean  2.84  4.03  3.67  4.09  4.63  4.58  

Median  3  4  4  4  5  5  

 

 

 As shown in Figure 7 below, the investigator performed both a paired t-test and 

Wilcoxon signed-rank test to test the hypothesis for each question. The t-test assumes normality, 

which did not hold for these data, whereas the Wilcoxon test does not require a normal 

distribution. The investigator utilized one-tailed tests because there is a clear directional 

hypothesis about an increase in knowledge as a result of the training. The results for both the 

paired t-test and Wilcoxon signed-rank tests are significant at p < .001, which exceeds the p < 

.05 standard for statistical significance and the p < .016 standard of significance to correct for 

multiple testing, which supports the hypothesis that the training program will increase staff 

members’ knowledge of the hospital’s stance on hitting and increase the perception that they 

have the resources available to help patients and families in situations with physical discipline.   
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Figure 7. Results of paired t-test and Wilcoxon test   
Paired Samples T-Test 

                  

      statistic df p Mean 
difference 

SE 
difference 

Cohen's 
d 

Post 
Question 1  Pre 

Question 1  Student's t  13.03  187  < .001  1.282  0.0984  0.951  

      Wilcoxon 
W  10162    < .001  1.50  0.0984  0.951  

Post 
Question 2  Pre 

Question 2  Student's t  7.08  187  < .001  0.601  0.0848  0.517  

      Wilcoxon 
W  4114    < .001  1.50  0.0848  0.517  

Post 
Question 3  Pre 

Question 3  Student's t  10.44  186  < .001  0.925  0.0886  0.764  

      Wilcoxon 
W  6150    < .001  1.50  0.0886  0.764  

Note. Hₐ Measure 1 > Measure 2 

 

 
 Figures 8 and 9 display the distribution of the responses to each question before and after 

the training. These graphs demonstrate the increase in knowledge, signaled by the shift to higher 

Likert scores, after the training.  

 

Figures 8 and 9. Distribution of staff responses before and after training  
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Study 2 Conclusions 

 Study 2’s results provide preliminary evidence that a training program can impact 

healthcare professionals’ views about the use of corporal punishment and increase their 

perceived ability to intervene when they witness hitting. The results of this study are promising 

and demonstrate the importance of training programs associated with NHZs. ‘ 

Discussion of Study 1 and Study 2 
 
Limitations 

 Although the researcher conducted 44 interviews, she did not conduct interviews at every 

NHZ or with every person who helped implement NHZs, which could limit generalizability. She 

took notes during interviews instead of audio recording and transcribing the interviews. This 

method could have produced minor inaccuracies. Additionally, Study 2’s survey questions are 

largely attitudinal, and the study could be strengthened by measuring behavioral outcomes. Study 

2’s survey results also could have been affected by social desirability bias, if respondents 

answered questions in a way they believe is more socially acceptable than their actual answers. 

Study 2 did not have a comparison group, and future research should employ randomized control 

trials to identify the most effective training programs.  

 
Future Research 

 NHZs represent an emerging field, and many opportunities for future research exist. First, 

institutions should collect data on hitting incidences before and after NHZ implementation to 

track systematically any changes in hitting occurrences. Future work should define the 

contextual factors that allow the positive or negative framing of NHZs to work better. In 

addition, focus groups with parents are needed to determine the most effective and clear 

messaging for the program. Future research should utilize randomized control trials to evaluate 

the effectiveness of training across different institutions and measure behavioral outcomes for 

parents and staff.  Finally, as NHZs gain in popularity and become more of a topic for research, 

the Kingdon approach, which divides issues into a problem stream, a policy stream, and a 

political stream, may be a useful theoretical tool (Kingdon, 2014). 
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Conclusions 

 Through two studies, this thesis establishes the four central barriers to NHZ 

implementation and examines how research on a training program can minimize the training 

barrier. NHZs are expanding rapidly across the country, and the success of this expansion 

depends on the ability of institutions to address these barriers. No national leader spearheads 

NHZs, which can curtail momentum and cause a lack of communication between different 

NHZs. One person should lead a coalition of NHZs, maintain a central repository of resources 

and a newsletter, and serve as a point person for all matters related to NHZs. This national leader 

could collaborate with regional leaders to develop a strategy to implement NHZs at additional 

types of institutions, such as retail stores or sports teams, which could bring more attention to the 

movement. Better communication between NHZs will allow institutions to support each other in 

facing these barriers and implementing NHZs. As national attention focuses on corporal 

punishment prevention following the AAP’s reinforced stance against hitting, NHZs should seize 

this window of opportunity and galvanize as a community.  
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Appendices 
 
Appendix A: List of Institutions for Interviews 
Interviews were conducted at the following institutions, but please note that not all institutions 
listed have No Hit Zone policies in place. Regional leaders, such as Children’s Hospital New 
Orleans, are indicated and their partnered NHZs are listed underneath them. Some partner 
institutions, such as Foundation Preparatory Charter School, were interviewed separately and 
therefore also listed as individual interviews.  
 
In addition to institution-centered interviews listed below, Deborah Sendek, past President of 
Prevent Child Abuse-Ohio and leader in the NHZ movement, and Heather Tobin of Western 
Colorado Pediatric Associates were interviewed. 
 

1. Centerstone Kentucky 
2. Champions for Children: Prevent Child Abuse Hampton Roads – leading non-profit that 

facilitates NHZs in Virginia 
a. Children’s Health Investment Project (CHIP) of South Hampton Roads 
b. City of Chesapeake Department of Human Services 
c. City of Chesapeake Department of Public Health  
d. City of Chesapeake Regional Health Care – Mother/Baby and Emergency 

Departments  
e. Department of General Academic Pediatrics at Children’s Hospital of the King’s 

Daughters 
f. Department of Human Services in the City of Norfolk  
g. First Home Care in Portsmouth  
h. Harbor Point Behavioral Health Center in the City of Portsmouth  
i. YWCA of Hampton Roads 

3. Children’s Hospital New Orleans – leader among NHZs in Louisiana 
a. Child Advocacy Services CASA and CAC  
b. Foundation Preparatory Charter School 
c. Metro Centers for Community Advocacy  
d. Milestones Mental Health Agency  
e. 20 clinics 

4. Children’s Hospital of Wisconsin  
5. Children’s Mercy Kansas City  
6. Children’s Regional Hospital at Cooper  
7. City of Chesapeake Department of Public Health  
8. City of Jacksonville 
9. City of Madison Heights 
10. City of Stoughton  
11. Dane County District Attorney’s Office – regional leader in Madison, Wisconsin (two 

interviews)  
a. Lent expertise to University of Rochester Medicine: Golisano Children’s Hospital 

12. Department of General Academic Pediatrics at Children’s Hospital of the King’s 
Daughters (two interviews) 

13. Family and Children’s Center 
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14. Foundation Preparatory Charter School  
15. Greenville Health System  
16. Gundersen Health System – leader among NHZs in Wisconsin (two interviews) 

a. Family and Children’s Center 
b. La Crosse Public Library 
c. La Crosse Women, Infants, and Children (WIC) Program 
d. New Horizons Shelter & Outreach Centers  
e. The Parenting Place  

17. Jefferson Family Court  
18. La Crosse Public Library  
19. La Crosse Women, Infants, and Children (WIC) Program 
20. Lehigh Valley Children’s Hospital  
21. Lincoln Pediatric Clinic at the Lincoln Medical Center  
22. Louisville Bats Slugger Field  
23. Metro Centers for Community Advocacy 
24. Michigan Medicine  
25. Nationwide Children’s Hospital  
26. New Orleans Children’s Advocacy Center – leader among NHZs in Louisiana with 

Children’s Hospital New Orleans  
27. Norton Children’s Hospital (formerly Kosair Children’s Hospital) – one of first NHZs 

and leader (two interviews) 
a. Dane County District Attorney’s Office 
b. Jefferson Family Court 
c. Louisville Bats Slugger Field  
d. Lent expertise to University of Rochester Medicine: Golisano Children’s Hospital 

28. The Parenting Place  
29. Peyton Manning Children’s Hospital at St. Vincent 
30. Riley Hospital for Children at Indiana University Health  
31. Seattle Children’s Hospital  
32. Shiloh Baptist Church 
33. St. Christopher’s Hospital for Children  
34. Sylvia Center/Cornerstone Community Outreach 
35. University of Florida: Wolfson Children’s Hospital – leader among NHZs in Florida (two 

interviews) 
a. District IV Medical Examiner’s Office 
b. Family Support Services of North Florida Inc. 
c. Quigley House 
d. University of Florida: Health College of Medicine 

36. University of Minnesota: Masonic Children’s Hospital  
37. Wake Forest Baptist Health  

 
Total Number of Interviews Conducted: 44 (includes when two interviews were conducted at 
one institution and interviews with Deborah Sendek and Heather Tobin) 
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Appendix B: Interview Questions 
1. When did your hospital/institution implement a NHZ?  
2. What was involved in the implementation?  

a. Follow-up: Did implementation include training of staff members or program 
volunteers? 

b. Follow-up: Do you have training or promotional materials that you would be 
willing to share? 

3. What did you view as main challenges in this implementation?  
4. What are your perceptions of how the policy has been received by staff and by 

community members? Do you think it has been successful at preventing child physical 
abuse? 

a. Follow-up: Have you noticed staff members discussing the policy? 
b. Follow-up: Has the policy increased discussions between staff members and 

parents? 
c. Follow-up: What characteristics of the policy have worked well in the hospital 

community? 
5. To your knowledge, have any researchers conducted NHZ research at your institution?  
6. In my research, my goal is to better understand the implementation of NHZs and, 

eventually, offer policy recommendations. Do you have any suggestions for how I 
conduct my research?* 

a. Follow-up: Interviews vs. surveys? 
b. Follow-up: Is there any material you view as too sensitive for an interview or 

survey? 
7. Do you have recommendations for anyone else I can talk to regarding NHZs? 

 
*This question was only asked during interviews in March of 2018 before the thesis methods 
were finalized.  
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Appendix C: List of Institutions with Established No Hit Zones 
This list was developed through online research and phone interviews. The investigator also 
collaborated with Stacie LeBlanc and Hannah Gilbert of Children’s Hospital New Orleans and 
the New Orleans Children’s Advocacy Center as well as Dr. Randy Alexander and Ashley Clark 
of University of Florida: Wolfson Children’s Hospital. This list represents all of the No Hit 
Zones that could be found but should not be viewed as a comprehensive list. New institutions 
implement No Hit Zones frequently, so any list of No Hit Zones should be considered dynamic 
and subject to change.  
 
NHZ Institution  Institution Type  City, State Implementation 

Date  
(if available) 

Centerstone 
Kentucky Child and 
Family Division  

Mental Health Organization with 
NHZ signage at 23 programs 

Louisville, 
Kentucky 

2014 

Child Advocacy 
Services CASA and 
CAC  

Court Appointed Special Advocates 
and Children’s Advocacy Center 
programs (partnership with 
Children’s Hospital New Orleans) 

Hammond, 
Louisiana  

October 2018: 
Training 
Completed  

Children’s 
Healthcare of 
Atlanta 

Children’s Hospital  Atlanta, 
Georgia 

 

Children’s Health 
Investment 
Program (CHIP) of 
South Hampton 
Roads  

Non-Profit Organization with 
mission is to build a healthy 
community by building a healthy 
child (partnership with non-profit 
Champions for Children: Prevent 
Child Abuse Hampton Roads) 

Chesapeake, 
Virginia 

May 2018  

Children’s Hospital 
Colorado 

Children’s Hospital  Denver, 
Colorado 

 

Children’s Hospital 
New Orleans 

Children’s Hospital with 4 partners 
listed separately and 20 clinics: 
After Hours Clinic (Metairie), 
Audrey Hepburn CARE Center 
(New Orleans), Children’s Hospital 
Adolescent Behavioral Health 
Center (New Orleans), Children’s 
Hospital Burdin Riehl Clinic 
(Lafayette), Children’s Hospital 
Outpatient Center of Baton Rouge 
(Baton Rouge), Children’s Hospital 
Northshore Center (Covington), 
Children’s Pediatrics Laplace 
(Laplace), Children’s Pediatrics 
Northlake (Covington), Children’s 
Pediatrics River Ridge (River 

New Orleans, 
Louisiana  

August 2017: 
Policy Signed 
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Ridge), Children’s Pediatrics 
Westbank (Marrero), Denham 
Springs Center (Denham Springs), 
Kids First Tiger Care (New 
Orleans), Lakeside Children’s Clinic 
(Metairie), Metairie Center 
(Metairie), Metairie Pediatrics 
(Metairie), Napoleon Pediatrics 
(Metairie), Napoleon Pediatrics 
Uptown (New Orleans), Ormand 
Pediatric Group (Destrehan), Pelican 
Pediatric Physicians (Laplace), 
Pelican Pediatric Physicians 
(Metairie) 

Children’s Hospital 
of Wisconsin  

Children’s Hospital  Wauwatosa, 
Wisconsin 
 

February 2018: 
Children’s 
Advocacy Clinic 

Children’s Mercy 
Kansas City 

Children’s Hospital Kansas City, 
Missouri  

Spring 2014: 
Training 

City of Chesapeake 
Department of 
Human Services 

Social Services Agency (partnership 
with non-profit Champions for 
Children: Prevent Child Abuse 
Hampton Roads) 

Chesapeake, 
Virginia 

July 2017 

City of Chesapeake 
Department of 
Public Health 

Health Department (partnership with 
non-profit Champions for Children: 
Prevent Child Abuse Hampton 
Roads) 

Chesapeake, 
Virginia  

April 2017 

City of Chesapeake 
Regional Health 
Care 

Mother/Baby and Emergency 
Departments (partnership with non-
profit Champions for Children: 
Prevent Child Abuse Hampton 
Roads) 

Chesapeake, 
Virginia  

August 2017  

City of Madison 
Heights  

City with Hit Free Zones in at least 
10 public areas, including the city 
hall, public library, police station, 
and recreation center 

Madison 
Heights, 
Michigan  

October 2018 

City of Stoughton  City with NHZs on all city property, 
including parks and the public 
library (regional NHZ along with 
American Family Children’s 
Hospital and Dane County District 
Attorney’s Office) 

Stoughton, 
Wisconsin  

2016: City 
council passed 
policy  
Fall 2017: 
Training 

Dane County 
District Attorney’s 
Office 

District Attorney’s Office (regional 
NHZ along with American Family 
Children’s Hospital and city of 

Madison, 
Wisconsin  
(Dane 
County)  

2014 
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Stoughton; partnership with Norton 
Children’s Hospital) 

Department of 
General Academic 
Pediatrics at 
Children’s Hospital 
of the King’s 
Daughters 

Pediatrics Department (partnership 
with non-profit Champions for 
Children: Prevent Child Abuse 
Hampton Roads) 

Norfolk, 
Virginia 

January 2017 

Department of 
Human Services in 
the City of Norfolk 

Social Services Organization 
(partnership with non-profit 
Champions for Children: Prevent 
Child Abuse Hampton Roads) 

Norfolk, 
Virginia  

Fall 2018  

District IV Medical 
Examiner’s Office 

Medical Examiner’s Office 
(partnership with University of 
Florida: Wolfson Children’s 
Hospital) 

Jacksonville, 
Florida 

April 5, 2018: 
Official launch 
of all NHZs in 
Jacksonville, 
Florida 
community 

Family Action 
Program at the U.S. 
Army  

Program that helps soldiers and 
families meet the unique challenges 
of military lifestyles  

Vicenza, 
Italy  

May 2018  

Family and 
Children’s Center 

Agency that provides a continuum of 
services designed to strengthen 
families and promote individual 
well-being (partnership with 
Gundersen Health System) 

La Crosse, 
Wisconsin 

April 18, 2017: 
Official launch 
of all NHZs in 
La Crosse, 
Wisconsin 
community 

Family Support 
Services of North 
Florida Inc.  

Non-profit for foster care, adoption, 
and family preservation (partnership 
with University of Florida: Wolfson 
Children’s Hospital) 

Duval and 
Nassau 
Counties, 
Florida 

April 5, 2018: 
Official launch 
of all NHZs in 
Jacksonville, 
Florida 
community 

First Home Care  Organization that provides foster 
care and community behavioral 
health services (partnership with 
non-profit Champions for Children: 
Prevent Child Abuse Hampton 
Roads) 

Portsmouth, 
Virginia  

September 2018: 
Training 
completed 

Foundation 
Preparatory Charter 
School  

School (partnership with Children’s 
Hospital New Orleans) 

New Orleans, 
Louisiana  

August 2018 

Greenville Health 
System 

Health System  Greenville, 
South 
Carolina 

Early 2017 
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Gundersen Health 
System 

Health System with 5 partners listed 
separately 

La Crosse, 
Wisconsin 

Fall 2014 

Harbor Point 
Behavioral Health 
Center  

Mental Health Services (partnership 
with non-profit Champions for 
Children: Prevent Child Abuse 
Hampton Roads) 

Portsmouth, 
Virginia  

May 2018 

Jefferson Family 
Court 

Family Court (partnership with 
Norton Children’s Hospital) 

Louisville, 
Kentucky 

April 2016 

La Crosse Public 
Library  

Public Library (partnership with 
Gundersen Health System) 

La Crosse, 
Wisconsin 

January 2017: 
Decided to 
implement NHZ 
April 18, 2017: 
Official launch 
of all NHZs in 
La Crosse, 
Wisconsin 
community 

La Crosse Women, 
Infants, and 
Children (WIC) 
Program 

Federal Assistance Program located 
at the La Crosse County Health 
Department (partnership with 
Gundersen Health System)  

La Crosse, 
Wisconsin  

April 18, 2017: 
Official launch 
of all NHZs in 
La Crosse, 
Wisconsin 
community 

Lehigh County 
Courthouse*  

Courthouse Allentown, 
Pennsylvania 

April 2018: 
District Attorney 
endorsed the 
NHZ 

Lehigh Valley 
Children’s Hospital  

Children’s Hospital Allentown, 
Pennsylvania  

2017: Policy 
approved  

Lincoln Pediatric 
Clinic at the 
Lincoln Medical 
Center 

Pediatric Clinic Bronx, New 
York 

April 2014 

Louisville Bats 
Slugger Field 

Minor League Baseball Stadium 
(partnership with Norton Children’s 
Hospital) 

Louisville, 
Kentucky 

2012 

Marion Public 
Library  

Public Library  Marion, Iowa  September 1, 
2018 

Metro Centers for 
Community 
Advocacy  

Domestic Violence Shelter and 
Counseling Agency with NHZ 
signage at 4 locations in Gretna, 
Jefferson, Laplace, Norco, and St. 
Tammany as well as signage at the 
New Orleans Children’s Advocacy 
Center (partnership with Children’s 
Hospital New Orleans) 

New Orleans, 
Louisiana  

Mid-August 
2018 
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Michigan Medicine Hospital, including C.S. Mott 
Children’s Hospital  

Ann Arbor, 
Michigan  

2011 

Milestones Mental 
Health Agency 

Mental Health Agency (partnership 
with Children’s Hospital New 
Orleans) 

New Orleans, 
Louisiana  

Fall 2018 

Montefiore Medical 
Center and 
Children’s Hospital  

Hospital  Bronx, New 
York  

 

Nationwide 
Children’s Hospital 

Satellite Clinic of Children’s 
Hospital 

Columbus, 
Ohio 

September 2017 

New Horizons 
Shelter & Outreach 
Centers 

Shelter for individuals and families 
who have experienced domestic and 
sexual abuse (partnership with 
Gundersen Health System) 

La Crosse, 
Wisconsin  
 
Whitehall, 
Wisconsin 

April 18, 2017: 
Official launch 
of all NHZs in 
La Crosse, 
Wisconsin 
community 

New Orleans 
Children’s 
Advocacy Center 

Children’s Advocacy Center 
(partnership with Children’s 
Hospital New Orleans) 

New Orleans, 
Louisiana  

August 2017: 
Policy Signed 

Norton Children’s 
Hospital  
(formerly Kosair 
Children’s 
Hospital) 

Children’s Hospital with 3 partners 
listed separately and the following 
associated locations: Norton 
Children's Hospital – Downtown;  
Norton Children's Medical Center; 
Norton Children's Hospital Medical 
Associates (NCHMA) in Broadway, 
Brownsboro, Clarksville, Dupont, 
Elizabethtown, Fairdale, Frankfort, 
Iroquois, Jeffersonville, 
Middletown, Okolona, Shelbyville, 
and Springhurst; and Norton 
Women's and Children's Hospital – 
St. Matthews 

Louisville, 
Kentucky  

2012  

The Parenting Place  Non-profit for those who care about 
children (partnership with 
Gundersen Health System) 

La Crosse, 
Wisconsin  

Late 2016: 
Implementation 
April 18, 2017: 
Official launch 
of all NHZs in 
La Crosse, 
Wisconsin 
community 

Peyton Manning 
Children’s Hospital 
at St. Vincent 

Children’s Hospital and St. Vincent 
Campus 

Indianapolis, 
Indiana  

September 2017 
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Quigley House Domestic Violence and Sexual 
Assault Shelter (partnership with 
University of Florida: Wolfson 
Children’s Hospital) 

Green Cove 
Springs, 
Florida 

April 5, 2018: 
Official launch 
of all NHZs in 
Jacksonville, 
Florida 
community 

Rainbow Babies 
and Children’s 
Hospital** 

Children’s Hospital  Cleveland, 
Ohio  

2005: NHZ 
concept created 

Riley Hospital for 
Children at Indiana 
University Health 

Children’s Hospital  Indianapolis, 
Indiana 

March 6, 2009: 
Policy Approved 

Shiloh Baptist 
Church 

Church  Trenton, New 
Jersey 

June 4, 2018 

St. Christopher’s 
Hospital for 
Children 

Children’s Hospital  Philadelphia, 
Pennsylvania  

Around 
2009/2010 

Sylvia 
Center/Cornerstone 
Community 
Outreach 

Homeless Shelter Chicago, 
Illinois  

Fall 2014 

University of 
Florida: Health 
College of 
Medicine  

Department of Medicine with 
teaching hospital (partnership with 
University of Florida: Wolfson 
Children’s Hospital) 

Jacksonville, 
Florida 

April 5, 2018: 
Official launch 
of all NHZs in 
Jacksonville, 
Florida 
community 

University of 
Florida: Wolfson 
Children’s Hospital 

Children’s Hospital with 4 partners 
listed separately 

Jacksonville, 
Florida  

April 5, 2018: 
Official launch 
of all NHZs in 
Jacksonville, 
Florida 
community 

University of 
Minnesota: 
Masonic Children’s 
Hospital 

Children’s Hospital  Minneapolis, 
Minnesota  

March 2016 

University of 
Rochester 
Medicine: Golisano 
Children’s Hospital  

Children’s Hospital  Rochester, 
New York 

 

University of 
Wisconsin: 
American Family 
Children’s Hospital 

Children’s Hospital (regional NHZ 
along with Dane County District 
Attorney’s Office and city of 
Stoughton) 

Madison, 
Wisconsin 

October 2016 
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Wake Forest 
Baptist Health 

Hospital  Winston-
Salem, North 
Carolina 

2018 
 

YWCA of 
Hampton Roads 

Multi-Cultural Women’s 
Organization (partnership with non-
profit Champions for Children: 
Prevent Child Abuse Hampton 
Roads) 

Norfolk, 
Virginia  

Fall 2018 

*The Lehigh County Courthouse has a no hit policy statement declaring the courthouse a No Hit 
Zone but no posters or training.  
**The No Hit Zone at Rainbow Babies and Children’s Hospital no longer has training programs 
or signage but was one of the first programs nationwide. 
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Appendix D: Educational and Promotional Materials 
The first eight sets of materials are referenced directly in the body of the thesis. The other sets of 
materials are included because they demonstrate the variety of materials available at each 
institution.  
 
Materials Set 1 – Louisville Bats Slugger Field 
 
Promotional Banner 
 

 
 
Contest Registration  
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Nightly Program Advertisement  
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Materials Set 2 – Children’s Hospital New Orleans  
 
Primary signage  

 
 
No Hit Zone Magnet 
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Informational Flyer 
 

 
 
Materials Set 3 – University of Florida: Wolfson Children’s Hospital  
 
Signage 
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Materials Set 4 – City of Madison Heights 
 
Sign by City Hall (photographed by author) 
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Materials Set 5 – Children’s Hospital of Wisconsin  
 
Brochure 
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Materials Set 6 – Nationwide Children’s Hospital  
 
Example Signage  

 
 
Signage with Behavior Expectations 
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Signage with Suggestions, By Age 
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Materials Set 7 – St. Christopher’s Hospital for Children  
 
Poster 

 
 
Materials Set 8 – Dane County District Attorney’s Office  
 
Brochure 
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Brochure in Spanish  
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Materials Set 9 – Children’s Mercy Kansas City 
 
Posters  

 



POLICY ANALYSIS OF NO HIT ZONES 
 

68 

Brochure 
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Materials Set 10 – City of Chesapeake Department of Human Services 
 
Poster 
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Materials Set 11 – City of Stoughton 
 
Brochure 
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Materials Set 12 – Gundersen Health System (many materials available online)  
 
Logo  

 
 
 
 
STOP Card 
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Materials Set 13 – Jefferson Family Court 
 
Signage  
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Coffee Mug 

 
 
 
Materials Set 14 – Lehigh Valley Children’s Hospital  
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Materials Set 15 – Lincoln Pediatric Clinic at the Lincoln Medical Center 
 
Poster in English and Spanish  
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Discipline Tip Sheet 
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Materials Set 16 – Michigan Medicine  
 

Brochure for Staff and Faculty 
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Brochure for Parents  
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Materials Set 17 – Norton Children’s Hospital  
 
Poster 

 
 

Educational Material 
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Materials Set 18 – University of Minnesota: Masonic Children’s Hospital 
 
Postcard 

 
 
Fact Sheet 
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Activity Sheet 

 
 
 
Stickers 
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Appendix E: New Orleans Training Slides 
These slides are from the training at Children’s Hospital New Orleans. 
 
(1) 

 

(2) 

 
(3) 

 

(4) 

 
(5) 

 

(6) 

 
(7) 

 

(8) 

 
(9) (10) 
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(11) 

 

(12) 

 
(13) 

 

(14) 

 
(15) 

 

(16) 

 
(17) (18) 
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(19) 

 

(20) 

 
(21) 

 

(22) 

 
(23) 

 

(24) 

 
(25) (26) 
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(27) 

 

(28) 

 
 

(29) 

 

(30) 

 
(31) 

 

 
 
 

END 
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Appendix F: New Orleans Pre- and Post-Training Surveys 
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