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Objective.—Reach Out and Read (ROR) is a primary care—based
intervention supported by considerable evidence regarding its ef-
ficacy. Implementation of ROR, however, varies across participat-
ing sites. The objective of this study was to identify practice
attributes associated with variability in ROR implementation.
Methods.—Twenty primary care providers and 70 support staff
from 7 clinics in Baltimore, Maryland, participated in semistruc-
tured interviews. Sites were purposefully selected on the basis of
the perceived success of their ROR program implementation. All
interviews were transcribed and inductively analyzed to identify
themes. Themes were compared to predictors postulated by a con-
ceptual model for team effectiveness across a variety of work-
place settings.

Results.—Only one theme (integration of ROR procedures) ad-
dressed the design of ROR implementation within clinics. Nearly
all other themes identified group processes and group psychoso-
cial traits broadly reflective of clinic culture. At struggling sites,

staff found their jobs burdensome and communication lacking.
They demonstrated disrespect for patients and families. In this
context, they experienced difficulty integrating ROR into their
daily routines. Staff at successful sites worked as a team and ex-
pressed strong commitments to their communities. Integration of
ROR at these sites tended to occur smoothly. Providers from all
sites reported strong pressures to increase productivity, and
thought that these pressures impaired their ability to deliver
high-quality primary care.

Conclusions.—Clinic culture influences the implementation of
an efficacious primary care intervention. Characteristics of clinic
culture therefore need to be identified and taken into account in
future efforts to improve its implementation.
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each Out and Read (ROR) is a widely disseminated

literacy promotion program that engages primary

care providers in promoting early literacy among
children ages 6 months to 5 years. More than 3700 ROR pro-
grams currently operate nationwide, serving 3.3 million chil-
dren and distributing 5.4 million books each year." Among
preventive interventions in pediatric primary care, ROR is
perhaps the one most strongly supported by empirical evi-
dence regarding its efficacy. Studies have shown that parents
whose children receive primary care at ROR sites read to their
children more frequently, own more books, and are more
likely to describe reading aloud as a favorite activity.” 2
Even more compelling, several studies have found that chil-
dren receiving care at ROR sites demonstrate greater lan-
guage abilities than their non-ROR peers.”®’ None of these
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studies, however, have examined factors related to the nature
or quality of ROR implementation at specific clinical sites.

Many outpatient interventions that are efficacious in
highly controlled settings fail to demonstrate comparable
effectiveness when taken to scale.'*'* Much of this “volt-
age drop” from efficacy to effectiveness may be attributed
to aspects of implementation that fail to adhere to the orig-
inal program model.'> To date, such variation in implemen-
tation or effectiveness has not been reported for ROR.
Anecdotal reports, however, have suggested that such var-
iation does indeed exist among ROR sites.

Among previous studies examining the implementation
of recommended care in pediatric settings, most have fo-
cused on identifying individual physician- or patient-level
factors associated with implementation.'®™'® Because ROR
is a practice-based intervention, however, we conceptual-
ized the implementation of ROR as a practice-based or
team-based phenomenon. We therefore sought to identify
characteristics of primary care practice teams that were as-
sociated with the success of ROR implementation.

METHODS

Study Overview

This study was conducted in several stages: (1) purpose-
ful selection of sites on the basis of perceived level of ROR
implementation, (2) substantiation of ROR implementation
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level by use of available quantitative data, (3) qualitative in-
terviews and focus groups, and (4) analysis of qualitative
data to identify major themes.

Conceptual Framework and Rationale for Qualitative
Methods

In conceptualizing primary care practices as teams, we
were guided by previous work in management and organi-
zational behavior examining predictors of team effective-
ness across a variety of workplace settings.'”* We used
a framework described by Cohen and Bailey,'® which con-
ceptualizes team effectiveness as a function of group pro-
cesses, group psychosocial traits, design factors, and
environmental factors. In this model, group processes,
group psychosocial traits, and design factors have both di-
rect and indirect influences on team effectiveness, while en-
vironmental factors influence effectiveness only indirectly.

Because few previous studies have examined the roles of
team characteristics in the implementation of primary care
interventions, we used qualitative methods to permit the
broadest possible exploration of themes. Qualitative
methods are particularly valuable when there is a paucity
of knowledge about a phenomenon, when conventional
quantitative approaches, such as the forced-response survey,
would result in the loss of rich data or when the researcher
seeks to generate novel explanatory theories by discovering
previously unknown relationships among concepts.”' > We
therefore concluded that qualitative methods were best suited
to characterizing team characteristics among ROR practices
and identifying the relationships of these characteristics (if
any) to the success of ROR implementation.

Purposeful Selection of Sites

This study was conducted in collaboration with the
Greater Baltimore (Maryland) ROR Coalition. We aimed
to select a sample of the 31 sites comprising the Coalition
that reflected a wide range of ROR implementation. We
therefore consulted with the Regional Coalition Coordinator
(RCC), who had firsthand knowledge of all coalition sites.
We asked her to suggest sites that she perceived to be highly
successful, moderately successful, or struggling in their im-
plementation of ROR. She in turn recommended 3 highly
successful, 2 moderately successful, and 4 struggling sites.

Substantiation of ROR Implementation Level

Although categorization of sites by level of ROR imple-
mentation was intentionally subjective, we sought to sub-
stantiate these categorizations quantitatively by use of
book distribution data and structured site observations.

Book distribution data were reported by ROR sites on
a semiannual basis. Sites reported both the number of
books distributed and the number of well-child visits for
children ages 6 months to 5 years. The RCC had access
to these data and reviewed them directly with each site.
Data reviewed for this study were reported from January
1, 2003, to June 30, 2005.

Structured site observations had been conducted at most
recommended sites within the 18 months prior to this
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study. These obsevations were conducted using the 20-
item Site Observation Scale, an instrument created by the
National ROR Program to assess adherence to the ROR
model (copies of the instument are available upon request).
It includes items ranging from book distribution to parent-
provider interactions. It has not undergone formal determi-
nation of validity or reliability.

All observations were conducted by the RCC on the ba-
sis of direct observation and discussions with clinic staff.
Although no formal training is required, written instruc-
tions are available and were familiar to the RCC. For this
study, ratings were converted to a 4-point scale (with 4 be-
ing the highest possible score for each item) and averaged
to generate a single site-specific score.

The concordance of these 3 data sources (RCC percep-
tion, book distribution data, and site observation scores) is
summarized in Table 1. Where data were missing or dis-
crepant, the RCC was consulted to obtain further informa-
tion. These consultations provided the following additional
information: among the 9 sites, 2 failed to report book dis-
tribution data for the entire 2% -year period, despite multi-
ple reminders and offers of assistance. In addition, 3 sites
declined to schedule a structured site observation over an
18-month period, again despite multiple RCC contacts.
For one site, book distribution data appeared disproportion-
ately low; the RCC provided additional information about
funding constraints that had limited the supply of books
at that site. After review of all available information, we
opted to retain the original categorizations of ROR imple-
mentation that were based on the perceptions of the RCC.

All 9 recommended sites were invited to participate in
this study. Two struggling sites declined to participate;
one described its ROR program as being “in hiatus,” while
the other failed to respond to multiple contacts. The 7 re-
maining clinics all agreed to participate. Characteristics
of these 7 clinics are summarized in Table 2.

Institutional Approvals

Approval for this study was granted by the Institutional
Review Board of the Johns Hopkins School of Medicine. In

Table 1. Concordance of Data Sources in Characterizing Success of
Reach Out and Read Implementation Among All Sites Invited to Partici-
pate in Qualitative Interviews (N = 9 clinics)

Visits in Which

Perception Eligible Child Site Observation
Clinic of RCC Received Book Score, Mean + SD
1 High 87% 3.8+ 04
2 High 88% 36+ 1.0
3 High 99% 35+£1.0
4 Moderate 60% 3.54+09
5 Moderate 23%% 32+ 1.1
6 Struggling 54% 2.6 0.9
7* Struggling 2% Declined
8 Struggling Unavailable Declined
9% Struggling Unavailable Declined

RCC indicates Regional Coalition Coordinator.

*Declined to participate in qualitative interviews.

#Funding constraints limited the supply of books available for distribu-
tion at this clinic during the time period of this study.
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Table 2. Characteristics of Participating Clinics (N = 7 clinics)
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Staffing Structure

Nonprovider Staff (specific to pediatrics

Providers (seeing

pediatric patients) patients)

or providing services utilized by pediatric

Estimated Proportion

of Patient Population Significant (>30%)

Participated Participated Covered by Medicaid Non-English-Speaking
Clinic Total in Interviews Total in Interviews or Uninsured Patient Population?
1 6 5 17 14 ~75% No
2 1 1 5 4 >95% No
3 7 5 7 6 ~80% Yes
4 4 3 14 13 ~50% No
5 3 3 14 9 >90% Yes
6 1 1 11 11 >95% No
8 2 2 13 13 >95% Yes

addition, approvals were obtained from research review
boards for each site agreeing to participate. At sites without
formal review boards, administrative permissions were ob-
tained. Inclusion criteria were intentionally broad; every
clinic staff member in attendance when qualitative inter-
views were being conducted was invited to participate. Al-
though none of the participating sites was primarily
a teaching clinic, 2 sites offered continuity clinic experi-
ences for pediatric residents. By chance, these residents
were not in attendance on scheduled interview dates and
thus were not included in the study. All participants pro-
vided written informed consent indicating their voluntary
participation. No patient information was accessed, nor
were patients interviewed or observed during this study.

Qualitative Interviews and Focus Groups

The original study design called for one-on-one qualita-
tive interviews at each site. During the process of obtaining
institutional approvals, one corporation, representing 2 of
the 7 consenting sites, requested that focus groups be added
to the one-on-one interviews. As a result, in-depth inter-
views were conducted at all 7 sites, with focus groups
also being conducted at 2 of the 7 sites. Individual inter-
views were conducted with all study subjects even if they
also participated in a focus group. This was done because
focus groups are prone to producing data that reflects the
“groupthink” of the most influential members, and be-
cause less powerful members may be too intimidated to of-
fer ideas or may have their opinions discounted.>* Focus
groups were conducted on the same dates as in-depth inter-
views. The order in which clinics were interviewed was
based on convenience; clinics were not scheduled in any
specific order (ie, by perceived level of ROR implementa-
tion).

In total, the 7 participating clinics identified 24 providers
and 81 nonprovider staff that were either specific to pediat-
rics or provided services that were used by pediatric pa-
tients (such as translators or referral coordinators). Of
these individuals, 20 providers and 70 support staff partic-
ipated in qualitative interviews (mean = 12.9, range = 5—
19 interviews per site). At the 2 sites requesting focus
groups, 2 focus groups were conducted at each site
(mean = 6.0, range = 5-8 participants per group). A break-
down of participating staff is provided in Table 2. Among

all 7 sites, only one individual (a female provider) actively
declined to participate; in all other cases, discrepancies be-
tween the total number of staff and study participants re-
flect absences from work (scheduled or unscheduled) on
the dates that interviews were being conducted. Further
breakdown of participant characteristics is provided in
Table 3.

Each interview or focus group began with a scripted ex-
planation of the purpose of the study and reassurance that
all discussions were confidential. The initial version of
the interview guide is provided in Table 4. All interviews
and focus groups were conducted on site by 1 of 2 study au-
thors (TK or SM) in nonpublic work areas and audiotaped.
Most interviews were completed in less than 1 hour. All fo-
cus groups lasted 1 hour. Audiotapes were transcribed ver-
batim by a professional transcription service. Accuracy of
transcripts was established by comparing a sample of tran-
scripts to the original audio recordings.

Analysis of Qualitative Data

Qualitative analysis was based on independent review of
transcripts by the principal investigator and an external
qualitative researcher unfamiliar with ROR or participating
sites. Emerging themes were compared to predictors postu-
lated by Cohen and Bailey’s framework' for team effec-
tiveness. Specific efforts were made to qualitatively
identify relationships between emerging themes and sites’
levels of success in ROR implementation. To corroborate
these findings, quotations reflecting each theme were
then grouped and counted by implementation category.

Table 3. Characteristics of Study Participants (N = 90 participants)

Characteristic Male Female Total

Provider

MD 9 9 18

NP 2 2
Nonprovider staff

RN/LPN 1 4 5

Medical assistants/nursing 0 55 55

assistants/registration staff

Administrators/managers 1 4 5

Other 2 3 5
Totals 13 77 90
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Table 4. Initial Interview Guide
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Open-Ended Question

Follow-up Prompts (used only if needed)

Area(s) Addressed

How does this clinic work?

How would you describe...
...the things that you do?

Group processes
Group psychosocial traits

...your coworkers?
...your patients?

How is ROR implemented at this clinic?*

What systems exist to support ROR
implementation?

Design factors
Environmental factors

Who is responsible for implementing
each component of ROR?

How well does ROR work here?

What are the barriers to ROR
implementation?

What facilitates ROR implementation?

How do staff at this clinic feel about ROR?
How do patients at this clinic feel about ROR?
Is there anything else about this clinic or about

the ROR program here that you think is
important for me to know, but I haven’t asked?

Group psychosocial traits
Environmental factors

Group processes

Group psychosocial traits
Design factors
Enviromental factors

*ROR indicates Reach Out and Read.

Qualitative findings are deemed to be accurate if they are
both credible and relevant.” In this study, credibility was
established through several methods. First, multiple data
sources were used, and multiple researchers analyzed these
data independently, a method known as triangula-
tion.?**32° To facilitate triangulation in this study, we in-
terviewed employees at all levels among unique practice
sites and used an independent qualitative researcher
(MG) unfamiliar with participants or the ROR model to
code transcripts independent of the principal investigator
(TK). Differences in analysis were resolved through dis-
cussion, and a subset of transcripts were revisited to clarify
and confirm the interpretation.

RESULTS

Themes emerged in each of the 4 categories predicted by
our conceptual model to influence team effectiveness. Of
these 4 categories, 3 (design factors, group processes,
and group psychosocial traits) were related to practices’
success in ROR implementation.

Group Processes

Staff at successful sites reported having more effective
group processes than staff at struggling sites. Comments
in this area fell into 2 themes: communication and team-
work.

Communication

Comments connoting poor communication between co-
workers were common among individuals at struggling and
moderately successful clinics (with 85% of quotations re-
flecting poor communication coming from these sites),
but rare among highly successful practices. One medical
assistant described conflict as having a stifling effect on
communication: “Most of the time when something is

said it blows up to a big argument or whatever. So now
people—we just sit there.” This was echoed by an individ-
ual who observed, “You can’t honestly express yourself.”

Teamwork

Staff at struggling sites described frustration with the
lack of teamwork among colleagues. Of all quotations re-
flecting a poor sense of teamwork, 87% were from partici-
pants at struggling or moderately successful sites. This was
exemplified by a medical assistant who noted, “There’s no
teamwork, none...everybody here is going to look out for
theirself [sic]....‘All I'm worried about is me.’”

Conversely, staff at highly successful sites reported pos-
itive experiences arising from team efforts to get tasks
completed. Among quotations reflecting a strong sense of
teamwork, 88% were from participants at highly successful
sites. One front office staff member noted, “If I'm dealing
with a patient that’s having a hard time or giving me diffi-
culty...[my coworker] takes up the slack.” Similarly, a pro-
vider noted, “We work on the staff helping each other
a lot...if someone’s getting really hit hard, then the other
staff will help.”

Group Psychosocial Traits

Many attitudes and beliefs reported by individuals at
struggling sites were in sharp contrast to those at highly
successful sites. This was captured by a number of themes.
Many staff at struggling sites described a poor work ethic
and disrespect for families, while many at successful sites
expressed a strong sense of mission and perceived ROR to
have a positive impact on their self-image.

Poor Work Ethic

Study participants at struggling sites and some moder-
ately successful sites described their jobs simply as a means
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of supporting themselves, and thus deserving of the mini-
mal required effort. Of quotations reflecting poor work
ethic, 58% came from one of these 2 groups of sites. One
medical assistant observed, “We just come in to work....
You have a family to support.” Some clinic staff felt they
had few options: “I’m stuck....If I could leave, I probably
would.” Providers corroborated these sentiments: “It’s
more of a job...they come, they put in their 8 hours, and
they leave.”

Disrespect for Families

At struggling sites clinic personnel, particularly support
staff, were more likely to express disrespect and even con-
tempt for the families served by the clinic. One medical as-
sistant reported, “The patients [think it’s] just like a store;
the customer has the right-of-way, the patient is right. And
we’re trying to get them out of that mode of thinking—
you’re not right, it’s wrong.” One nurse commented,
“[Families] abuse what they get here....they think, you
know, this is how it’s supposed to be and they’re always
supposed to be the ones who get everything.” This disre-
spect for families among staff at struggling clinics ex-
tended to their perceptions of the potential impact of the
ROR program. One medical assistant commented, “We
can encourage them, but that don’t mean they’re going to
go home and read the book with their child.”

Among quotations reflecting disrespect for families,
66% came from participants at struggling or moderately
successful sites.

Sense of Mission

At highly successful clinics, on the other hand, staff dis-
cussed the value of providing community service. This was
closely linked to perceptions that their work was aligned
with a broader clinic mission. One provider noted, “Our
clinic really is set up more as a service to the communi-
ty....we’re not purely a money-making clinical practice.”
These feelings were shared by support staff who said,
“We make sure our patients are taken care of.” Among
quotations reflecting a strong sense of mission, 71%
came from participants at highly successful sites.

Self-Image

Several providers at moderately and highly successful
sites were motivated to incorporate ROR into their routines
by the impression that distributing books improved their
own image. “I [give a book] at really almost every visit, be-
cause...it makes us look better.” Another offered, “We’re
not just giving shots. ‘My doctor gave me a book,” you
know. ‘That’s the book lady.”” Among quotations reflecting
the perception that ROR improved providers’ self-image,
100% were from providers at highly successful or moder-
ately successful sites.

Design Factors

The only theme to emerge specific to the design of ROR
implementation addressed integration of ROR into clinic
routines. Full incorporation of ROR procedures into
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a clinic’s daily routines was seen universally among clinics
that were highly successful in implementing ROR. A staff
member at one highly successful clinic reported, “within
a month or so we were in a routine, and [now] I don’t think
the books slow us down at all.” Many staff members at suc-
cessful clinics reported that positive feedback from fami-
lies reinforced ROR routines. One provider commented,
“A lot of patients come and ask us for books, even when
it’s not physical time....The only [kids] that complain are
the ones that come out of the 6 year old visit, they don’t
get a book anymore.”

Struggling clinics, on the other hand, were far less likely
to make the accommodations necessary to fully incorpo-
rate ROR into clinic routines. One provider at a struggling
site observed that ROR was “not something I felt I really
needed to [do]. I don’t have a lot of time to do it, to be hon-
est with you.” ROR book distribution at these sites tended
to be erratic. “If we remember like during giving them their
shot,” commented one medical assistant, “we’ll be like
wait, we have a book, give them something colorful be-
cause they’ll be so scared and stuff, so we give them a lol-
lipop and a book.” Even when children did receive books at
these sites, other program components were not imple-
mented, such as counseling around book-sharing behav-
iors. “They just give them the book...and just say, ‘Here.””

Among quotations reflecting successful integration of
ROR procedures into clinic routines, 98% were from
participants at highly successful or moderately success-
ful sites. Among quotations reflecting an absence of
such integration, 87% were from participants at strug-
gling sites.

Environmental Factors

The only theme reflective of environmental factors was
the pressure felt by providers to meet financial obligations.
Unlike other themes, this was characterized by similar ex-
periences across practices, regardless of their success in
ROR implementation.

Most providers felt a strong tension between the pressure
to increase productivity and the pressure to provide high-
quality care. One provider noted, “We need to see enough
patients to stay open.... You try to reach that balance of be-
ing productive and having enough time to actually...help
your patients. And it’s hard....I’ve not figured out how to
do both things.” Another provider commented, “We get
pressured quite directly. If our numbers [are] lower than
last month, if they’re lower than this time last year...it’s al-
ways numbers talk. And it’s frustrating for all the provi-
ders....Because there’s quantity and then there’s quality,
and we’re much more interested in quality.” Among quota-
tions reflecting financial pressures, 45% came from highly
successful sites, 17% from moderately successful sites, and
38% from struggling sites.

DISCUSSION

Qualitative analysis of interview and focus group tran-
scripts identified themes in each of the 4 areas postulated
to influence the success of ROR implementation. Most of
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these themes identified group processes and group psycho-
social traits broadly reflective of clinic culture. At strug-
gling sites, staff tended to find their jobs burdensome,
communication less open, and teamwork lacking. They of-
ten demonstrated a lack of respect for the families they
served. In this context, staff members at struggling sites
were often unable or unwilling to make the accommoda-
tions necessary to fully integrate ROR procedures into their
clinic routines. Staff at clinics that were highly successful
in implementing ROR, on the other hand, reported working
well as a team and expressed a strong commitment to their
communities. Incorporation of ROR procedures into clinic
routines at these sites tended to occur smoothly, and these
routines were reinforced by positive feedback from fami-
lies.

In recruiting practices for this study, we were intentional
in our efforts to recruit not only motivated, successful
clinics, but also clinics that were struggling with ROR im-
plementation. This gave us the opportunity to identify and
examine factors associated with struggling sites that are
missing from previous research on ROR and many other in-
terventions in pediatric primary care.

Some of our findings were not surprising. For example,
we were not surprised to find that clinics experiencing
more success in implementing ROR had stronger design
factors—that is, they were more likely to have fully inte-
grated ROR procedures into the flow of their daily activi-
ties. Integration of ROR procedures emerged only as
a minor theme, however, among those identified in this
study. Far more prominent were the group processes and
group psychosocial traits that reflected clinic culture. The
work ethic of staff members, their openness of communica-
tion, their willingness to work as a team, their sense of
commitment to patients and communities—each of these
attributes was clearly related to a clinic’s success in imple-
menting the ROR model.

Finally, we found that one environmental factor—the
pressure to meet financial obligations—was nearly ubiqui-
tous among participating practices, which ranged from cor-
porate practices to hospital-owned clinics to federally
qualified health centers. Nearly all providers commented,
unprompted, on the pressure to see more patients and gen-
erate more revenue. On the basis of our conceptual model,
we had predicted that any environmental factors would
have indirect influences on ROR implementation. In this re-
gard, however, our study failed to fully support the model;
we could not discern any clear relationship between finan-
cial pressures and success of ROR implementation. Instead,
providers at successful and struggling sites alike com-
mented on these pressures and their perception that such
pressures had a negative impact upon their ability to deliver
high-quality care.

A growing body of research'>?’ suggests that shortcom-
ings in the implementation of efficacious models explain
much of the diminishment of program impact seen when
such models are taken to scale. This study provides a unique
insiders’ view into a sample of pediatric primary care prac-
tices that, while serving similar patient populations, varied
widely in their success in implementing the ROR model. It

Clinic Culture in Reach Out and Read 45

clearly shows that despite the strength of evidence regard-
ing its efficacy, ROR is no exception to this rule.

This study also demonstrates that factors that predict
team effectiveness are highly relevant to primary care prac-
tices, no less than they are in other workplace settings rang-
ing from manufacturing to finance. As postulated by our
conceptual model,'® we found that categories of predictors
with both direct and indirect influences on team effective-
ness (group processes, group psychosocial traits, and
design factors) were related to the success of ROR imple-
mentation. Predictors postulated only to have indirect in-
fluences on team effectiveness (environmental factors),
however, did not have an obvious relationship to ROR im-
plementation.

Like any qualitative study, our study has several limita-
tions. First, the qualitative data consist of participant self-
reports; we did not attempt to verify the accuracy of any
individual’s responses. Second, the small number of par-
ticipating sites and the purposeful nature of their selection
limits the generalizability of this study. However, our goal
was not primarily one of generalizability but rather of rel-
evance and credibility. Our finding that broad themes of
clinic culture predominated over ROR-specific themes in
predicting successful ROR implementation provides es-
sential new knowledge that is relevant not only for ROR,
but also for a host of current and future interventions in pe-
diatric primary care.

Some implications of this study are specific to the ROR
program. ROR is unique in that individual sites have access
to support from a national coordinating center and, in many
cases, from local or regional coordinators. To date, such
support has tended to focus on design factors, such as
book distribution and staff training. Our findings suggest
that such attention to design factors, while necessary, is in-
sufficient to ensure that ROR is successfully implemented
at all participating sites. Struggling sites face challenges
not only in implementing ROR, but also in other areas,
ranging from promoting effective communication to build-
ing strong relationships with their patients and communi-
ties. The ROR program would be well served by
developing strategies for identifying the key group pro-
cesses and group psychosocial traits that comprise clinic
culture, and by creating new approaches to supporting
ROR implementation that accommodate these aspects of
clinic culture. Furthermore, any new approaches to im-
proving ROR implementation are likely to have the great-
est impact if they undergo rigorous testing to establish their
efficacy, particularly if such testing occurs among not only
successful but also struggling sites.

The implications of our findings, however, extend beyond
ROR. Aspects of clinic culture identified here as related to
ROR implementation—work ethic, communication, team-
work, sense of mission, respect for families—have the poten-
tial to impact many, if not all, aspects of preventive care.
Future efforts are needed to understand whether these aspects
of clinic culture create barriers to the delivery of other pre-
ventive care services, and to develop and empirically test
strategies for addressing these barriers in a way that opti-
mizes child and family outcomes.
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