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The Elephant in the Clinic

In a parable originating from the Indian
subcontinent, a group of blind men gather
around an elephant, not knowing what
is in front of them. Using only touch,
they attempt to determine the nature of
the mysterious entity. One feels a leg and
declares it is like a tree trunk. Another
touches the tip of the tail and says it is
like a brush. Another feels the trunk and
states it is like a tree branch. Another
strokes the ear and likens it to a hand fan.
Another touches the sides and determines
the elephant is like a wall. Finally, another
feels the tusk and says the elephant is like
a pipe.
This allegory vividly represents the
challenges we face when creating
solutions that address the social
determinants of children’s health. Over
time, many dimensions of how we
address the health and well-being of
children and families have improved.
According to a 2013 statement
from the American Academy of
Pediatrics Council on Community
Pediatrics, “As understanding of the
mechanisms and impact of biological,
behavioral, cultural, social, and
physical environments on healthy
development deepens and expands,
the long-standing role of pediatricians
in promoting the physical, mental,
and social health and well-being of
all children must also evolve.”1 This
evolution has and will continue; for
example, scientific advancements
in public health (e.g., vaccines,
sanitation, and nutrition) have vastly
improved health outcomes over the
last century.

However, many of society’s largest
health problems are complex
and multi-factorial in nature. The
interrelationships between those
factors make solutions challenging
and different from prior successes.
Poverty, homelessness, food insecurity,
school failure, crime, abuse, and
neglect continue to produce poor
health outcomes for millions of children
and families across the country.3
Unfortunately, poverty — and its
attendant widespread effects on
child health — remains a challenge
of pachydermic proportions. In order
to meet the challenges of the “new
morbidities”4-6 of 21st century pediatrics,
providers must reach beyond current
practice strategies to create new,
population-based solutions.
In addition, a pure focus only on the
child ignores the well-being of the
whole family — a counterproductive
approach when you recognize that
the family is the single largest element
making up the psychosocial context
in which a child is raised. We need
to consider the needs of the whole
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Children aren’t born loving to read. They learn about the joy of
reading through book sharing with their family.
- Amy Shriver, MD

family, two generations at once. It is
imperative that we realize that with
our current medical toolbox, we may
be holding only a part of the bigger
picture and work toward a more
comprehensive approach to child and
family health.
…

The science of Early Brain and Child
Development highlights the impact
of a child’s physical, social, and
emotional environment on brain
architecture, development, learning
potential, and behavior.7 Primary care
providers are ideal points of access
to provide surveillance and early
intervention for environmental stressors
for infants, children, and families;
however, they are often limited by
the time available in the context of
well-child care. One well-researched,
clinic-based approach to forging
intentional skill-building, resilience, and
positive behavior change in children
and families is the early literacy
promotion program Reach Out and
Read. The effects of literacy promotion
on early brain development, including
improved language skills and school
readiness, are well-documented. 8-19
As one of us (AS) states, “Children
aren’t born loving to read. They learn
about the joy of reading through book
sharing with their family.”
Established 25 years ago, Reach Out
and Read prepares young children to
succeed in school with a “prescription
for shared reading” as a key element
of health supervision in primary care
4
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settings. The three-part model includes
a brand-new, developmentally
appropriate children’s book directly
given by a health care provider to
a child at each well-child visit from
age 6 months through 5 years. Along
with this, the provider recommends
and explores book-sharing attitudes
and practices with families, all in the
setting of a clinic where the waiting
and exam rooms are literacy-rich in
order to amplify the message. The
power of early literacy promotion was
formally recognized by the American
Academy of Pediatrics through its June
2014 policy statement on the benefits
of offering a prescription for shared
reading and other clinic-based literacy
efforts in primary care settings.20
However, the deceptive simplicity
of the core Reach Out and Read
model can blind many both inside
and outside pediatric medicine to the
numerous programmatic advantages
for the child, the parents, the provider,
and society. Much like the blind men
in the parable, different individuals
appreciate different features.
Understanding the full power and
scope of the model as an efficient,
easily implementable public health
tool, however, requires consideration of
each of the program’s strengths and
how they interact to improve child and
family health.
Recognizing only a handful of these
strengths can lead to a narrow
realization of potential opportunities to
improve child health outcomes. While
the Reach Out and Read program
would not be harmful simply as a
book distribution method, without
understanding the clinician’s important
role as assessor and advisor, the clinic’s
investment in training, time, and books
yields far fewer benefits. Making the

best use of the mammoth potential
of early literacy promotion is good
policy — we want to ensure that you
see how much this approach has to
offer children, families, clinicians, and
society when well understood and well
implemented.
Accordingly, let’s visit each of the
figurative blind men as we consider the
complex elephant that is Reach Out
and Read.

Blind Man #1: “I believe this is
a book giveaway.”
Reach Out and
Read is most readily
apparent as a book
giveaway program.
The delighted child
departing a health
supervision visit
with a book in hand is perhaps the
most enduring image of Reach Out
and Read. The key transaction of a
clinician handing a book to a child,
often accompanied either literally or
figuratively with a prescription to read,
sends a high-impact positive message
to families (see Figure 1).
Shared reading is a key component
in promoting language development
in young children and nurturing
emergent literacy skills. Many families
cite a lack of access to books as a
barrier to shared reading in the home.
In some of the country’s lowest-income
neighborhoods there is only one book
available for every 300 children.21
Research shows that more books in the
home can lead to significant advances
in education.22,23 One of the main goals
of the Reach Out and Read program
is to provide access to new, highquality, developmentally appropriate,
language/culture-appropriate books

for families to share together. The
advice, combined with the immediate
availability of the book, gives families
the “equipment” they need to carry
out the recommendation.
Early literacy messaging to families with
young children occurs through many
possible avenues; however, using the
child’s primary care provider in the
context of the health supervision visit
is cost-effective and highly efficient.
Greater than 90 percent of young
children attend health supervision
visits, whereas fewer than one-third are
in formal early childhood education
settings.24 Additionally, the primary care
clinician is a trusted messenger that
most parents will turn to as a source of
reliable knowledge and advice, further
amplifying the message. Finally, having
the message gently repeated (and
adjusted for developmental progress)
can change parental behavior.25

...
I see that this is indeed a way to provide
books to children and families. But I get
the sense there is more. I wonder what my
colleague thinks.

Dr. Dipesh Navsaria joins in as a young boy and his mother share a book
during a well-child visit.
Early Literacy and Family Well-Being
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Figure 1: Prescription to Read

Blind Man #2: “This is a school
readiness and educational
intervention program.”
According to a 2004
article in the journal
American Educator:
“Children who fall
seriously behind in
the growth of critical
early reading skills
have fewer opportunities to practice
reading. Evidence suggests that these
lost practice opportunities make it
extremely difficult for children who
remain poor readers during the first
three years of elementary school to
ever acquire average levels of reading
fluency.”26
Given the profound importance
of education to lifelong health,27
interventions to assure preparedness
for learning are critical. Inadequate
literacy skills are linked to school
6
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failure and poor health outcomes.28,29
However, the goal of literacy promotion
is not to create early readers, but rather
to encourage the early love of sharing
books. This shared reading with infants
and children promotes skills critical for
starting formal schooling. One of the
central concepts of emergent literacy
is print awareness. A young child’s
gradual consciousness of the notion
that print conveys information is critical
foundational work that builds a scaffold
for further literacy skills. Development
of contextual reading skills and fluency
requires a solid foundation of print
awareness along with other skills:
phonologic awareness, vocabulary,
alphabet knowledge, narrative skills,
and print motivation—the love of
books and reading. Given the longterm impacts, intervening to assess and
assure preparedness for learning is a
vital strategy.30
A recent study looking at parent
attitudes towards reading with young
children comparing clinics with Reach
Out and Read implemented versus
those who had not yet done so found
a key significant difference: the families
in the Reach Out and Read clinics
were more likely to report a belief
that reading was a way to prepare
their child for kindergarten.31 By
realigning parents’ attitudes about the
effectiveness of early reading together
as a preparation for school success,
Reach Out and Read offers a route to
address achievement gaps via early
interventions in the first thousand days
of life.

...
I see that this is indeed a way to help
children prepare to learn in school. But I
get the sense there is more. I wonder what
my colleague thinks.

Blind Man #3: “This program
is a useful developmental
surveillance technique for
clinicians.”
It may seem surprising
that clinicians can
benefit from Reach
Out and Read as
much as patients and
families. Used well by
skilled clinicians, this
program can provide a great deal of
information to the health care provider
about developmental surveillance.
Developmental surveillance is a
flexible, longitudinal, continuous,
and cumulative process whereby
knowledgeable health care
professionals identify children who may
have developmental problems.32 In
many primary care clinics, clinicians
perform developmental surveillance at
least partially via the use of printed or
verbal “checklists” of developmental
milestones (see example on inside
back cover). However, the opportunity
to witness children’s capabilities via
their interaction with the provided
book can be valuable in performing
fast, efficient, and high-quality
developmental surveillance during
health supervision visits.
When providers present a book
to a child at the outset of the visit,
they can quickly assess gross and
fine motor development as well as
language by observing how the
child interacts with the book.33 From
a less-than-one-minute interaction
involving an exclaiming child excited
about receiving a book, the provider
can also glean aspects of the home
environment and personal-social
interaction. Likewise, the four-year-old
who holds a book closed and upside-

down for the duration of the visit is
displaying some concerning behaviors
around curiosity and book-handling
skills that require further investigation
and assessment.
Accordingly, the Reach Out and
Read model advises that the book
be given (1) to the child (2) at the
beginning of the encounter (3) by the
clinician to maximize the opportunity
for developmental surveillance.
While there are variations that have

The Power of Skilled, Intentional Observation

I

saw a family with two young children, new to our practice.
The patient that day was a six-month-old infant with what
we ultimately diagnosed as a common cold. However,
when a medical student and I walked into the room, we gave
a gently used book to the four-year-old brother of the patient,
who was not being seen that day. As we proceeded with the
visit, I observed the brother sitting there with the book upsidedown, backwards, and closed for the entire time. Notably, he
didn’t seem to have the intellectual curiosity to open the book
and explore it. I wondered if he knew what to do with it and
what his prior exposure to books had been like.
When we walked out of the room, I asked the medical student
who he was most worried about in the room. “The baby?” he
asked. I shook my head — it was the brother, because I was
concerned about his preparation for kindergarten. I explained
what I had observed out of the corner of my eye, despite
not having any history yet on this child, who was not even
technically the patient today.
When we went back in to finish the visit, I enquired gently
about reading together at home. The mother’s response was
interesting: “See? Even the doctor is telling you to read!” It
became clear that she placed a value on her son reading
books but didn’t know how to nurture that at home by
reading with him and modeling such behavior. We clearly
had something specific to work on with this mother and her
children!
— Dipesh Navsaria, MPH, MSLIS, MD
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reading, and assisting parents with their
own literacy struggles. Notably, when
In a well-child visit where there is no other clearly identified
it came to disadvantages, the nonproblem at the outset, I would rather walk in without my
Reach Out and Read clinics reported
concerns over the time it would
stethoscope than without a book.
take in the clinical encounter and
- Dipesh Navsaria, MPH, MSLIS, MD implementation burden; the Reach
Out and Read clinics, on the other
hand, only cited sustainability funding
developed in which ancillary personnel
as an issue, and did not believe the
provide the book, the book is given
time taken in the encounter or the
to the parents, or the book is given at
training to be an issue. Clinics also
the end of the visit, all of these miss the
reported that non-clinician staff
valuable opportunity for cognizant,
enjoyed participating in early literacy
trained, skilled clinicians to make
initiatives and that more conversations
valuable assessments and comment
and interest in this area was evident
on their observations directly with
in their workplace. Clinicians also
families. The opportunity for valuable
reported spending more time on
teachable moments should not be lost.
developmental surveillance and
Additionally, the notable published
assessing parent-child bonding and
evidence for Reach Out and Read is
family dynamics since implementing
based upon adherence to this model.
Reach Out and Read.34
A recent qualitative study showed
benefits for clinics and health care
providers. Despite both groups in
the study reporting perceived value
to early literacy promotion, those
participating in Reach Out and
Read were more likely to report
specific, nuanced advice, the use of
motivational interviewing, promoting
family bonding through shared

The utility of using this approach in
health supervision is such that one of us
(DN) stated in a federal Congressional
briefing “In a well-child visit where there
is no other clearly identified problem at
the outset, I would rather walk in without
my stethoscope than without a book.”35

...
I see that this is indeed a way for
clinicians to evaluate the development of
children. But I get the sense there is more.
I wonder what my colleague thinks.

Blind Man #4: “I think this is
a relational assessment tool for
the clinician.”
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Dr. Amy Shriver reads with a young boy and his mother
during a well-child visit.
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Family interactions
and relationships
make up a
“fourth vital sign”
in pediatrics.36
Reach Out and

Read offers an efficient and readily
available method for assessing the
quality of parent-child relationships.
Watching parents’ faces light up as
their child enjoys a book can reveal
important information about the home
environment. Likewise, a lackluster or
even caustic reaction from parents can
be an important red flag for clinicians
to probe further into family stressors,
attitudes, and challenges. Providers can
use the cues and clues they see in these
interactions to initiate a discussion on the
parent’s social and emotional health.
Learning about the parent’s own
functioning and ability to cope,
followed by offering solutions or
programs that may help, is key to
helping parents build their own abilities
and be the good parents they want
to be. As one of us (AS) says, “I like to
tell my families, ‘Your voice is the most
important voice your child will ever
hear. Take every opportunity to talk,
sing, and read to your child to share
the gift of your voice.”
Does the family take the book away
from the child and put it away? Does
the toddler inspect the book and then
hold it out to a caregiver in the universal
“read to me” gesture, indicating his or
her comfort with book-sharing activities
and an ability to turn to a caregiver and
ask for a need to be fulfilled? Does the
family describe activities that involve
interaction with each other? Do they
discuss their favorite times together in
a caring, loving manner? Discussing
reading offers a significant number of
“peeks” into family life.

...
I see that this is indeed a way to assess
family relationships. But I get the sense
there is more. I wonder what my colleague
thinks.

Blind Man #5: “This program
is aimed at building parental
capacities and capabilities.”
Children’s interactive
experiences with
caregivers at
home significantly
impact the physical
architecture of
the brain, and
subsequent developmental and
behavioral outcomes.37,38 As awareness
builds regarding the impact of
environment on child development,
clinicians must strive to create clinical
interventions that improve parental
capacities to promote their children’s
executive functioning skills. Responsive,
or positive, parenting skills in the form
of interactive play and shared reading
can positively impact educational
outcomes. As part of Reach Out and
Read, clinicians should keep in mind
and discuss the importance of the 5 Rs
of early education.

TABLE 1: The 5 Rs of Early Childhood Education

1
2
3

4
5

Reading together as a daily fun
family activity.
Rhyming, playing, talking,
singing, and cuddling together
throughout the day.
Routines and regular times
for meals, play, and sleeping
to help children learn what is
expected of them.
Rewards and praise for
everyday successes and
helping behaviors.
Relationships that are
reciprocal, nurturing,
purposeful, and enduring.39

Early Literacy and Family Well-Being
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The Power of Dialogic Reading

A

mother and grandmother brought in a nine-monthold baby for a well-child visit. He eagerly took the
board book from my hands and promptly put it into
his mouth, as one would expect. His mother loudly told him
“Get that out of your mouth” and pulled it away from him
and out of his reach. He began to cry, gesturing at the book,
clearly wanting it. His mother reached into her bag and pulled
out a bottle of formula, putting it into his mouth. He clearly
wasn’t hungry and spit it out. I knew I had to a) educate
about mouthing behavior; b) help them learn to “read” his
behavioral cues; and c) work on appropriate calming skills.
This 30-second interaction around the book showed me a lot
that I might not have otherwise had an opportunity to see.
The grandmother was supportive of the mother’s approach,
making this extra-challenging.
I discussed these three issues throughout the visit, and even
had opportunities to bring the book into the discussion after
his mother gave him back the book. He immediately mouthed
it, and I reiterated how this was expected and normal. This
time, she let him continue. I pointed at dogs in the book and
counted them out for him, demonstrating dialogic reading.
Finally, as I left the room, the grandmother opened the book
for the child, pointed at a picture, and started saying, “Red
flower, blue flower, green flower. …” I stepped into the hall,
closed the door behind me, and a huge smile broke out over
my face. Progress!
— Dipesh Navsaria, MPH, MSLIS, MD

Science supports the act of reading
to a child as having an effect on their
brain activity. A recent study shows
functional magnetic resonance
imaging changes in preschool-aged
children as they listened to stories.
Those whose parents reported more
reading at home and more books in
the home showed activation in parts
of the brain that deal with multisensory
integration — the same areas that
are active when older children read
to themselves.40 This suggests that
10
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reading to a child may prepare their
brain circuitry for independent reading
later on. The phrase “Books Build Better
Brains” may have more to it than we
previously imagined!
Additionally, reading aloud to children
contains richer, more diverse language
than the language typically used when
talking to children.41 Accordingly, reading
picture books aloud to children may not
only expose the child to more words,
but also to a broader vocabulary and
complexity, allowing them to practice
and develop the skills of extrapolating
from context at an early age.
Virtually all children at risk for
educational failure live in families
where their parents had educational
struggles.42 Parents who struggled
during childhood with challenges
such as poverty, lack of social and
emotional support, and the lack
of early cognitive stimulation often
struggle with their own parenting skills.43
The intergenerational cycle of school
failure is difficult to escape; however,
parents remain the single most
important influence on their children’s
development in the first thousand
days of life (and beyond).44 Notably,
when parents have themselves
struggled with school, their belief in
their own ability to help their child
learn can be suboptimal, resulting
in both unconscious and conscious
messages and behaviors that may
affect learning negatively.45 It is critical,
therefore, to find ways to strengthen
parental confidence and competence
to enable their own growth and allow
parents to become their child’s first
and best teacher.
Parents who grew up in poverty,
lacking necessary tools for parenting,
may feel a sense of resignation and

inevitability when faced with their
children’s behavioral concerns or poor
grades, fueled by a notion of biologic
destiny.46 Overwhelmed parents
who may feel inadequate to the
task and wish to change their child’s
future for the better may fall victim to
ineffective “educational” marketing
schemes involving infant/toddler DVDs
and digital media. These, of course,
counterproductively reduce the child’s
face-to-face time and language
stimulation from others. Clinicians face a
significant challenge increasing parental
confidence and competence and
providing effective parenting tools in a
15-minute health supervision visit.
Using the Reach Out and Read
model, clinicians communicate their
confidence in parents’ capabilities as
their child’s first (and most important)
teacher. (A study showed that parents
in clinics participating in Reach Out
and Read were significantly more likely
to report that they should start reading
to their child in the early months of
life.)47 The model also offers the routes,
techniques, and tools for parents to use.
The advice to share books together with
young children on a daily basis promotes
the messaging of positive parenting
and builds parental confidence and
competence. Additionally, it offers a
positive opening in which to assess and
discuss the quantity and content of
children’s screen time. Finally, it offers
the opportunity for the clinician to gently
probe for and assess potential barriers,
such as the parent’s own functional
illiteracy — and offer possible solutions,
including referrals to adult literacy
programs.

...
I see that this is indeed a way to build
parenting skills and confidence. But I get
the sense there is more. I wonder what my
colleague thinks.

Building Parental Confidence and Competence in the Clinic

A

As I entered the exam room for a well-child visit
with a 15-month-old girl, I was pleased to see that
she was sitting happily on her father’s lap, and
they were sharing a book! I watched for a few moments,
noting that the father engaged his daughter with the use of
dialogic reading, and they both were having a good time.
This interaction provided me with an opportunity to give
some positive instructive feedback. “It’s wonderful to see the
two of you reading together!” I said. “The way that you are
engaging her by involving her in the story will help her pay
more attention to books and learn more from the experience.
You are giving her the gift of words and vocabulary by sharing
books together, and this will help her learn to love books and
be more prepared for school!” The father beamed at me and
said, “You sure know how to make me feel like a good parent!”
This brief book-focused interaction helped me build more
rapport with the family, helped the family learn more important
information about early literacy skills, and helped the father build
confidence in his own parenting skills.
— Amy Shriver, MD

Blind Man #6: “This is a public
health approach to improving
health outcomes.”
The paradigm of
traditional clinical
pediatric medicine
is changing. As
the practice of
medicine becomes
more complex,
we recognize that population health
strategies must be integrated into
health care encounters.48 A broadbased, population-oriented approach
to educational foundation-building
takes solid aim at the significant
concerns, such as the achievement
gap, that we see in vast swathes of
our society.49 With 47 percent of
American children living in poor or
Early Literacy and Family Well-Being
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I see that this is indeed a way to bring
public health principles into primary care
clinics. But I get the sense there is more. I
wonder what my colleague thinks.

Blind Man #7: “This offers a
way to buffer toxic stress for
children and families.”

Photo: Reach Out and Read

near-poor conditions,50 traditional
individual patient-oriented responses are
inadequate to the task in front of us —
we need comprehensive public health
measures to have any hope of success.
Traditional population health
approaches often rely on building new
frameworks and systems to reach groups
— home visitors, public health nurses,
media messaging. While these are
often effective, they are expensive with
respect to additional personnel and
work in a largely separate, “parallel
play” realm from clinical medicine.
By integrating a population-health
approach into an already wellestablished delivery system, we not
only limit additional costs but also allow
for synergies with the medical realm.

...
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Adverse childhood
experiences,
such as poverty,
homelessness,
parental depression,
and physical
or emotional
abuse, have a harmful effect on the
developing brain.51 Children growing
up in families in which these stressors
are prominent may have chronically
elevated stress hormone levels —
which in turn can interfere with the
formation of healthy brain connections.
This type of stress, referred to as “toxic
stress,” can lead to poor educational
and health outcomes as children grow
into adulthood.52 However, we also
know that positive, nurturing supportive
relationships buffer the effects of this
toxic stress.53
Notably, while there is widespread
awareness of the plasticity of the
newborn brain, there is now evidence
for another neurobiologic “open
window”: a sensitive period (paired
chronologically with that of infants)
in which structural and functional
changes in the brains of new parents
can occur — if well supported through
positive support and opportunities.54
The corollary to this, of course, is that if
not well supported, this period is one of
vulnerability for both members of the
parent-child dyad, placing both at risk
for poor outcomes.

Offering practical, workable solutions
to build and nurture supportive family
relationships is difficult when the
temporal and financial challenges of
life create significant obstructions for
at-risk families. To effectively address
toxic stress issues in the home, parents
need concrete advice and modeling
as well as clear guidance rather than
vague exhortations to “spend time
together.” Accordingly, the simple,
specific, beautiful act of book sharing
in the home can mitigate some of the
effects of toxic stress in those children
most at risk for downstream adverse
educational and health outcomes.
The physical intimacy present during
shared reading as well as the positive
verbal and nonverbal caregiver-child
interactions in an otherwise chaotic
home environment help reinforce a
secure attachment and sense of wellbeing for children.
By providing advice and guidance on
book-sharing with clear-cut advice on
dialogic reading that can be easily
modeled in the exam room, clinicians
can play an important role in helping
families develop a more nurturing,
supportive home environment. This
clinic-based intervention offers at-risk
families a moment of respite in the
midst of their chaotic lives that can
help ameliorate the effects of toxic
stress during early childhood.
Child health providers can be one
piece in a multipronged approach to
helping families buffer toxic stress by
using clinic-based tools that promote
responsive parenting. Increasing the
quality of the day-to-day parentchild interaction by promoting shared
reading as a routine in the home can
increase warmth and consistency in
parenting, both of which have been

Photo: Reach Out and Read

shown to be powerful predictors of
healthy child development.55-57

...
I see that this is indeed a way to help
buffer toxic stress in the lives of families
coping with adversity. But I get the sense
there is more. I wonder what my colleague
thinks.

Blind Man #8: “This is an
inexpensive, scalable, evidencebased clinical care model.”
As the understanding
of the complexities
of child health
progresses, the
paradigm of
traditional pediatric
medicine must
change by integrating data-driven
population health strategies into a
new form of clinical practice. Ideally,
such strategies should be not only
efficacious, but also evidence-based,
cost-effective, and easy to implement
and maintain. As with all public health
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Buy us the books and pay for a bit of training and
infrastructure support…and we’ll throw the docs in for free.
- Dipesh Navsaria, MPH, MSLIS, MD

approaches, solutions need to be
realistically scalable.
To promote healthy child development
in high-risk families, society needs
comprehensive approaches. Many
effective public health interventions
have good evidence for their
efficacy but are limited by their cost;
an intervention that costs several
thousand dollars per family per year
cannot reach the population at large.
At approximately $20 per child per
year, the well-researched Reach Out
and Read program fits seamlessly and
inexpensively into the nearly universally
accessible primary care ecosystem.
This intervention gives pediatric health
providers an affordable, time-efficient,
effective “piece of the puzzle” to
address child development.
In an era where primary care providers
are being asked to do more and
more in less time, it is notable that the
enthusiasm with which Reach Out
and Read has been adopted remains
high, particularly when you consider
that clinicians are not paid anything
extra for doing this. In Wisconsin, for
example, there has been almost 300
percent growth in the number of clinics
participating in the space of the 5
years since the Reach Out and Read
Wisconsin coalition was formed.58 This
speaks to how providers find it to be a
useful, efficient approach that blends
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well with clinical practice. As one of
us (DN) noted to funders, “Buy us the
books and pay for a bit of training and
infrastructure support…and we’ll throw
the docs in for free.”

...
I see that this is indeed a scalable, evidence
based model. But I also hear all that my
colleagues have said. It is not
any one or two of these things
— my friends, it is all these
things.

Photo: Reach Out and Read

Conclusion
We began this piece by relating the parable of the elephant and the blind men. In
a variation of this tale dating from the 13th century, sighted men enter a dark room
where the elephant is kept and feel it, with similar results. It ends with these lines:

If each had a candle and they went in together
The differences would disappear
The lamp and the wick change
but the light’s the same
See the light within the flame 59
When it comes to the children in our society, we should all walk in with candles
and illuminate the strengths and challenges from our own perspectives while
appreciating those of others. Contemporary, complex challenges such as school
failure; long-term cognitive, emotional and physical health problems secondary
to early adversity; and chronic, unremitting poverty require approaches that are
efficient, broadly based, and universally implementable. While not a panacea,
the Reach Out and Read model of early literacy promotion addresses elements
of the significant complexities of 21st century primary care pediatrics. When
implemented in a high-fidelity manner, the multifaceted Reach Out and Read
program can help fulfill the promise of child health supervision visits — to provide
expertise, tools, and guidance that positively shape the home environment and,
ultimately, improve family and child health outcomes.
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