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Objectives: To assess pediatrician goals and practice in
preventive counseling, and to use social learning theory
to examine physician attitudes about preventive health
issues, time, and reimbursement to explain physician
counseling behavior.

Design: Random sample survey of American Academy
of Pediatrics fellows.

Participants: A total of 1620 pediatricians were sur-
veyed with a return rate of 72%. The 556 pediatricians
who had finished training and who currently performed
child health supervision were included.

Methods: Pediatricians were asked about their goals in
6 areas of health supervision: biomedical issues, devel-
opment, behavior, family functioning, safety education,
and supportive interpersonal interaction. They were also
asked about the prevalence of counseling, importance of
specific topics, their self-efficacy, outcome expectation
in these areas, and their concerns about time and reim-
bursement for preventive counseling.

Results: Assurance of physical health and normal de-
velopment were the most important goals of child health
supervision among the pediatricians surveyed. Goals in-
volving behavioral, family, and safety issues were less im-
portant and less likely to be addressed in practice. Most

did not regularly discuss family stress, substance abuse,
gun safety, and television. In these areas, physicians had
less confidence they could provide guidance and lower
expectation that they could prevent problems. Only 17%
felt that they receive adequate reimbursement for pre-
ventive counseling. Most have adequate time (53%) and
receive adequate respect (57%) for their preventive ef-
forts. Physicians who were more concerned about time
for preventive counseling reported less overall counsel-
ing (r = −0.28, P,.001). Concern about reimbursement
was not associated with reported counseling. Multiple re-
gression analysis found that the primary predictors of phy-
sician counseling were an issue’s importance, a physi-
cian’s perceived self-efficacy, and perceived effectiveness
of counseling, while concerns about time and reimburse-
ment were secondary.

Conclusions: Physician goals in child health supervi-
sion were primarily biomedical, with psychosocial and
safety issues of lesser importance. Concern about time
for preventive counseling was associated with less re-
ported counseling. Physician attitudes regarding the im-
portance of a health issue and their confidence and ef-
fectiveness in counseling were more predictive of
physician practice than their attitudes about time and re-
imbursement for preventive care.
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I NCREASING RECOGNITION of the
growing role of psychosocial and
behavioral issues affecting health
has brought renewed attention to
primary care counseling and pre-

vention. The American Academy of Pedi-
atrics (AAP) has emphasized the role of the
pediatrician in the prevention, early detec-
tion, and management of various behav-

ioral, developmental, and social function-
ing problems encountered in pediatric
practice (often called “the new morbid-
ity”).1 The publication of Bright Futures:
Guidelines for Health Supervision of In-
fants, Children, and Adolescents2 and the
updated AAP Guidelines for Health Super-
vision III3 have reemphasized the goals of
preventive health care for children. The ul-
timate effect of new guidelines is depen-
dent on diffusion into patient care. Nu-
merous studies have documented this
shortcoming.4-6 In this era of practice
guidelines and recommendations, it is im-
portant to assess current practice and
implementation issues in primary care
counseling. Whether and how guidelines

Editor’s Note: We should feel good that concerns about time and
reimbursement were secondary predictors of pediatrician coun-
seling. However, counseling about psychosocial and safety issues
was also of secondary importance. Is there a connect/disconnect?
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and recommendations are integrated into primary care
practice and what motivates practitioners are critically
important.

The literature has described the unique opportu-
nity in primary care to influence patient behavior and the
effectiveness of brief preventive health counseling inter-
ventions.7-10 Clinicians have been challenged to address
numerous issues in practice, from smoke exposure and
dietary issues to firearms and family substance abuse.
Nonetheless, surveys of physicians have reported low lev-
els of counseling on many preventive issues.11-18 Green
et al19 and Lawrence20 have conceptualized predispos-
ing, enabling, and reinforcing factors influencing phy-
sician behavior in preventive care. These authors and oth-
ers have suggested that lack of time and money contribute
to low levels of counseling and preventive ser-
vices.17,18,21-25 Few studies, however, have assessed the ef-
fect of physicians’ attitudes about time, reimbursement,
and health issues in relationship to their counseling prac-
tice. Most studies have looked at specific counseling is-
sues without a broader perspective of physician behav-
ior across issues.

This study assesses pediatricians’ attitudes about
health issues in pediatric anticipatory guidance and con-
cerns about time and reimbursement in preventive coun-
seling. Social learning theory has been recognized as a
predictor of health-related behavior change and main-
tenance and acknowledges the relationship among be-
havioral, personal, and environmental influences.26-30 The

theory postulates that behavior is determined by expect-
ancies and incentives. Expectancies include self-
efficacy (one’s own competence to perform the behav-
ior needed to influence outcomes) and outcome
expectation (opinion about how one’s behavior is likely
to influence outcomes). Incentive is defined as the value
or importance of a particular outcome. Describing phy-
sician counseling in the context of this model affords a
deeper understanding of physician behavior and av-
enues for enhancing physician counseling practices.

RESULTS

CHARACTERISTICS OF RESPONDENTS

A random sample of 1620 AAP fellows was surveyed. A
total of 1163 completed surveys were returned, for a re-
sponse rate of 72%. Residents (n = 188), those stating that
they spend no time in preventive care (n = 360), and those
with 0 patient visits per week (n = 121) were elimi-
nated. The 556 pediatricians who had finished training
and currently performed child health supervision were
included in the analysis.

Respondents had a mean age of 44 years, with 58%
female and 42% male. Overall, 29% of respondents were
in a solo or 2-physician practice, 43% were in group prac-
tice, 10% were in staff model health maintenance orga-
nizations, and the remainder were in other practice set-
tings. Thirteen percent described their practice location

PARTICIPANTS, MATERIALS,
AND METHODS

STUDY DESIGN AND SAMPLE

This study was part of the periodic surveys of fellows con-
ducted by the Division of Child Health Research of the AAP.
These surveys of AAP membership are performed 4 times
a year and include a random sample of US members. About
73.5% of US board-certified pediatricians are members of
the AAP (AAP Department of Membership, written com-
munication, 1996).

QUESTIONNAIRE

The questionnaire was an 8-page, self-administered, forced-
choice surveymailed to1620AAPmembers.Afterpretesting,
an original mailing and 4 follow-up mailings were sent. The
survey was accompanied by a cover letter from the executive
director of the AAP and a postage-paid return envelope. Pe-
diatricians were asked their opinion on the frequency of pre-
ventive child health supervision visits recommended by the
AAPandgoalsrelatedto6areasofhealthsupervision:biomedi-
cal, development,behavior, family functioning, safetyeduca-
tion,andsupportiveinterpersonalinteraction.Theseareaswere
chosen from current preventive care recommendations and
effectiveness studies in the pediatric literature.2,3

Physicians were also asked about the prevalence of
counseling on 15 specific topics. Additional questions
using social learning theory to understand physician

counseling were asked. For each topic, physicians were
asked about their self-efficacy (“What is your level of con-
fidence in providing guidance on the topic?”), outcome ex-
pectation (“How much can you do to prevent these prob-
lems?”), and the value or importance of the particular issue
(“How important is the topic to the health of children in
general?”). Environmental issues that may influence gen-
eral counseling behavior were addressed. They were asked
to indicate their level of agreement with a statement about
time issues (“I usually do not have enough time to pro-
vide counseling to parents about changing health-related
behaviors.”) and reimbursement (“I get adequate reim-
bursement for my preventive efforts.”).

Demographic information including sex, age, prac-
tice type and location, and proportion of managed care pa-
tients was also obtained. The survey instrument was de-
veloped with the help of the AAP Committee on
Psychosocial Aspects of Child and Family Health and the
AAP Council on Pediatric Research.

DATA ANALYSIS

Characteristics of the sample were summarized using de-
scriptive statistics. Multivariate stepwise analyses were per-
formed with counseling practice as the independent vari-
able. Hypothesis testing focused on the predictive
significance of the 5 social learning theory constructs with
inclusion (P#.10) and exclusion (P$.15) criteria for vari-
ables to enter and be removed from the model. All depen-
dent variables were measured on a Likert scale; because of
skewness, responses were logarithmically transformed.
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as rural, 47% suburban, and 38% urban. Respondents re-
ported seeing an average of 111 patients per week. Most
respondents had some managed care patients, with a mean
of 53% (SD, 32.7%) managed care patients among in-
sured patients in their practice.

REPORTED CHILD HEALTH SUPERVISION
GOALS AND PRACTICES

Physicians were asked how many preventive care visits
they recommend for patients aged birth to 12 years, in-
cluding visits to a physician and/or nurse practitioner.
Respondents reported an average of 9.1 visits in the first
2 years (excluding prenatal or hospital nursery visits) and
7.8 visits after the 2-year visit through age 12 years. Most
believed that the AAP periodicity schedule for preven-
tive care (physician visits at ages 2-4 weeks; 2, 4, 6, 12,
15, 18, and 24 months; and 3, 4, 5, 6, 8, 10, and 12 years)
was appropriate for their patient population and chil-
dren in general. For children aged 0 to 2 years, 78% be-
lieved there were an appropriate number of recom-
mended visits, 12% stated there were too many, and 11%
stated there were too few. For children aged 3 to 12 years,
68% stated that the number of visits was appropriate, 15%
stated there were too many, and 17% stated there were
too few. When asked about the effect on their patients’
health if preventive visits at ages 0 to 2 years were twice
as often, 54% believed there would be no effect, 27% pre-
dicted a positive effect, and 20% predicted a negative ef-
fect. For children aged 3 to 12 years, 50% believed more
frequent visits would have no effect, 33% predicted a posi-
tive effect, and 17% predicted a negative effect. If pre-
ventive visits were half as often, 91% and 80% believed
there would be a negative effect on patient health for the
age groups 0 to 2 years and 3 to 12 years, respectively.
When asked how often they vary the content and em-
phasis of preventive care visits, most (81%) said occa-
sionally or often. When asked how often they vary the
number of preventive care visits, 23% stated that they did
so rarely, 44% occasionally, and 24% often.

Physicians were asked, “During preventive care vis-
its, who usually asks most of the questions and deter-
mines the topics of discussion?” Eighty-two percent stated
that this was done predominantly by the physician and
18% stated that it was predominantly the parent. When
physicians were asked, “Who would you prefer to ask
the questions and determine the topics of discussion?”
52% stated the physician and 48% stated the parent.

Physicians were asked about their goals for preven-
tive care visits in 6 areas of health supervision: biomedi-
cal, development, behavior, family functioning, safety edu-
cation, and supportive interpersonal interaction. They were
asked to assess the importance of these goals in preven-
tive care visits and rate how well they think they achieve
these goals (Table 1). All goals were individually rated
as very important. Ensuring physical health of children
ranked the highest among the 6 goals. Most respondents
thought they were good to excellent at achieving these
goals, especially in areas of physical health, develop-
ment, and developing a supportive relationship. Lower pro-
portions of respondents felt they were good to excellent
at ensuring a healthy family environment (50%), ensur-

ing emotional health and dealing with behavior prob-
lems (70%), and educating about safety issues (73%).

PHYSICIAN ATTITUDES ABOUT TIME,
REIMBURSEMENT, AND RESPECT FOR HEALTH

PROMOTION ACTIVITIES

Fifty-three percent of respondents agreed that they do
“have enough time to provide counseling to parents about
changing health-related behaviors,” with 29% disagree-
ing and 18% neutral. Fifty-seven percent agreed that, “In
general, I get adequate respect for my preventive ef-
forts” (20% disagreeing, 23% neutral). Only 17% agreed
that, “I get adequate reimbursement for my preventive
efforts” (62% disagreeing, 21% neutral). There were
no significant relationships between percentage of
patients in managed care and concerns about time or
reimbursement for preventive efforts (time, r = 0.07; re-
imbursement, r = 0.12).

An overall counseling score was computed for each
physician that was a sum of all responses on prevalence
of counseling in the 15 areas. Those more concerned about
time for preventive counseling reported less overall coun-
seling (r = −0.28, P,.001). There was no significant re-
lationship between overall counseling and concern about
reimbursement (r = − 0.03). Concern about time and re-
imbursement were somewhat related (r = − 0.11, P,.01).

COUNSELING PREVALENCE AND ATTITUDES
ABOUT SPECIFIC HEALTH ISSUES

Physicians were asked about 15 specific preventive care
topics. Table 2 presents data on how often they ad-
dress each of the issues as part of age-appropriate rou-
tine well-child visits. Biomedical, developmental, and

Table 1. Physician Goals in Child Health Supervision
and Opinion Regarding Whether the Goals
Are Achieved in Practice (N = 556)

Well-Child/
Preventive Care Goal*

Importance†

Achievement,
% Scoring

Good to
Excellent‡

% Scoring
Somewhat

to Very
Important

Mean
Rank‡
(SD)

To ensure the physical health
of children

97 1.8 (1.3) 97

To ensure normal development
of children

98 2.6 (1.0) 91

To ensure the emotional health
of children and deal with
behavior problems

94 4.0 (1.1) 70

To ensure a healthy
family environment

85 5.2 (1.2) 50

To develop a supportive
relationship

96 3.3 (1.7) 89

To educate parents about
safety issues

93 4.1 (1.3) 73

*Physicians were asked to rank these 6 goals of child health supervision.
†Possible responses were coded on a 7-point Likert scale ranging

from not important (7) to very important (1).
‡Possible responses were coded on a 7-point Likert scale ranging

from poor to excellent.
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some behavioral issues were often or always discussed.
Safety and family issues were less frequently addressed.
Many respondents never or only occasionally discussed
family substance abuse, gun safety, or television.

Physicians were asked about each of these topics
within the context of social learning theory constructs
of importance, self-efficacy, and outcome expectation.
Physician ratings for each topic are presented in Table3.
All of the 15 health topics were believed to be issues of
great importance by most respondents. Most had a high
degree of confidence in counseling in these areas, with
lower confidence on issues of gun safety, family stress,
and substance abuse. Fewer respondents believed they
were able to prevent problems (outcome expectation),
especially those related to gun injuries, family prob-
lems, passive smoke, and television.

DETERMINANTS OF
COUNSELING PRACTICE

Multiple regression analyses were performed to ascer-
tain if social learning theory constructs on importance
of the topic, self-efficacy, outcome expectation, and gen-
eral attitudes about time and reimbursement could pre-
dict physician responses regarding counseling practice.
Social learning theory predictors explained 25% to 47%
of the variability, depending on the topic (Table 4). In
all areas, importance of the issue and physician confi-
dence in counseling were the most significant predic-
tors of physician practice. Attitudes about time and re-
imbursement were not primary predictors and often did
not enter the model.

Physicians were additionally asked about factors that
determine the content and emphasis of their preventive
care visits (Table 5). Experience as a physician, com-
fort and knowledge in topics of discussion, and percep-
tion of their effectiveness in counseling were felt to be
most important among the 12 factors queried.

COMMENT

As morbidity and mortality in pediatrics have shifted and
guidelines for preventive practice have evolved, it is criti-
cal to monitor change in practice and obstacles to change.
This study evaluated physician goals and counseling prac-
tices in child health supervision. Previous studies have
largely focused on physician attitudes and practice regard-
ing single prevention issues and have rarely addressed is-
sues of time and reimbursement. We present a social learn-
ing theory approach to understanding physician priorities.
This approach provides insight into physician attitudes re-
garding health promotion topics and a theoretical foun-
dation for improving primary care practice.

Physician goals in child health supervision were pri-
marily biomedical, with psychosocial and safety issues of
lesser importance. Studies have found that mothers ex-
pect a biomedical orientation in child health supervision
visits but often have more psychosocial concerns.31 In this
study, physicians stated that they usually ask most of the
questions and determine the topics of discussion, al-
though many prefer parents to be more involved. Accord-
ing to physicians, a parent’s interest in topics was very im-
portant in determining the content and emphasis of
preventive visits. If providers wish to increase involve-
ment of parents and address psychosocial concerns, phy-
sicians must raise pertinent issues or allow parents to take
the lead. It must be made clear that psychosocial as well
as biomedical issues are part of the visit and that parental
questions are the focus. Use of tools like previsit patient
checklists or questionnaires may aid in identifying con-
cerns of parents in an efficient manner. In addition to pro-
vider encouragement, a broader campaign to change and
expand public expectations about health supervision vis-
its may be needed to address the new morbidity.

Table 2. Physician Report of Whether Specific Topics
Are Discussed in Child Health Supervision (N = 556)*

Well-Child/
Preventive Care Topic

% Scoring
Never or

Occasionally

% Scoring
Often or
Always

Growth and nutrition 1 98
Physical illness 2 93
Language development 4 92
Physical development 2 92
Sleep problems 6 83
Discipline 7 68
Car safety 16 55
Poisoning 13 60
Bike safety 24 60
Gun safety 64 21
Family substance abuse 61 23
Family stress 27 47
Harm of passive smoke 17 67
Advise parents to stop smoking 19 67
TV watching/TV violence 44 35

*Possible responses were coded on a 7-point Likert scale: 1, never/rarely;
3, occasionally; 5, often; and 7, always.

Table 3. Physician Responses on Social Learning Theory
Constructs of Health Importance, Self-efficacy, and
Outcome Expectation to Prevent Problems (N = 556)*

Topic/Problem

% Scoring Quite a Bit to a Lot

R2

Importance
of

Problem

Level of
Confidence in

Counseling

Ability to
Prevent
Problem

Growth and nutrition 98 98 88 0.40
Physical illness 96 99 71 0.25
Language development 97 92 66 0.38
Physical development 94 98 65 0.30
Sleep problems 79 93 67 0.33
Discipline 90 89 62 0.37
Car safety 93 96 71 0.34
Poisoning 92 95 80 0.31
Bike safety 89 92 69 0.35
Gun safety 78 68 38 0.28
Family substance abuse 87 58 23 0.27
Family stress 88 66 28 0.32
Harm of passive smoke 90 93 56 0.34
Advise parents to

stop smoking
86 81 44 0.47

TV watching/violence 77 76 35 0.35

*Possible responses were coded on a 7-point Likert scale: 1, a little; 3,
some; 5, quite a bit; and 7, a lot.
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We found that discussion of some issues was re-
lated to physician factors, including self-efficacy, impor-
tance of the health issue, and expectation of effective-
ness. Social learning theory has been found to have high
predictive validity in explaining behavior and explained
25% to 47% of the variability in counseling practice. The
issues of family stress and substance abuse, gun safety,
and television were less frequently discussed and were
associated with lower health importance, self-efficacy, and
outcome expectation.

It is encouraging that despite the pressures on phy-
sicians today, these data suggest that issues of time and
money were not the primary factors affecting preven-
tion counseling. Although there was a relationship be-
tween time and overall counseling, in multiple regres-
sion analysis the influence of general attitudes about time
and reimbursement for prevention were not as strong in
explaining counseling practice as issue importance and
physician self-efficacy. Other studies have found that ad-
equate reimbursement for preventive services does not
ensure physician provision of these services, which con-
firms the importance of other motivators.32 Nonethe-
less, concerns about time were associated with rate of over-
all counseling. Clearly, time and reimbursement must be
sufficient to allow for or maintain current levels of pre-
ventive counseling. It is possible that with continuing
changes in the health care delivery system and growing
penetration of capitated managed care, time and reim-
bursement issues may play a greater role in influencing
preventive care practice.

Self-efficacy is a central concept in social learning
theory and was found to be a strong predictor of physi-
cian behavior in all 15 topic areas studied. When asked
generally about factors that determine the content and
emphasis of their preventive care visits, experience as a
physician and comfort and knowledge about a topic
were most important. Other research has found that
many physicians lack confidence in their ability to
motivate behavior change.22,33,34 Building physician self-
efficacy in preventive counseling must be a priority.

According to social learning theory, efficacy expecta-
tions are derived from 4 sources: personal experience
(the most powerful), vicarious experience or observing
models, verbal persuasion through didactic learning,
and emotional arousal.35 These educational strategies
can be incorporated into interventions for physicians
and patients alike.

Importance of the health problem was another fac-
tor determining the content and emphasis of preventive
visits. Most physicians believed that all the 15 topics were
issues of great importance. Education on the impor-
tance of specific health problems affecting children may
influence physician priorities. Though not as strong a pre-
dictor as self-efficacy, perception of the effectiveness of
counseling (outcome expectation) was very important in
several of the topic areas. Research must continue on the
effectiveness of specific preventive strategies and results
must be disseminated to practitioners.

This study provides a wealth of information about
individual topics in health promotion. For example, most

Table 4. Physician Report About Counseling in Health Supervision Predicted by Social Learning Theory Constructs (N = 556)*

Topic/Problem

Predictors of Physician Counseling, b Values

R 2
Importance
of Problem

Level of
Confidence

Ability to
Prevent Problem Time Reimbursement

Growth and nutrition .35 .37 . . . . . . . . . 0.39
Physical illness .41 .20 . . . . . . . . . 0.25
Language development .38 .33 . . . . . . . . . 0.38
Physical development .36 .26 . . . . . . . . . 0.30
Sleep problems .39 .23 .08 . . . . . . 0.33
Discipline .42 .17 .11 −.12 −.06 0.38
Car safety .25 .35 .17 −.06 . . . 0.36
Poisoning .28 .31 .08 −.12 . . . 0.33
Bike safety .19 .31 .24 . . . . . . 0.35
Gun safety .22 .29 .16 . . . . . . 0.27
Family substance abuse .17 .36 .14 . . . . . . 0.25
Family stress .27 .28 .13 −.13 −.06 0.32
Harm of passive smoke .35 .23 .14 −.08 . . . 0.35
Advise parents to stop smoking .41 .32 . . . −.09 −.08 0.47
TV watching/violence .28 .24 .21 . . . −.07 0.33

*Ellipses indicate not applicable.

Table 5. Physician Report of Factors Determining
the Content and Emphasis
of Health Supervision Visits (N = 566)*

Factor % Stating Important

Your experience as a physician 96
Your comfort and knowledge of topics 93
Your perception of effectiveness of the topic 92
A parent’s interest in topics 89
Your experience as a parent 79
American Academy of Pediatrics guidelines 78
Your time availability 77
Parenting experience of the child’s parent 76
Health status of the child 74
How well you know the family 71
Your residency training 63
Socioeconomic status of the family 51

*Possible responses were coded on a 5-point Likert scale: 1, not
important; 3, neutral; and 5, very important.
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physicians (67%) reported often or always discussing pa-
rental smoking in child health supervision. Parental smok-
ing was believed to be an important health problem by
86%, and 81% were confident in counseling on this is-
sue. Only 44%, however, believed they were able to pre-
vent problems related to parental smoking. Social learn-
ing theory constructs explained 47% of the variability in
physician practice, and perceived self-efficacy and health
importance were significant factors. This analysis sug-
gests that emphasizing the importance of the passive
smoke problem and enhancing physician skills and con-
fidence in parental smoking cessation may increase phy-
sician counseling.

These findings have important implications for un-
dergraduate, postgraduate, and continuing medical edu-
cation. Although personal experience as a physician or
as a parent were rated higher, 63% of physicians stated
that residency training was an important factor in deter-
mining the content and emphasis of health supervision
visits. Preventive medicine training at all levels which im-
proves counseling skills and self-efficacy are needed for
physicians to attempt counseling and gain experience and
confidence.

Potential study limitations should be addressed.
This national survey of pediatricians had a high
response rate (72%); however, its generalizability to
other disciplines and other preventive issues is unclear.
Nonetheless, it is likely that the social learning theory
framework and general findings may apply. In addition,
social desirability bias may have overestimated the
counseling behavior of physicians and self-report of
counseling behavior may be different from actual prac-
tice. Reporting of factors that influence counseling may
be less subject to bias.

Finally, this study did not address all the facilita-
tors and barriers to health promotion in primary care.
Pathman et al36 have identified the cognitive and behav-
ioral steps physicians must take to comply with clinical
guidelines, including awareness of guidelines, agree-
ment, adoption in patient care, and regular adherence at
appropriate times. Incentives and disincentives are pres-
ent at each step. Green et al19 and Lawrence20 have con-
ceptualized predisposing (knowledge, attitudes, beliefs,
values, perceptions), enabling (skills, reimbursement,
time, office systems, coherent guidelines), and reinforc-
ing (visible results, colleague support, feedback, physi-
cian self-efficacy) factors that influence physician behav-
ior in preventive care. Others have emphasized that
favorable attitudes alone are not sufficient to increase pre-
ventive care but that other facilitators, including sup-
portive office systems, reminder systems, feedback, in-
corporation into managed care guidelines, and skills
training, must be addressed.37-43 Collaborative efforts to
identify needs, capabilities, and concerns of involved in-
dividuals with active participation of practitioners may
enhance effectiveness.43-45 The patients’ perspectives and
their receptiveness to preventive counseling must also
be addressed.46-48

In this era of practice guidelines and challenges to
physicians to address the medical and social ills of their
patients, understanding what motivates practitioners to
accept and embrace these challenges is of critical impor-

tance. It is not enough to simply disseminate guidelines
or write recommendations to change physician behav-
ior, but understanding and addressing facilitators and bar-
riers to implementation are needed. This study begins to
explore some key implementation issues and provides
insight into the knowledge, skills, and support neces-
sary to enhance preventive care counseling.
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