
ost people who have seen the classic movie Cool Hand
Luke will never forget the famous admonition by the

chain gang’s boss, played by Strother Martin, to Paul Newman,
just after he submits him to a vicious beating for insubordination.
The boss justifies his psychopathic actions by informing Newman
and his fellow inmates, “What we have here is a failure to
communicate.” Our profession has heard from multiple quarters
over the past decade that we have failed to communicate in
many ways with our patients and with one another. When we
hear such accusations, we recall this iconic scene and the dreaded
punishment for so failing. We certainly do not want be beaten
up nor do we advocate beating up on ourselves. In the best spirit
of professionalism, we need to examine communication problems
and actively seek and apply solutions.

Some observations are obvious. We glibly use the vocabulary
of medicine that took several years of intense study and repetition
to master to communicate with our colleagues and, too frequently
we admit, with our patients. We have all
been guilty of using seemingly simple words
or phrases such as “lesion,” “bronchoscopy,”
or “intravascular catheter” and then winced
at our insensitivity when our patients’ eyes
glazed over or faces grimaced in confusion.
Sensitivity on our part would go a long
way in helping our message in such
circumstances. Many of our medical
schools are now addressing sensitive
and patient-centered methods of
doctor-patient communication.

Research in the growing field of
health literacy demonstrates better
patient understanding when words are
carefully chosen in speech or written
communication and are targeted at 4th
to 6th grade reading levels even when formal education may be
at a much higher level.1 Current estimates indicate that nearly
one-third of our population, or over 90 million Americans,

read at this basic level. Another 15 million have extremely
limited to no ability to read.1 This is not a small or isolated
problem.

One immediately visible area where reading literacy affects
health literacy is in administration of prescription medicines.
Recent investigations show significant patient confusion over
medication use and prescription directions, and this work has
led to recommendations and policy actions to improve written
materials for patients and parents or guardians of children.2

Confounding this are the confusing ways pharmacies label
medicine containers; there is no systematic pattern to the labels
and the print is not large enough for much of our elderly
population to read without magnification. Since most pharmacy
laws are specific to each state, we need to advocate for change
that will improve patient understanding and readability of
medication labeling and of all things that we share in writing
with our patients.

We also have to increase our current glacial slouching toward
the broad adoption of electronic medical records. With electronic
medical records, we will see a comprehensive assessment of the
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“We have all been guilty of using
seemingly simple words or phrases
such as ‘lesion,’ ‘bronchoscopy,’ or
‘intravascular catheter’ and then
winced at our insensitivity when
our patients’ eyes glazed over or
faces grimaced in confusion.”
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quality of care we provide in terms of process and outcomes.
The hope is that electronic medical records will promote
legibility, monitoring of chronic disease management programs,
sharing of important information with other practitioners, and,
not least, delivery to our patients of literacy-sensitive documents
summarizing and educating them about their health.

As professionals we have always philosophically held to the
principles of accountability, quality, and fairness and now, as
never before, our work is cut out for us. However, despite the

burdens and tasks of practicing medicine in the 21st century,
we must never lose sight of our common goal and most
important outcome: the well-being of our patients. As Harvard
physician Francis Weld Peabody so succinctly said in 1912,
“...the secret of the care of the patient is in caring for the
patient.”3 New approaches to health literacy, evidence-based
application of our skills, and our own sensitivity are just some
of the tools of caring that we must have in our metaphorical
black bags. NCMJ
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Nationally recognized integrated healthcare system in 
Virginia Beach has immediate openings for full time 

Board Certified or Board Eligible Neurologist in:  
General Neurology, Neurovascular, Neuro-Oncology, 

Neurodegenerative and Epilepsy. Inpatient and
outpatient practice with above average base salary plus 

production incentives, relocation, and outstanding benefits!

For questions or to apply contact TimeLine Recruiting:

Dedicated Neurologist Needed

Charity Rogers: 877-884-6354
crogers@tlrec.com

www.tlrec.com

The University of North Carolina Hospitals (UNC-H)
is calling for applications to a:

Residency in General Preventive
Medicine/Public Health

at UNC Chapel Hill
(Commencing July, 2008)

The resident will:
1. In the academic year, undertake a Master’s Degree in

Public Health at UNC, and
2. In the practicum year, pursue research and practicum

rotations in a variety of clinical and public health settings.

Graduates will be board eligible in Preventive Medicine.

Applications will be made to both the Preventive Medicine
Residency (deadline November 1) and to the UNC School of
Public Health (deadlines vary by department, but begin
around January 1).

Applicants must have completed an internship year in a
primary care specialty in an ACGME-accredited program; be a
U.S. citizen or permanent resident; have completed medical
training in an LCME-accredited medical school; possess a
current certificate from the Education Commission for Foreign
Medical Graduates (if applicable); and have a valid medical
license in the United States.

For information on the preventive medicine residency and
how to apply, please see: http://www.med.unc.edu/wrkunits/
2depts/soclmed/PREVENTIVEMED/PrevMedHomePage.htm

For further information, please contact

Deborah Porterfield, MD, MPH, Residency Director at
porterfi (at) email.unc.edu or (919) 843-6596.


