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editorial

Health literacy is defined in the Institute of Medicine 

report as “…the degree to which individuals have the 

capacity to obtain, process, and understand basic health 

information and services needed to make appropriate 

health decisions.” Health literacy is not simply the abil-

ity to read. It requires a complex group of reading, lis-

tening, analytical, and decision-making skills, and the 

ability to apply these skills to health situations.  This 

issue of Worcester Medicine looks at different perspec-

tives of health literacy.

In the first article, Drs. Kathleen Mazor and Sarah Cutrona look at health literacy 

in the elderly. The physician is often the most important source of information for 

the geriatric population. Spoken health literacy has not received the attention that 

written literacy has been given. Even patients who have English as their native 

language struggle to comprehend what the physician is telling them, especially if 

the news is not good. They have some wonderful suggestions to improve health 

literacy.  Be sure to read this article to the very end.

Dr. Katherine Barnard gives the viewpoint from a primary care physician caring 

for the underserved population.  Unfortunately, these patients have poor health 

care literacy and studies have shown worse health care outcomes for this popula-

tion. They are more likely to be admitted to the hospital and have longer lengths 

of stay. They are more likely to miss appointments, confuse their medications, and 

not comply with their plan of care.

The nursing perspective is provided by Dr. Nancy Morris.  She points out that 

studies have shown that almost one third of the adult population do not have 

the skills to cope with their health care requirements. The populations at risk for 

limited health care literacy are often the patients in the most need of health care.

The pharmacist plays a critical role in educating patients regarding their med-

ications. Dr. Monina Lahoz reports that the prescription label is often the only 

source of information that patients receive on how to take their medication. She 

reports that a study suggests that only twelve percent of the U.S. adult population 

has the proficiency to determine what time to take their medication based on 

reading the label on their prescription bottle.

Dr. Robert Sorrenti invites us to enjoy this year’s creative writing contest win-

ners.  Please take a moment to enjoy the two poems and one memoir contributed 

by our colleagues.

Now that the election is over, “As I See It” received contributions from Drs. Leon-

ard Morse and Jay Broadhurst with their thoughts on the narrow defeat of physi-

cian-assisted suicide and the overwhelming ratification of medical marijuana.  Dr. 

Joel Popkin surveyed multinational professionals regarding their opinion and the 

opinion of their country’s citizens on medical marijuana.

Jane Lochrie, MD
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Physicians are not usually the ones struggling to comprehend 

basic health information.  This is why the story I was told last 

week at a conference on cancer communication was particular-

ly striking.  A national leader in oncology with years of experi-

ence delivering bad news, a physician described to us what he 

heard the day his wife was diagnosed with cancer: almost noth-

ing.  He had conducted similar conversations countless times, 

but sitting next to his wife, he understood almost none of what 

he was told.  

The Institute of Medicine defines health literacy as the ability 

to obtain, process, and understand the basic health information 

and services needed to make appropriate health decisions. This 

includes spoken information as well as written information.  

Spoken health literacy has received less attention than written, 

but as any physician who has sat in an office face-to-face with a 

patient can tell you, it is vitally important.

Chatting during an exam, explaining the need for a test, en-

gaging in complex medical decision-making or delivering bad 

news, a physician is the most important source of health infor-

mation for many patients,  particularly for older patients who 

are less comfortable going online to access alternate sources of 

health or medical information.  Patients who, despite fluency in 

English, struggle to process and understand what is being said 

to them in a healthcare environment are considered to have low 

health literacy.

Reasons for low health literacy vary.  As this oncologist’s story 

demonstrates, emotional distress can be a barrier to health lit-

eracy.  Physical impairments such as difficulty hearing can also 

affect a patient’s ability to understand and process information.  

While hearing deficits can be a particular challenge for older 

patients, real or perceived stigmas attached to such impair-

ments may make a struggling person reluctant to call attention 

to the problem.  Cognitive deficits, diagnosed or unrecognized, 

can also make it hard for some elderly patients to follow and 

to remember complex conversations.  Barriers extend well be-

yond those with emotional distress, hearing or cognitive im-

pairments.  Challenges abound: shortened office visits, noisy 

emergency rooms, physicians and staff with diverse accents, 

and the ubiquitous computer screen toward which speakers’ 

faces are too often directed, to name just a few.  In a recent 

study, we found that 60% of participants over age 70 felt that 

they had a hard time understanding when people speak quickly, 

compared to only 37% of those aged 40 to 49.  

Activities aimed at identifying and addressing barriers to health 

literacy are often framed as patient-centered, but the patient is 

only part of the story.  A patient’s ability to function effective-

ly depends not only on his or her background and immediate 

emotional factors, but also on the nature of the task, the setting, 

and the available supports.  Recognition of this has led to calls 

for healthcare organizations to “become health literate.” Health 

literate organizations work to make it easier for patients to 

navigate, understand and use health information and services.  

These organizations make health literacy a priority, provide re-

sources and training for clinicians and staff, and support better 

spoken and written communication. Some organizations assign 

staff to review and revise written materials.  Other organiza-

tions are conducting internal walk-throughs, assessing signage 

and other environmental supports or impediments. Still others 

are involving patients as advisors, soliciting their input on how 

to facilitate navigation.

“Helping older patients understand 
health information”  
Kathleen Mazor, EdD and Sarah Cutrona, MD, MPH
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In summary, patients of any age may have difficulty processing 

and understanding written and spoken health information.  As 

people age, changes in hearing, cognitive processing, and memo-

ry may make these activities even more difficult.  Emotional dis-

tress and distracting environmental influences undermine even 

the most medically fluent.  Each of us may one day be in the same 

position as the patient in front of us.  It’s simple, really.  Let’s 

speak as we hope someday to be spoken to.  And let’s help our 

organizations do the same. 

Supporting spoken health literacy: What can you do?

• Speak clearly and slowly.  

• Be audible.

• Break your information into chunks.  

Start each “chunk” with an orienting sentence. For example:  

“Now let’s talk about what might be causing this.  It could be due 

to your blood pressure medication.”   

• Use plain language.

• Explain any medical terms that the patient should know.   

• Check for understanding. Ask a question that gets you real 

answers. Simply saying, “Do you understand?” or “Ok?” is likely 

to elicit a “yes” whether or not the patient truly understands. 

Try:  “So, if you wanted to tell your wife what we decided on 

today, what would you tell  her?”  

• Sit down.  Look at the patient (not the computer screen).  

When patients think physicians are in a hurry, or don’t care about 

them, they usually won’t speak up.     

• Make it comfortable for patients to voice questions, doubts 

and concerns.  Asking “What questions do you have?” is much 

more likely to encourage a patient to speak up than the short-

hand phrase “Any questions?”

• Be explicit about what is important and why.

Patients can’t always tell what is important, and what is optional.  

Make this clear. For example:  “It’s very important that you go to 

the lab and get this test done today.  If you wait until next week, 

it will be harder for us to treat you.” 

• Put your most important points in writing. 

Doing so helps in three ways:  1) clarifying what is most import-

ant, 2) serving as a memory aid, and 3) facilitating communica-

tion with family and caregivers who help the patient manage his 

or her health.   

Kathleen Mazor, EdD is Assistant Director, Meyers Primary Care 

Institute, and Associate Professor, University of Massachusetts 

Medical School. She can be reached at Kathy.Mazor@meyerspri-

mary.org

Sarah Cutrona, MD, MPH is a general internist and Assistant Pro-

fessor, University of Massachusetts Medical School/Meyers Primary 

Care Institute.  She can be reached at Sarah.Cutrona@umassme-

morial.org
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As you get older, your health care needs can 
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Now there’s a program that brings the  
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seniors 65 and older with MassHealth Standard. 
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•  support 24 hours a day by phone.

All at no cost to you!  

Call us at 1-866-427-8892 
(TDD/TTY: 1-877-795-6526)

Monday through Friday, 8 a.m. to 8 p.m.  
(From October 15–February 14, we’re 

available seven days a week.)

www.navicare.org
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Imagine that you are discharg-

ing a patient from the hospital, a 

middle-aged man who considered 

himself healthy until an episode 

of cough, progressive shortness of 

breath and chest tightness which 

brought him to the hospital five 

days ago, at which time he was di-

agnosed with bronchitis triggering 

a COPD exacerbation.  Your dis-

charge plan includes standard care for this condition: medica-

tions (a regimen of antibiotics for his infection, a 10-day taper-

ing dose of steroid, an inhaled bronchodilator for symptoms and 

a twice-daily inhaler for control, both to be used with a spacer), 

instructions to call his primary care provider and the pulmo-

nologist for follow-up appointments, avoidance of allergens, 

and information so he may contact the QuitWorks  program for 

assistance with smoking cessation if he desires.  He agrees to 

follow through diligently with these recommendations.  

Now imagine that this patient completed 10th grade but reads 

at a 5th grade level.  He never did well in math and always 

struggled with telling time.  He grew up outside the US and 

does not speak English at home. He has attended few medical 

appointments in the US. He thinks he may need reading glass-

es, but he hasn’t seen the eye doctor.  

It goes without saying that these factors will collectively affect 

your patient’s ability to understand and implement the plan 

of care.  Formally, we call this “health literacy:” the degree to 

which individuals have the capacity to obtain, process, and un-

derstand basic health information and services needed to make 

appropriate health decisions.1 On the most basic level, patients 

need to have what is termed “functional health literacy,”  en-

abling them to navigate the health care system, but ideally they 

will also have  “interactive” and “critical” health literacy, which 

allow them to be activated decision-makers about their own 

health and engaged in self-management.2

Unfortunately for our patient, multiple studies have shown 

worse health outcomes for patients with poor health literacy.  

Even if he is provided with educational activities, this patient 

would be less likely to gain a thorough understanding of his 

disease. His disease control will likely be poorer, as has been 

shown for patients with chronic conditions such as diabetes 3,4 

and asthma.5 It is more likely that he will be readmitted to the 

hospital, and for longer-than-average stays.6

But how likely is this scenario? Actually, it is much more com-

mon than we may think. Low health literacy is remarkably 

prevalent. It is estimated that 88% of US adults do not have 

a level of health literacy that enables critical decision-making 

about health issues, and14% do not have even basic literacy.1

As I think about my typical day, I realize that every interaction 

with a patient is affected by the patient’s level of health literacy. 

I hope and expect that patients will take their regimen of med-

ications correctly, but that requires them to be able to identify 

pills accurately, understand and remember instructions, and 

follow a schedule. I may prescribe a specific diet that requires 

the patient to measure ingredients or read labels. For a parent 

to appreciate a child’s growth chart means having a basic un-

derstanding of percentiles and graphing.  A major challenge is 

explaining aneupolidy screening (testing for Down Syndrome 

and other fetal anomalies) to expectant parents such that they 

understand the epidemiological concepts of risk stratification 

and false positive test results. I may choose to give a patient 

written instructions for any number of conditions, but should 

not assume that all patients can read. When I refer a patient to 

a specialist, he or she  will have to navigate our disparate and 

sometimes confusing health care system. 

Health Literacy: 
A Family Doctor’s Perspective   
Katharine Barnard, MD 

Katharine Barnard, MD

health literacy
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A New Place to Call Home 
in a Community that Cares 

NOW ACCEPTING APPLICATIONS! 
To schedule a tour or to learn more about Heywood Wakefield Commons, 

please call Kristy Clark at (978) 632-8292. 
 

50 Pine Street, Gardner, MA 01440 | (978) 632-8292 | hwcommons.com 

Heywood Wakefield Commons is an affordable rental 
community in historic downtown Gardner for adults 
62+ offering private apartments with assisted liv-
ing services in beautiful home-like settings. 

 

Assisted Living Services Include: 
 A full social & activity calendar 
 Assistance with personal care needs 
 Daily chef-prepared meals 
 Medication reminders & safety checks 
 Laundry & housekeeping services 

Apartment Amenities Include: 
 Kitchenettes 
 Private bathrooms 
 Built-in safety features 
 Walk-in closets in some apartments! 

The situation seems daunting. Our days are busy and full. 

Many patients with low literacy may feel ashamed to self-iden-

tify as needing assistance and therefore go unrecognized. Tools 

have been developed to aid us in assessing our patients’ level of 

health literacy, but they are not universally applied.  How is a 

provider to proceed? 

We can start by remembering not to make assumptions. We can 

consider the possibility of low health literacy in those patients 

who miss appointments, or confuse their medicines, or do not 

conform to our standard modes of accessing health care. We 

can ask questions. We can “close the loop” by reassessing pa-

tients’ understanding of information. We can ensure that our 

office distributes written material that is targeted to a 5th grade 

reading level. We can ask patients how they prefer to receive in-

formation about their health. We can keep our messages simple 

and limit instructions to the two or three most important per 

visit. 7   We can advocate for our health care system to support 

care managers to assist our most complex patients in access-

ing the right health care for their conditions.  We can create 

an environment in which patients feel confident to ask for the 

assistance, accommodations, and explanations that they need. 

The above interventions not only improve safety, but also im-

prove health outcomes.8  The Joint Commission recognized this 

fact in their 2001 Public Policy Initiative, which sets forth stan-

dards for providing safe care accessible to all patients regard-

less of level of literacy.9  In addition to the health system’s atten-

tion to this topic, though, we can also address health literacy on 

an individual level, remembering that an informed patient will 

be an activated and healthier patient. 

References:

1 U.S. Department of Health and Human Services. 2000. Healthy People 2010. 
Washington, DC: U.S. Government Printing Office.
2 Nutbeam D, “Health literacy as a public health goal: a challenge for contempo-
rary health education and communication strategies into the 21st century,” Health 
Promotion Intl. 2000; 15:259-267
3 Williams MV, Baker DW, Parker RM, Nurss JR, “Relationship of Functional 
Health Literacy to Patients’ Knowledge of Their Chronic Disease: A Study of Pa-
tients With Hypertension and Diabetes,” Arch Intern Med. 1998; 158:166-172.
4 Schillinger D, Grumbach, K, et al, “Association of health literacy with diabetes 
outcomes,” JAMA 2002; 288:475-482
5 Williams MV, Baker DW, Honig EG, et al., “Inadequate Literacy Is a Barrier to 
Asthma Knowledge and Self-Care,” Chest 1998; 114:1008-1015
6 Baker DW, Gazmararian JA, et al, “Functional health literacy and the risk of 

hospital admission among Medicare managed care en-
rollees,” Am J Public Health, 2002;92: 1278-1283
7 Safeer RS, Keenan J, “Health Literacy: The Gap Be-
tween Physicians and Patients,” Am Fam Physician 
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Patients Who Have Low Health Literacy,” Arch Intern 
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Dr. Barnard is an Assistant Professor of 

Family Medicine and Community Health 

at UMass Medical School, and the medical 

director and a clinician at Plumley Village 

Health Services, a small family medicine 

clinic serving the primary care needs of 

Plumley Village and Bell Hill neighbor-

hoods in Worcester. 
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“How am I ever going to learn to 

give myself insulin?” “What immu-

nizations do my children need?” 

“How do I change my colostomy 

bag?” “How do I care for my ba-

by’s umbilical cord?” “How do I 

find a good surgeon?” Questions 

like these are asked of nurses each 

and every day. In all settings ~ hos-

pitals, emergency departments, 

clinics, schools, and in patients’ 

homes, nurses work with adults and children to help them un-

derstand how to access care and manage their health. Public 

health nurses work outside of clinics with a focus on getting 

health care information to the general public. Educating people 

has been central to nursing’s philosophy of  practice for many 

years (Redman, 2011).  In working as patient advocates, nurs-

es strive to help patients clarify their values and health goals 

and intervene to facilitate successful outcomes. The recent in-

crease in research related to health literacy has established the 

widespread prevalence of limited health literacy (Kutner et al., 

2006).  It has also focused attention on the importance of edu-

cating the public about health related matters and the necessity 

of examining our communication patterns and our health care 

systems that are more complex than need be.

Over the last 15 years, health literacy ~ “…the degree to which 

individuals can obtain, process, understand, and communicate 

about health-related information needed to make informed 

health decisions…” (Berkman et al. 2010, p. 16)  has surfaced 

as a concern for the health of our nation. The 2003 National As-

sessment of Adult Literacy (NAAL) incorporated the initial and 

only national assessment of adults’ health literacy that has been 

done. Results of the NAAL identified that 90 million Ameri-

cans, almost one third of the adult population, do not have the 

knowledge and skill necessary to manage their health (Kutner 

et al., 2006).  A number of studies have shown that limited 

health literacy is associated with decreased use of preventive 

services (Davis et al., 2001; White et al. 2008), worse outcomes 

in managing chronic disease (Cavanaugh et al., 2008; Murray 

et al., 2009), increased use of emergency services (Olives et al. 

2010),  higher hospitalization (Baker et al. 2002; Kollipara et 

al., 2008) andrehospitalization (Mitchell et al., 2012), and over-

all increased mortality (Baker et al., 2007; Bostock& Steptoe, 

2012; Sudore et al., 2006).  Populations at higher risk for limit-

ed health literacy include older adults, minorities, adults with 

less than a high school education, adults who spoke a language 

other than English before starting school and people living in 

poverty (Kutner et al., 2006). The populations with limited 

health literacy are often those most in need of health care.

Although patient education has a long history in nursing, our 

engagement in the health literacy field is relatively recent. The 

interdisciplinary approach to research on health literacy is ex-

panding and nurses are getting involved in studies addressing 

the conceptualization of health literacy, clarification of causal 

and contributing factors, prevalence among specific popula-

tions, cultural issues, measurement of health literacy, associ-

ations with health outcomes,  and innovative interventions to 

mitigate limited health literacy. As well, nurses are engaged in 

efforts to make health care settings health literate by decreasing 

the demands and complexities of the health care system. With 

the increasing understanding of the role that health literacy 

plays in the health of our country educational efforts are under-

way to introduce and educate nursing students and practicing 

nurses about health literacy.

There are several initiatives underway that are useful to nurses 

in trying to better communication with patients. Working with 

the University of North Carolina at Chapel Hill, the Agency for 

Health Care Research and Quality(AHRQ) published a “Health 

Literacy Universal Precautions Toolkit” designed to help health 

care practices create systems that support clear communica-

tion (www.ahrq.gov/qual/literacy/healthliteracytoolkit.pdf). 

Another useful resource is “Taking Care of Myself: A Guide 

for When I Leave the Hospital,” adapted from Project RED 

(Re-Engineered Discharge), which was funded by the AHRQ 

and the National Heart, Lung, and Blood Institute and operated 

by the Boston University Medical Center (www.ahrq.gov/qual/

goinghomeguide.htm).  It is an easy-to-read guide designed to 

Health Literacy: A Nursing Perspective
Nancy S. Morris, PhD, ANP-BC  

Nancy S. Morris, 
PhD, ANP-BC

health literacy
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help patients meet their health care needs after hospitaliza-

tion. Rima Rudd and colleagues (2010) developed “The Health 

Literacy Environment Activity Packet” as a starting point for 

hospitals and clinics to assess the health literacy environment 

and to identify ways to reduce the demands on people seeking 

care (www.hsph.harvard.edu/healthliteracy/files/activitypack-

et.pdf).

Nurses focus on helping patients assume self-management of 

their health if interested and capable, considering their prefer-

ences and competencies (Redman, 2011). This emphasis on pa-

tient-centered care is consistent with an environment in which 

patients are comfortable asking questions and sharing their 

concerns. Comprehending health related information can be 

challenging and the stress and anxiety that sometimes accom-

panies encounters with the health care system may limit one’s 

ability to hear, understand, process and remember information. 

Multiple strategies tailored to the individual can be useful in 

facilitating comprehension. Many people with limited health 

literacy rely on verbal communication; this reliance speaks to 

the need to simplify language, avoid jargon, and speak slowly 

and clearly (Castro et al., 2007; Doak et al., 1998). The “teach-

back” technique, in which the patient is asked to explain and/

or demonstrate an instruction that was just taught, is an effec-

tive way to evaluate comprehension (Schillinger et al., 2003).  

Matching word choice with the terms that patients use has been 

shown to be helpful and improve outcomes (Castro et al., 2007; 

Williams & Ogden, 2004). Limiting the number of key points 

discussed to a maximum of three at any one time is also rec-

ommended. Communicating clearly is one requirement for pa-

tient-centered care.

It’s also important to create an environment that encourages 

questions. Since a large segment of the population has limit-

ed health literacy, it’s likely that there are many questions that 

people have about their health and how to manage it that go un-

asked and thus unanswered. Experts recommend that we com-

municate an expectation of questions and instead of asking, 

“Do you have any questions?” we should invite a response by 

asking, “What questions do you have?” (Dewalt et al., 2010 ). 

The goal is to indicate interest and ensure understanding. This 

is one of many strategies that nurses are using to help patients 

feel empowered to clarify and ensure comprehension of health 

related information.
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In 2009, the U.S. Department of Health and Human Services 

Agency for Healthcare Research and Quality (AHRQ) launched 

the AHRQ Pharmacy Health Literacy Center website (www.

ahrq.gov/pharmhealthlit/).1 The website was created “…to help 

retail pharmacists meet the needs of customers with low or 

limited health literacy.”1 It provides tools and resources to en-

gage pharmacists in recognizing and responding to the health 

literacy problem.  It is evident that AHRQ acknowledges phar-

macy’s critical role in addressing health literacy and has made 

resources available to the profession.  In February 2012, AHRQ 

added to the website a set of modules with slide decks and 

activities for pharmacy faculty, students, and residents to learn 

techniques to help patients with limited health literacy.2

AHRQ defines pharmacy health literacy as the degree to which 

individuals are able to obtain, process, and understand basic 

health and medication information, and pharmacy services 

needed to make appropriate health decisions.3 This is the same 

definition adopted by the Institute of Medicine in its 2004 re-

port titled “Health Literacy:  A Prescription to End Confusion” 

and Healthy People, except for the words “medication” and 

“pharmacy.” 4,5  In this article, I will focus on “medication infor-

mation,” particularly on prescription drug labels and auxiliary 

(or warning) labels.  Oftentimes, the prescription drug label is 

the only source of print information a patient has on how to 

take a drug prescribed by his physician.  Are patients able to 

process and understand the information on prescription drug 

labels?  How basic is the information?  How understandable is 

the information?  How accurate is the information?

The first ever study of the nation’s health literacy, an assess-

ment of adults’ ability to use their literacy skills in understand-

ing health-related materials and forms, suggests that only 12 

percent of U.S. adults have “proficient” health literacy;6 that is, 

someone who has proficient health literacy is able to determine 

what time a person can take a medication, based on information 

on the prescription drug label that relates the timing of medica-

tion to eating.6  Over a third of U.S. adults, those with “below 

basic” or “basic” health literacy, have difficulty following direc-

tions on a prescription drug label.6 Limited health literacy leads 

to medication errors.7

	

The link between health literacy and the ability to correctly 

interpret the information on prescription drug labels and auxil-

iary labels has been a subject of several research studies.  It has 

been shown that patients with lower health literacy are more 

likely to misinterpret dosage instructions placed on labels of 

five common prescription medications.8,9 The rates of misun-

derstanding of individual dosage instructions ranged from 8% 

for the instruction “Take one tablet by mouth once each day’’ to 

33% for the instruction “Take one tablet by mouth twice daily 

for 7 days.”   Other factors that contributed to incorrect in-

terpretation of the dosage instructions were greater number of 

prescription regimens8 and the dosage instructions themselves;  

they were phrased awkwardly, vague, and difficult to read.9

	

Even simple words, when used in an unfamiliar context such 

as those that are printed on auxiliary labels, may be difficult to 

grasp.  In one study, except for the auxiliary label “Take with 

food,”  the other seven auxiliary labels that were tested proved 

difficult for patients across all literacy levels.10,11  The auxiliary 

label “Do not take dairy products, antacids, or iron prepara-

tions within 1 hour of this medication” proved to be the most 

difficult.  Patients with lower health literacy were less likely to 

interpret the eight auxiliary labels correctly.

	

Nowadays, pharmacy computer programs can translate dosage 

instructions to other languages.  However, one study has shown 

a 50 percent error rate in computer-generated Spanish-language 

prescription drug labels.12 A common source of error was when 

English and Spanish words were combined in a dosage instruc-

tion.  One of the phrases that was not translated at all in Span-

ish was “once a day.”   In English, “once” means “one time,” 

while in Spanish it stands for the number 11.  Such errors can 

have hazardous consequences.

	

AHRQ has been calling for universal medication labeling stan-

dards.  Groups of researchers who have heeded the call have 

Pharmacy Health Literacy
Monina R. Lahoz, PhD

health literacy



been using a patient-centered approach to investigate the effect 

of using different features on a prescription drug label or warn-

ing label on patient comprehension of the labels.  The results 

have been promising.  When compared to the typical dosage 

instructions written as times per day (e.g., once, twice, 3 times 

per day), instructions on a standardized, patient-centered label 

that specify explicit timing with standard intervals (morning, 

noon, evening, bedtime) were more likely to be correctly inter-

preted by patients, including patients with limited health lit-

eracy.13,14  Likewise, when the text on nine warning labels was 

simplified and rewritten in plain language, patients were better 

able to correctly interpret it.15,16

	

What has arisen from the IOM-led initiatives to improve health 

literacy has been the release in October 2012 of the United 

States Pharmacopeia (USP) standards that provide, for the first 

time, a universal approach to the format, appearance, content 

and language of instructions for medicines in containers dis-

pensed by pharmacists.17 One of the elements of the new USP 

standards requires that instructions for use should clearly sep-

arate the dose itself from the timing of each dose.  Further, 

alphabetic characters should not be used for numbers. Thus, 

“Take 2 tablets in the morning and 2 tablets in the evening” 

should replace “Take 2 tablets twice daily.”

	

With the new USP prescription medication labeling standards 

and the tools and resources available in the AHRQ Pharmacy 

Health Literacy Center, pharmacists should make a concerted 

effort to give their patients, especially those with limited health 

literacy, the most essential information so that their patients 

are better able to understand how to safely and appropriately 

use their medications and adhere to their prescribed medica-

tion regimens.
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As you leaf through this issue of Worcester Medicine, we in-

vite you to enjoy several contributions from the annual Cre-

ative Writing Exposition, sponsored by the MMS Arts, History, 

Humanism & Culture Member Interest Network (Arts MIN). 

We selected these contributions as the blue-ribbon best from a 

number of submissions representing a variety of writing styles 

and formats. We offer for your enjoyment two poems ~ one by 

a physician and one by an Alliance member ~ and a memoir by 

another of our physician members. 

The Arts MIN Creative Writing Exposition allows us to learn a 

little more about the members of MMS and their spouses. We 

already knew they are dedicated to serving the practice of med-

icine; now, through this Exposition, we get some insight into 

other talents they have and that they are willing to share with 

us. We appreciate their participation in this event. 

The Arts MIN provides other opportunities, besides the writ-

ten word, for members of MMS and of its Alliance to explore, 

develop and participate in non-medical activities that range 

from bird watching to bonsai planting and from art exhibitions 

to astronomical viewing.  We invite MMS and MMS Alliance 

members to take part in the activities and events the Arts MIN 

sponsors and to join us on the executive council to promote 

new areas of interest. 

I want to thank all the participants in this year’s Exposition. I 

hope as you read the work of our talented colleagues you will 

think about contributing next year.

Robert Sorrenti, MD, is Chair,  of the Arts, History, Humanism & 

Culture Member Interest Network, Massachusetts Medical Soci-

ety.
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The Ride Home 
Deb Carter (Alliance) 

The car dealership billboard

tells me on their big clock that it’s 4:30

But it’s really 2:15

Why do they want to take

two hours and change

Away from me.

The radio sings a song

it says I need to control

My pests

But why would they want to

Take them

Away from me.

Blue Oyster Cult

Tells me not to fear the reaper

But I know 

He’s out there

even though the melody is sweet.

Studies show that those with no regard

For nature and who destroy our environment

Have no regard

For human life and those

Who are suffering.

Hydrolize will erase the dark circles under your eyes.

Guns N’ Roses

Wonders

Where do we go

Sweet child of mine.

Deep Purple knows

Swiss time is running out. 

Debbie Carter is an artist and teaches art to children in Le-

nox, MA.  She is the President of the Berkshire West chapter 

of the Alliance.

Superhero 
Sarathchandra Reddy, MD

My son has just finished listening

to his favorite bedtime story once

again - asks the same questions,

accepts the same answers,

falls asleep comfortably

in predictable endings.

He dreams of being that slayer 

of black dragons,  a prince on a white horse,

a universe light years from 

my world of in-betweens.

He declares he will be 

just like me one day riding off into the night,

masquerading as God in a white coat.

How long will it be before he discovers 

I have saved

no one?  only pushed off the inevitable

to the next shift.

I teach him we can keep things in motion 

for only so long

before they come to rest -

that is the nature of the body 

and other worldly things.

The spinning top slows, stumbles.

Each bounce of a ball shallows in succession. 

The bicycle tilts when the peddling 

has stopped.

And when I have exhausted my pills and potions,

all that remain are pre-packaged

condolences then -

awkward silence.

But I vow to keep his fantasy alive

an extra minute

let his head sink deeper into the pillow,

settle into his kingdom,

eyelids quivering

as he prepares to battle the dragon

and save his world 

from us.

Sarath Reddy MD, MPH is a gastroenterologist at Harbor 

Medical Associates in Braintree, MA.

creative writing



The great clock of your life 

is slowing down, 

and the small clocks run wild. 

For this you were born.  

--Stanley Kunitz, “King of the River”

So now the woods have opened up a bit, even as they have 

darkened, and I am just past my sixtieth year. Wisdom gained? 

It’s hard to say. Looking back at my teenage and college years, I 

can see that I’ve let go of some of my youthful grandiosity and 

sense of entitlement ~ the demon-sprite that told me I’d certain-

ly win the Nobel Prize in science, a second one in literature, 

and maybe cure cancer along the way.  Sometimes I miss that 

demon, though, and I wonder if the “realistic” expectations of 

my later years are really a kind of surrender ~ settling into old 

age, rather than raging against its limitations. 

In my sixth decade, intimations of mortality are never far from 

me, and I can now read Robert Frost’s deeply-felt poem “Noth-

ing Gold Can Stay” with an understanding I never had in my 

college literature course:

Nature’s first green is gold 

Her hardest hue to hold. 

Her early leaf’s a flower; 

But only so an hour. 

Then leaf subsides to leaf. 

So Eden sank to grief, 

So dawn goes down to day. 

Nothing gold can stay.

I was raised in the Jewish faith, but ~ like many American Jews 

~ I have found much wisdom in the Buddhist tradition. In his 

book Everything Arises, Everything Falls Away, the Thai medi-

tation master Ajahn Chah teaches us “…to look in the present 

and see the impermanence of body and mind.” He speaks of 

the peace that comes from “letting go” of attachment ~ whether 

to the newest electronic gadget, a rigidly-held belief, or even 

a beloved friend or family member.   When he was five, Ajahn 

Chah’s father died suddenly, and this left a deep wound in the 

young boy ~ one that prompted him to meditate on the fragility 

and transience of human life. I lost my father to cancer when I 

was 17, and the loss surely shaped my sense of the world as a 

place where nothing could be taken for granted.  

In my teens and twenties, I saw mortality as something to de-

feat ~ there’s that cure for cancer again ~ but lately, I have to 

come to see death in somewhat more conciliatory terms. No, 

I don’t welcome the idea of personal oblivion. But having im-

bibed the teachings of the Buddhists and their Greco-Roman 

cousins, the Stoics, I now try to see death as one of the neces-

sary processes of Nature.  The late Steve Jobs reflected a bit of 

this Stoic wisdom in his 2005 Stanford commencement speech. 

“No one wants to die,” Jobs said. “Even people who want to go 

to heaven don’t want to die to get there. And yet death is the 

destination we all share. No one has ever escaped it. And that 

is as it should be, because Death is very likely the single best 

invention of Life. It is Life’s change agent.”

Now, I don’t want to convey the mistaken impression that 

I spend all day contemplating the prospect of death! My life 

is packed with the blessings of a wonderful marriage, a chal-

lenging career and ~ more recently ~ the indolent pleasures of 

semi-retirement. In fact, I’ve been thinking a great deal lately 

about gratitude, and how fundamental it is to what the ancient 

Greeks called eudaimonia ~ “the flourishing life.”  First, of 

course, is gratitude for life. How many people in the history of 

the world have lived beyond 60 years? (In 1900, life expectancy 

at birth in the U.S. was about 50 years ~ now it is over 77.)  In 

the Jewish faith, we are instructed to begin each day with a 

prayer of thankfulness, known as the Modeh Ani. In English, 

the prayer goes, “Thankful am I before you, living and eternal 

King, that you have returned my soul within me with compas-

sion; abundant is Your faithfulness.”  The Rabbis tell us that we 

return God’s faithfulness with our own by expressing a prayer 

of thanksgiving each day.
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Let the Small Clocks Run Wild: 
A Meditation

Ronald Pies, MD

creative writing



I have to admit, I don’t say the exact words of this prayer, but 

each day, I do find a way of thanking God for life and health ~ 

and for the innumerable blessings in my life. When I think of 

the woes I have witnessed over the last 30 years—the sorrows 

and sickness of friends and loved ones, the suffering of so many 

of my patients ~I would count myself a fool if I didn’t feel im-

mense gratitude for my life. I am especially fond of a Buddhist 

teaching, which I have taped to my computer monitor:  “Let 

us rise up and be thankful, for if we didn’t learn a lot today, at 

least we learned a little; and if we didn’t learn a little, at least 

we didn’t get sick; and if we got sick, at least we didn’t die; so 

let us all be thankful.”

And, with the advancing years, I have lost patience with a cer-

tain type of intellectual virtuosity. As a college student, and 

even as young physician, I devoted a good deal of time to eso-

teric subjects in philosophy and theology ~ I can still spout off 

St. Anselm’s “ontological argument” proving the existence of 

God! In my later years, I have become much more interested 

in personal ethics ~ not so much the theor, as the everyday 

practice. In my book Becoming a Mensch, I tried to develop the 

idea that each of us can become a better person by practicing 

a few simple habits in our daily lives ~ for example, civility, 

honesty, and kindness. I am guided by a wonderful teaching 

from Rabbi Abraham Joshua Heschel, who said, “When I was 

young I admired clever people. Now that I am 

old, I admire kind people.” Indeed, kindness 

is arguably the core value within all the major 

faiths. When the Dalai Lama was asked to ex-

plain his religion, he replied, “My religion is 

very simple. My religion is kindness.” Imagine 

what the world would be like if each of us were 

to put that teaching into practice! I fall short 

of the mark every day, but I find that my life is 

greatly enriched by the mere effort of practic-

ing kindness. 

And yet, and yet: I come full circle to the epi-

gram that begins this essay, from the late Stan-

ley Kunitz’s poem “King of the River.” (Kunitz 

died in 2006, at the age of 101).  Ostensibly a 

poem about salmon, “King of the River” is of 

course much more than that.  When he was in 

his 70s, Kunitz was interviewed by Chris Busa 

for the Paris Review. Kunitz said of this poem, 

“It may be pertinent that I experienced a curi-

ous elation while confronting the unpleasant 

reality of being mortal, the inexorable process 

of my own decay. Perhaps I had managed to 

“distance” my fate ~ the salmon was doing my 

dying for me.”  

But the lines from “King of the River” that have always stuck 

with me are these:  “The great clock of your life/is slowing 

down,/and the small clocks run wild.” What did Kunitz mean 

by this? I don’t know, and maybe Kunitz didn’t, either. (In his 

interview, he made the point that “A poem has secrets that the 

poet knows nothing of. It takes on a life and a will of its own.”) 

Yes ~ and a poem holds meanings for its readers that often go 

well beyond the intention of the poem’s author.  I understand 

the “great clock” of my life as simply my own limited “biologi-

cal” time as a human being. But what of “the small clocks” that 

“run wild?´ For me, these are the myriad plans, hopes, desires, 

projects and passions that I may never realize, but which are an 

unkillable part of my nature and being. They are the beneficent 

remains of that demon-sprite that possessed me and drove me 

in my youth. And while I honor the emotional “equanimity” the 

Stoics called ataraxia, I find it a bit too staid for my later years.  

I pray that the small clocks of my life run wild, for whatever 

time I have been granted.   

		

Ronald Pies MD is Professor of Psychiatry and Lecturer on Bioeth-

ics & Humanities at SUNY Upstate Medical University and Clini-

cal Professor of Psychiatry at Tufts University School of Medicine. 

He is the author of several books on philosophy and ethics, as well 

as several collections of poems and short stories. 
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What’s The Benefit 
In a Benefit Corporation?
Peter J. Martin, Esq.

legal consult

Massachusetts recently joined 

eleven other states in creating 

a new form of for-profit corpo-

ration, a so-called “benefit cor-

poration,” under new Chapter 

156E of the Massachusetts Gen-

eral Laws.  Designed to be at-

tractive to socially-conscious en-

trepreneurs and investors, this 

law, unlike some other states’ 

laws, applies to professional 

corporations such as medical 

practices.  Why would a medical practice organized as a pro-

fessional corporation consider revising its charter to become a 

benefit corporation?

First off, it is important to emphasize what a benefit corpora-

tion is not.  It is not a non-profit or tax-exempt organization: 

profits may still go to the shareholders of a benefit corporation, 

and it may still have a primary goal of maximizing shareholder 

value.  It is also not a so-called “B Corp,” which is a private 

designation granted to certain organizations by the private 

non-profit firm B Labs.  This organization reviews the oper-

ations of for-profit corporations in such areas as governance, 

workers’ relations, environmental impact, and other criteria.  

Corporations scoring above a threshold in these areas, as deter-

mined by B Labs, are designated a “B Corp.”   

To become a benefit corporation under the new Massachusetts 

law, an existing business or professional corporation must 

amend its articles of organization by a two-thirds vote of all 

shareholders to state that the corporation is a benefit corpora-

tion.  That amendment may but is not required to state a specif-

ic public benefit.  The new law permits a professional corpora-

tion to have both the purpose of rendering professional services 

and creating a general public benefit (whether specified or not).  

The duties imposed on a benefit corporation by the statute can 

be enforced against the corporation, its directors and officers 

only in an action brought by a shareholder, director or owners 

of more than 5% of the corporation’s parent, if any.  

One such duty is that a benefit corporation must have a “ben-

efit director” who is required to prepare an annual report and 

provide it to each shareholder and post it on the corporation’s 

web site, if any. The report must also be filed with the Massa-

chusetts Secretary of State’s office (for a $75 filing fee).   The 

report includes the benefit director’s opinion as to whether the 

benefit corporation acted in accordance with its declared public 

benefit purpose.  In addition, the report must state the benefit 

director’s opinion as to whether the corporation considered the 

effect of its actions on its shareholders, employees and custom-

ers/clients, its community, the local, regional and global envi-

ronment, the short-term and long-term interests of the corpora-

tion, and the ability of the corporation to accomplish its public 

benefit purpose.  The corporation is not required to give prior-

ity to any of these considerations over any other consideration, 

unless its articles of organization so provides.  

This annual report must also include an assessment of the “…

overall social and environmental performance” of the corpora-

tion against an independent third-party standard.  Currently, B 

Labs is the most prominent source of such a third-party stan-

dard.  Its “Global Impact Investing Rating System” has become 

the de facto third-party standard used in other states with ben-

efit corporation statutes.  The annual report must also include 

the name of each person owning at least 5% of the shares and 

any compensation paid to any director for his/her duties as di-

rector.  However, the copy of the annual report filed with the 

Peter Martin, Esq.
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Secretary of State need not include director’s compensation or 

other financial, confidential or proprietary information.  

Given all of these requirements, why would a health care prac-

tice organized as a professional corporation want to become a 

benefit corporation?  On the one hand, the extra annual report-

ing and filing fee obligations, the requirement of conducting an 

annual evaluation of its pursuit of social goals and the need to 

designate a benefit director only add to the ongoing corporate 

maintenance burdens of the practice.  As a new type of cor-

porate entity under Massachusetts law, there is bound to be 

further development in case law and regulations of what the 

statute means, adding some uncertainty to the enterprise.  

On the other hand, business corporation status might make it 

more likely to attract foundation support for the corporation’s 

public benefit activities, subject to IRS restrictions.  It is possi-

ble that younger practitioners might be attracted to a practice 

that has established a commitment to furthering social and en-

vironmental goals, so benefit corporation status may enhance 

the practice’s reputation and aid in provider recruitment and 

retention.  In general, benefit corporation status could differ-

entiate the practice from its competitors and burnish its image 

among existing and potential patients.  Practices that already 

seek to pursue some of the social goals cited in the statute 

might want to be recognized for those efforts and enjoy the 

liability protections afforded by the new statute.  

It has been widely noted how “business-like” some non-profit 

organizations have behaved in recent years.  This new benefit 

corporation statute now gives legal status to some of the prac-

tices of socially-conscious business entities.  Health care prac-

tices that consider themselves to have both “profit” and “mis-

sion” motives now have a new way to formalize the blended 

nature of their enterprise.  Early adopters of this new corporate 

form may get the jump on their competitors, but take on some 

added burdens and risks in the process.  

Peter J. Martin, Esquire, is a partner in the Worcester office of 

Bowditch & Dewey, LLP, whose practice concentrates on health 

care and non-profit law.

worc acade-
my
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Suicide is defined as “the act or instance of intentionally killing 

oneself” (The American Heritage Dictionary, 4th edition). I be-

lieve the intent is contrary to the purpose of being a physician.  

Good medicine begins and endures with a trusting relationship 

between physician and patient and family embraced by an ap-

preciation of the patient’s spiritual and cultural beliefs. 

In the presence of an unrelenting, irreversible disease, process 

palliation (soothing in the absence of curing) becomes the goal 

of hospice care. Hospice care is “a program that provides pal-

liative care and attends to the emotional and spiritual needs of 

terminally ill patients at an in-patient facility or at the patient’s 

home.” Hastening a patient’s death should preferably be called 

physician-assisted dying. 

However, the intent is contrary to the purpose of being respon-

sible for directing medical service (cure sometimes, relieve of-

ten, and comfort always).

The 2010-2011 edition of the Code of Medical Ethics prepared 

by the Council on Ethical and Judicial Affairs of the American 

Medical Association contains approximately 200 ethical Opin-

ions. Opinion 2.211 ~ entitled “Physician Assisted Suicide” 

was last updated in 1996 and reads as follows:

“Physician assisted suicide occurs when a physician facilitates 

a patient’s death by providing the necessary means and/or infor-

mation to enable the patient to perform the life-ending act (eg, 

the physician provides sleeping pills and information about the 

lethal dose, while aware that the patient may commit suicide).

“It is understandable, though tragic, that some patients in ex-

treme duress ~ such as those suffering from a terminal, painful, 

debilitating illness ~ may come to decide that death is prefera-

ble to life. 

 

However, allowing physicians to participate in assisted suicide 

would cause more harm than good. Physician- assisted suicide 

is fundamentally incompatible with the physician’s role as heal-

er, would be difficult or impossible to control, and would pose 

serious societal risks.

“Instead of participating in assisted suicide, physicians must 

aggressively respond to the needs of patients at the end of life. 

Patients should not be abandoned once it is determined that 

cure is impossible. Multidisciplinary interventions should be 

sought including specialty consultation, hospice care, pasto-

ral support, family counseling,  and other modalities. Patients 

near the end of life must continue to receive emotional support, 

comfort care, adequate pain control, respect for patient autono-

my, and good communication.”

The Massachusetts Medical Society distributed to all of its 

members a most thorough “Overview” and an “Opposition” 

statement entitled “Question 2: Prescribing Medication to End 

Life” that concluded:  

“…instead of participating in assisted suicide, physicians must 

aggressively respond to the needs of patients at the end of life 

… Patients must continue to receive emotional support, com-

fort care, adequate pain control, respect for patient autonomy, 

and good communication.”

The issue was put to a State vote on November 6, 2012 and Bal-

lot Question 2 was very narrowly defeated (51 -  49 %)!

Leonard J.  Morse, MD, is Professor of Clinical Medicine, Fami-

ly Medicine and Community Health, University of Massachusetts 

Medical School and Graduate School of Nursing as well as a past 

member and Chair of the Council on Ethical and Judicial Affairs 

of the Amerccan Medical Association.

Physician Assisted Suicide              

Leonard J.  Morse, MD

as i see it
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On November 6, 2012, voters in Massachusetts approved a 

binding ballot initiative entitled  “An Act for the Humanitari-

an Medical Use of Marijuana.”  The initiative becomes law on 

January 1, 2013.  Licensed physicians play a central role in 

this law as a physician must provide a document to a patient 

certifying that “…the potential benefits of the medical use of 

marijuana would likely outweigh the health risks for the quali-

fying patient…” as well as identifying the debilitating medical 

condition which is the basis for the certification.

Several areas of the law need to be clarified through enabling 

regulation involving both the Mass Department of Public Health 

and the Mass Board of Registration in Med-

icine. The Mass Medical Society House of 

Delegates adopted policies on December 1, 

2012, identifying the areas of particular im-

portance to physicians.  They include:

Defining the required “bona fide” physician/

patient relationship

Providing for patient re-evaluation and par-

ent/guardian permission for minors

Clarifying that the physician must be li-

censed in Massachusetts 

Integrating marijuana dispensing with the 

existing DPH Prescription Monitoring Pro-

gram

Adopting guidelines for certification devel-

oped by the American Society of Addiction 

Medicine

Detailed information on these policies and 

on implementation of the medical marijuana 

law is available on the MMS website at:

www.massmed.org/AM/Template.cfm?Sec-

tion=MMS_News_Releases&CONTENTID=80963&TEM-

PLATE=/CM/ContentDisplay.cfm 

Please remember that while this new law makes possessing and 

using marijuana for medicinal purposes legal in Massachusetts, 

the federal Controlled Substances Act remains in full force and 

technically, a physician who signs a medical marijuana certifi-

cation will be violating federal law.  Physicians who choose to 

participate should consult with their malpractice carrier as to 

whether or not their professional liability policy will respond 

if a civil case arises related to providing medical marijuana cer-

tification.

Medical Marijuana in Massachusetts
James B. Broadhurst, MD, MHA

as i see it
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International Views on the 
Legalization of Medical Marijuana
Joel Popkin, MD and Karthik Gnanapandithan, MD 

Although marijuana has been used for thousands of years, with 

documentation going back to ancient China, it wasn’t faring 

nearly as well by the 20th century. Most countries had classified 

it as an illegal drug. In the past couple of decades, however, 

there has been a growing movement to legalize marijuana, pri-

marily for medical purposes. 

Opinions on legalization of recreational marijuana have been 

shifting dramatically from the 1980s and early 1990s, when 

public support was around 20%. Last year, for the first time, 

a Gallup poll reported 50% of Americans supporting and 46% 

opposing the legalization of marijuana.1 Others have mildly dis-

agreed,2,3 but almost every recent poll has been fairly close to 

an even split. 

Support for legalized medical marijuana, on the other hand, is 

enormously widespread, and medical marijuana use has been 

soaring where legal: 77% of Americans are now in favor.3 This 

past November was a landmark in the marijuana movement 

in the United States, as Massachusetts became the eighteenth 

state to approve its medical use. This same election has compli-

cated the use of medical marijuana, following the legalization 

for recreational use by Colorado and Washington ~ laws which 

undoubtedly will head for national test cases.

 

While the mixed emotions and controversy in the American 

population have been well described, views about medical mar-

ijuana from the rest of the world are relatively unknown. We 

therefore thought it would be of interest to conduct a survey, 

voluntary and anonymous, spanning a group of multinational 

professionals. We sought opinions as to how their countries’ 

citizens would view legalization of medical marijuana in the 

homeland, as well as their own reflections on the subject. The 

table summarizes the numerical responses.

 

Our international colleagues voiced a wide range of personal 

opinions, and not necessarily in conjunction with what they felt 

was the majority view at home: “… I definitely favor legaliza-

Summary of Legalization Views (Y–Yes, NS–Not Sure, N–No)

Country Personally Favor Country Would Favor Total

India Y–7 (18%), N–31 (82%) Y–1 (3%), NS–6 (16%), N–31 (81%) 38
Pakistan Y–3 (23%), N–10 (77%) Y–0, NS–1 (8%), N–12 (92%) 13

Philippines Y–5 (50%), N–5 (50%) Y–0, NS–3 (30%), N–7 (70%) 10
Nepal Y–5 (83%), N–1 (17%) Y–1 (17%), NS–2 (33%), N–3 (50%) 6
China Y–2 (40%), N–3 (60%) Y–1 (20%), N–4 (80%) 5

UK Y–1 (25%), N–3 (75%) Y–2 (50%), N–2 (50%) 4
Thailand N–3 (100%) N–3 (100%) 3

Saudi Arabia Y–2 (66%), N–1 (33%) N–3 (100%) 3
South Africa Y–1 (50%), N–1 (50%) Y–1 (50%), N–1 (50%) 2

Italy, Malaysia, Egypt, Singapore, 
Romania, Tanzania, Lebanon, 

Poland, So.Korea, Kenya

N–11 Y–0 (0%), NS–2 (18%), N–9 (82%) 9

Switzerland, Taiwan, Vietnam, Iran, 
Canada, Russia

Y–6 Y–3 (50%), NS–3 (50%), N–0 (0%) 6

All Y–32 (32%), N–69 (68%) Y–9 (9%), NS–17 (17%), N–75 (74%) 101
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tion of marijuana, as there are not many 

adverse effects from the medical stand 

point.” “I disagree with making marijuana 

a legally prescribed drug. I feel that it will 

become a very significant abuse issue.”  “I 

believe legalization will save us some tax 

dollars. Marijuana should be treated just 

like alcohol. Perhaps half of the jail popu-

lation is related to this issue and it’s such 

a waste of our resources.” 

Commentators, independently of their 

personal opinions, were quite consistent 

in their predictions of acceptance (or lack 

thereof) by their home nationals.

Undoubtedly, the debate over legaliza-

tion of medical marijuana in the United 

States will continue for the foreseeable 

future. In a preliminary look, it seems 

that these discussions are not confined to 

our shores, and global repercussions are 

on their way.

References:
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Pediatric Oral Health Services 
Medical Providers Billable Services

MassHealth is promoting oral health guidance and application of fluoride varnish by physicians, their nursing staff or MAs.  The role of the 

physician’s office in oral health has demonstrated promising results for decreasing the occurrence of early childhood tooth decay. 

Oral health education and fluoride varnish application are reimbursed by MassHealth for children up to age 21 at $26 per fluoride varnish 

application.  If you saw 10 Medicaid children per week, this would be $13,520 in revenue per year and you would be providing a very valu-

able service to these children who are at risk of pain and suffering from early tooth decay.

Providing oral health education, fluoride varnish and referral to a dental home takes little time yet is so important for MassHealth members 

who do not reach out to obtain dental care but will see a primary care physician.

How can I learn more about oral health and applying fluoride varnish for my office staff and myself?  

In order to prepare your office for providing oral health services, a FREE lunch and learn CME/CNE program in your office will:

	 • train physicians, physician assistants, nursing staff and medical assistants through hands-on practice

	 • assist administrative/billing staff with reimbursement procedures

	 • transform office flow to make adding the service easy and profitable 

	 • provide fluoride varnish start up kits to use in your office immediately

What makes this training unique?

A trained dental hygienist will “adopt” your practice to help you get started and provide personalized technical assistance until you are 

providing the Medicaid billable fluoride varnish to your patients. All we require is a commitment from you to get started. You will keep your 

patients healthier and add new reimbursement to your practice.

I’m worried applying fluoride varnish will take too long to provide during a well child visit.

Offering fluoride varnish adds very little time to a visit. Providers are already discussing diet and brushing, and looking in children’s mouths 

(we hope!).  Fluoride varnish can be done as part of the mouth examination and adds less than a minute to the process.  Some practices have 

chosen to have the nursing or medical assistant staff provide the varnish just before the vaccines as part of the care provided after the physi-

cian sees the patient.

What if the patient is seeing a dentist already?

If the child is at risk of caries you can still apply the varnish. It is safe and beneficial for children at moderate and high caries risk to have 

multiple fluoride varnishes a year.  Medicaid pays for the application regardless of whether the child has received the treatment from a dentist.

Who is providing this FREE training?

Supported by the DentaQuest Foundation, this training program utilizes the Smiles for Life curriculum developed by the Society of Teachers 

of Family Medicine Group on Oral Health.  

For more information on how to schedule a training session at your office, contact: 

Ellen Sachs Leicher at 978-371-8816 or eslassoc61@aol.com 

OR Megan Mackin, MassHealth/DentaQuest  at 607-886-1728 or megan.mackin@dentaquest.com

Engaging Medical Clinicians 
in Oral Health
A tri-state initiative partnering CT, MA & RI

Foundation for Children
104 Hungerford Street
Hartford, CT 06106
Tel: 860 525 9738
Email: oralhealth.ctaap@gmail.com
Web: www.ct-aap.org/oralhealth

Funded by:



Now she has a helping hand,  
even when we’re not there.

When Grandma showed some signs of  
dementia, we didn’t know where to turn. 
We were trying to arrange care for her,  
losing time at work and wondering what to 
do. A nursing home seemed like our only 
choice. Then we found Summit ElderCare®, 
a Program of All-Inclusive Care for the Elderly 
that has been providing compassionate and 
cost-effective care to older adults for over 
a decade.

Summit ElderCare is an insurance, medical 
care and social services program all in one 
convenient package that includes home 
care, personal care and even prescription 
drugs, when approved. And all approved 
services are fully covered with no copayments 
or deductibles.* 

To learn more, talk to one of our enrollment 
specialists or visit us on the Web.

®

A Program of All-Inclusive Care for 
the Elderly (PACE) offered by Fallon 

Community Health Plan

1-800-698-7566 (TDD/TTY: 1-800-889-4106) 
www.summiteldercare.org

* In some cases, there may be a monthly 
premium required based on your income 
or assets. All services must be provided by 
or authorized by the PACE Interdisciplinary 
Team (except emergency services). PACE 
participants may be held liable for costs 
for unauthorized or out of PACE program 
agreement services.
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