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prescribing new medications
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Abstract
•	 Objective:  To describe common pitfalls that may 

lead to misunderstandings when physicians pre-
scribe new medications, and to address how new 
medication discussions might ensure patient under-
standing.

•	 Methods:  Presentation of dialogues from audio-
taped outpatient physician-patient encounters and 
discussion of potential communication strategies.

•	 Results:  Physicians and patients discussed infor-
mation such as what medication was prescribed, 
medication purpose and directions for use, and side 
effects. Patients may not readily ask questions to 
clarify confusing information. Tips for ensuring clear 
and comprehensible communication about new 
medications are suggested.

•	 Conclusion:  Physician-patient communication 
concerning new medications may be ambiguous. 
Comprehensive information can be provided in a 
clear and succinct manner to increase patient un-
derstanding and adherence to medication regimens.

Television, magazine, and e-mail advertisements pro-
mote medications. Half of all Americans take at least 
1 prescription medication [1], and discussions with 

friends and family members about medications are wide-
spread. Over the bridge game, in the golf cart, at church, and 
at the dinner table, the conversation among older people in-
variably turns to “all the medicines I need to take.” It seems 
that the final words concluding every radio and television 
advertisement are “Ask your doctor.” 

Given the ubiquity of discussions about medications, 
it seems ironic that physicians and patients barely com-
municate when starting a new medication. Both patient 
report [2–4] and observations of office visits [5–10] show 
that discussions about new medications prescribed during 
outpatient visits are often suboptimal. Yet, better physician- 
patient communication and information giving are as-
sociated with improved patient adherence to medication 
regimens [11–16], which in turn can prevent unnecessary 
hospitalizations and emergency room visits [17–20] and lead 
to improved patient health outcomes. Agency for Healthcare 

Research and Quality and other guidelines recommend that 
patients receiving new prescriptions should understand 
basic information about the medication, such as what the 
medication is called, what it is for, how to take it, what side 
effects to look for and what to do if they occur, how long to 
take the medicine, and any food or activities to avoid while 
taking the medication [21–23]. These recommendations par-
allel suggestions for other informed consent conversations. 
If relevant to the patient, discussions about medication cost 
may provide patients with tools for cost-saving [24,25] and 
help mitigate nonadherence [26]. 

In this paper, we use examples drawn from audiotaped 
physician-patient encounters to describe some common pit-
falls that may lead to misunderstandings when new medi-
cations are prescribed and address how discussions might 
be improved to enhance the effectiveness of pharmacologic 
therapy. The interactions are drawn from outpatient visits to 
family physicians, internists, and cardiologists in clinics in 
California [27].

What Am I Taking?
A 76-year-old man presents to his cardiologist’s office com-
plaining about a weak urinary stream, urinary frequency, 
urgency, intermittency, and nocturia. After discussing the 
patient’s symptoms and adjusting 1 of the patient’s other 
medications, the physician introduces the need for a new 
medication:

Dr:	 I’m also going to give you a new medicine.
Pt:	 In the place, or more?
Dr:	 In addition to.
Pt: 	 Uh-huh.

When patients are already taking medications, they may 
be confused about whether a new medication is an addition 
to their current regimen or a replacement for one of their 
medications. With older patients, it might be helpful to write 
down recommended changes or denote changes on the 
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medication bottles. The physician continues the discourse 
by stating:

Dr: 	Let’s see if we can’t help you pass your urine better.
Pt: 	 Uh-huh. Well it does seem like, you know, you go in to 

go the first thing in the morning and sometimes it’s no 
more than a dribble... 

By commenting about the patient’s urinary difficulty, 
the physician tried to convey why he was prescribing the 
new medication. Although a specific diagnosis was never 
brought up during the conversation, the patient acknowl-
edged understanding of the medication’s purpose by re-
sponding to the physician’s comment with further descrip-
tion of his urinary complaints.

The medication name was never mentioned during the 
patient’s office visit. Patients who do not know the name 
of a newly prescribed medication are at a disadvantage if 
they do not receive a legible paper prescription to take to the 
pharmacy. If there is a problem when the physician sends 
the prescription to the pharmacy electronically or via tele-
phone or fax, the patient will not be able to tell the pharma-
cist what medication he or she was supposed to receive. This 
could lead to delays while the pharmacy calls the physician’s 
office for clarification. Furthermore, knowing the name of 
the new medication enhances the patient’s participation in 
decision making concerning this new therapy. The patient 
may have received the medication before or may be predis-
posed to take or refuse the medication based on the experi-
ences of trusted others. It is better for the physician to know 
the patient’s views when the medication is first prescribed 
so that erroneous notions can be dispelled or an alternative 
medication can be selected.

In this case, the patient received a written prescription, 
and after looking at it, the patient asked:

Pt: 	 I see you got 60 pills on there. Is that going to last for  
4 months in Yuma?

Dr: 	When are you leaving?
Pt: 	 Oh, it will be some time after the 20th.
Dr: 	Well, wait and see how you do on the medicine and if 

you need a larger amount…
Pt: 	 Just come and see you?
Dr: 	Yeah.
Pt: 	 Or call.

(intervening conversation)

Dr:	 Yep, and I’ll make an appointment for you to come 
back and see me in 4 months.

Pt:	 4 months?
Dr:	 4 months.
Pt: 	 OK.
Dr: 	But you can always come back sooner if you have 

problems.

When getting a new prescription, if patients ask ques-
tions they are most often about medication supply or quan-
tity [28]. This patient proactively asked about whether he 
would have enough pills for his trip. It is unlikely that the 
60 pills prescribed would last for 4 months. The physician’s 
comment about needing a larger amount could be con-
fusing. From a clinical perspective, it seems apparent the 
physician is anticipating that the patient will take a trial of 
the medication, and if it is effective, the patient can come 
in or call for refills of a larger quantity. Yet, the physician’s 
statement could also be interpreted to mean that the patient 
may not need refills because the medication did not need to 
be taken regularly, or perhaps the medication would have 
had its full effect after 60 pills and need not be continued. If 
refills do not correspond with follow-up schedules, medica-
tion dosing and continuity can be confusing for patients. 
To avoid confusion, the physician could have arranged for 
a follow-up visit or telephone call prior to the patient’s trip 
or the prescription could have been written for 30 tablets 
with refills permissible for 120, enough to last the 4 months 
the patient was concerned about. It is important to note that 
although the patient remained confused, he gave no verbal 
indication of this and asked no questions, even after the phy-
sician later asked him twice if he had any questions. 

Even when patients are told the name of a medication, they 
may have a difficult time grasping it. The following 75-year- 
old man with diabetes went to his internist’s office complain-
ing about some symptoms he experienced after starting a 
new diabetes medication a few months earlier. The doctor 
responded by suggesting switching to a new medication:

Dr: 	I think we could stop the Tolinase and just see what 
happens. However--

Pt: 	 That was for blood sugar and it really helped the blood 
sugar.

Dr: 	Well, we have other medicines for blood sugar that are 
very effective.

Pt: 	 Sure.
Dr: 	So why don’t we just stop the Tolinase, switch you to 

an alternative medicine for the sugar and see if it helps.

When the physician proposed stopping the patient’s current 
diabetic medication, the patient expressed some reluctance by 
stating that the medication worked really well to control his 
blood sugar. The physician picked up on this, and allayed the 
patient’s fears by reassuring him about the efficacy of the new 
medication. She also gave clear instructions about stopping 
the current medication and replacing it with a new one, and 
emphasized that the purpose of the new medication was to 
help the patient’s blood sugar. She subsequently repeated the 
instructions for stopping the old medication:

Dr: 	OK, let’s have you stop the Tolinase.
Pt: 	 Can we go to something else?
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Dr: 	Yeah, Glucophage.
Pt: 	 I wish they’d use English. You guys have a secret code.
Dr: 	Yeah, actually this one we like, this is a newer 

medicine, it’s a very good one.
Pt: 	 Good. That’s great. See if it clears it up.

The repetition was helpful, since the patient did not seem 
to grasp the information the first 2 times his physician men-
tioned starting a new medication. Although the physician 
clearly stated the medication name during the exchange, the 
patient didn’t catch it, and claimed that doctors have a “secret 
code.” The patient’s comment—overlooked by the physician—
could have led to clarification about the medication name by 
repeating it or writing it down. It is also important which 
medication name is used by the physician. Brand names are 
often easier to pronounce, making them enticing to use so 
patients can understand them. However, there are a number 
of reasons to use generic medication names, even for medi-
cations that are available only in branded form. The patient 
will hear generic medication names in a variety of settings 
(eg, hospital, rehabilitation facility) and thus patients are less 
likely to be confused about whether they are receiving their 
usual medication if they are used to this medication name. 
Furthermore, this may be the name on the medication bottle 
if generic substitution is performed. Additionally, the generic 
name often confers information about medication type and 
can lead to better understanding when changes are made 
within class or a medication becomes available in generic 
form. If within a medical group all the clinicians use generic 
names for medications, there may be less confusion when pa-
tients see physicians other then their regular practitioner.

It is worth noting that both of the patients quoted above, 
although confused, did not ask any more questions about the 
newly prescribed medication. The former patient appeared 
to give up trying to reconcile follow-up with when refills 
would be needed. The latter patient seemed satisfied with 
the physician’s repeated assurance that the new medication 
would work well for him. After some intervening conversa-
tion, the physician revisits the topic of the new medication: 

Dr: 	We need to get you set up for a blood sugar test after you’re 
on this medicine awhile to make sure its doing the job.

Pt: 	 OK, to see if it’s doing any good.
Dr: 	Yeah.
Pt: 	 When I take my readings every morning and afternoon 

that will tell me something.
Dr: 	You’ll get a good idea.

In this case, perhaps due to the patient’s anxiety about 
controlling his blood sugar, the physician details a plan to see 
whether the medication is working, and as she is wrapping 
up the visit, reiterates general instructions about the medica-
tion regimen:

Dr: 	So you’re going to stop your Tolinase, switch over to 
this medicine.

Pt: 	 OK.
Dr: 	This one is very nice medicine.
Pt: 	 No such thing.
Dr: 	OK.
Pt: 	 Have a good day.
Dr: 	Bye-bye.

This physician relied on repeating her instructions with 
the aim of ensuring patient understanding. Unfortunately, 
the need for repetition may be a signal that the conversa-
tion is not going well. Much better would be to listen to the 
patient’s comments and try for a real dialogue such as the 
following theoretical conversation:

Dr.	 I heard you say that there was “no such thing as a nice 
medicine.” Tell me about that.

Pt.	 Well it’s just that I’m really worried about having side 
effects and you haven’t told me yet what I should look 
out for.

Dr.	 So you’d like a more thorough understanding of 
potential side effects.

Pt.	 Yeah.
Dr.	 OK. I’m thinking of starting you on metformin. Have 

you heard of that medicine?
Pt. 	 I think so. My cousin was taking it and she said it was 

bad for your kidneys.
Dr.	 Anything else?
Pt. 	 Not that I know of.
Dr.	 Well, good. With diabetes, we always have to watch 

out for your kidneys. So I’m glad you’re aware of that. 
Metformin in large doses can be hazardous, but I don’t 
plan on that sort of dose. And we will check blood 
tests every few months to make sure everything is OK. 
I think you’ll be fine. And I think your blood sugars 
might be a whole lot better controlled and that will 
protect your kidneys.

Pt.	 OK, Doc. Let’s try it.

The model we recommend has been called “an educa-
tional sandwich,” and consists of 3 steps: Ask, Tell, Ask. The 
physician can ask what the patient knows, what the patient 
is concerned about, and what the patient has heard from 
other sources. Then, usually a brief explanation can be fol-
lowed by again asking, “Any other thoughts?” “Any other 
questions?” “Now that we’ve talked a bit about it, what are 
your concerns [29]?” 

Even if the patient voices no concerns just now, we can 
expect them to surface when his pharmacist hands him 
the “worry sheet” along with the filled prescription and 
cautions him about potential side effects of this “very nice 
medicine.”
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What’s It For and How Do I Take It?
Although patients starting new medications ask more ques-
tions of their physicians than those not receiving new pre-
scriptions [28], the examples above illustrate that patients 
may not always attempt to clarify potentially confusing 
statements. Even when they query physicians about treat-
ment plans, they may not be persistent enough to receive 
full clarification. A 31-year-old man went to his family 
physician’s office with complaints of cough-producing spu-
tum, rhinorrhea, and chest tightness that was worsened by 
second-hand cigarette smoke. After a discussion about the 
effects of cigarette smoke on the bronchial passages, the 
physician comments:

Dr:	 Could be asthma. And that is nothing more than 
allergies. Allergies affecting your lungs and bronchial 
tubes.

Pt:	 Oh, that is in the family too. I forgot to tell you.

(intervening conversation and physical examination)

Dr:	 Also, I am going to give you an inhaler.
Pt:	 An inhaler?
Dr:	 Yeah, for the asthma.
Pt:	 So, this is asthma then?
Dr:	 Uh-uh.
Pt:	 Oh great.
Dr:	 Reactive airway disease. Asthma is a dirty word to me.
Pt:	 I know.
Dr:	 OK.

The physician initially stated that the patient might have 
asthma, but later retracted his statement when recommend-
ing the inhaler to the patient. They agree that “asthma is a 
dirty word,” but there was no discussion about what reactive 
airway disease is or why an inhaler would be helpful. The 
patient’s family members might tell him that the prescribed 
inhaler is for asthmatics, and he might not use it if he doesn’t 
have a good understanding about why it would help him. One 
study demonstrated that 12% of older patients did not fill a 
prescription because they did not think they needed the drug 
they were prescribed [30]. A clear explanation about why a 
medication is prescribed or about what the medication is sup-
posed to do might increase the chances of the patient using it.

In this office visit, there was no further discussion about 
the inhaler. Thus, it is unclear whether it was supposed to 
be used regularly, or as needed, for chest tightness. Potential 
side effects also were not mentioned. Instead, the conversa-
tion progressed to the second new medication prescribed:

Dr:	 Let me give you a, a short course of some antibiotics 
for the yellow stuff cause I think you’ve got an 
infection sittin’ on top of all this. Give you the 6-pill 
variety. Short and sweet.

Pt: 	 OK. So you only have to take 6 pills?

Dr: 	Yup, only once a day. Five days, you’re done. (Ensuing 
unrelated conversation).

Although the patient attempted to clarify the number of 
pills prescribed, he did not ask any further questions. If 6 pills 
are being prescribed over 5 days, what happens with the extra 
pill? The antibiotic prescribed is likely azithromycin. Patients 
take 2 pills at the same time on the first day, and then 1 pill on 
each of the following 4 days. However, these directions were 
not clearly stated, and there was no more medication-related 
conversation during the visit. Hopefully the pharmacist clari-
fied the antibiotic directions for this patient. 

The patient was never told the actual name of the anti-
biotic during the visit. Not mentioning specific antibiotic 
names when prescribing antibiotics may contribute to pa-
tient misunderstandings about the purpose of antibiotics. 
Patients not understanding that different antibiotics are used 
to fight different types of bacterial infections may be more 
likely to take any available (likely left over) antibiotic when 
developing an infection. Furthermore, patients may be able 
to prevent an adverse reaction or save a pharmacy phone call 
to their physician’s office if they recognize that the antibiotic 
being prescribed is one to which they are allergic. 

Are There Side Effects?
A 45-year-old woman with a history of hypertension and 
severe diffuse pain in her hips and knees presented to her 
internist’s office because of worsening pain that prevented 
her from working.

Dr:	 All I could recommend, you know, today, at this point, 
is we could try some other uh, pain medications. 
You’ve been on, you’ve taken like a Vicodin an’ those.

Pt: 	 No, just what, the ‘flammatory. I try not to take, uh, I 
start taking it last weekend, but it’s getting worse.

Dr: 	Taking what?
Pt: 	 The reflex... the uh, inflammatory.
Dr: 	Uh-huh. OK.
Pt: 	 Why would I be in this pain?
Dr: 	I don’t know. I have no idea why you know, you’re 

having these, such diffuse pains. Like I said, did you 
want, you want to try something like a Vicodin?

Pt: 	 Uh…
Dr: 	You know, it’s stronger, more like a narcotic, uh, pain 

reliever. You’ve taken those before right?
Pt: 	 No.
Dr: 	Oh no. You never took Vicodin?
Pt: 	 Maybe it’s me, but I try not to take ‘em.
Dr: 	You try not to, or you never did?
Pt: 	 I never did.
Dr: 	Oh, you never did. Oh, OK. So you have some at 

home?
Pt: 	 No.
Dr: 	Oh. I gave you a prescription but you never filled it?
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Pt: 	 No.
Dr: 	You want to try it now?
Pt: 	 Yes.
Dr: 	Oh, OK. Do you need any other medications at this 

time?
This patient expressed a general reluctance toward tak-

ing medications. She had taken something that she believes 
was an anti-inflammatory medication but stated that she 
tried not to take it, and only started because her joint pains 
were getting worse. At this point, we really don’t know 
exactly what she took or how much. The patient did not 
get a chance to respond to the physician’s first query about 
whether she wants to try Vicodin before the conversation 
drifted on to a different topic. It turns out that the physician 
had prescribed the medication before, but the patient never 
filled the prescription at the pharmacy. 

Even though the patient agrees to accept the Vicodin 
prescription, there was no significant discussion about her 
previous failure to fill the medication, so we don’t know if 
it was due to fear of side effects, preference for alternative 
therapies, or difficulty with medication affordability. Since 
these obstacles may still exist but were never addressed, the 
patient may not fill the opiate prescription this time either. 
In fact, when the topic of the medication is revisited later in 
the visit, the patient seems more concerned about getting a 
note for work than about the medication:

Dr: 	OK…let’s uh, let’s try the Vicodin, hopeful—you know, 
I don’t, you probably shouldn’t need it for very long, 
you know, a couple of days maybe.

Pt: 	 I need a statement for my work.
Dr: 	OK.

A more in-depth discussion might have begun with the 
physician revealing her confusion. For instance, the physi-
cian might have said: “OK, I am beginning to realize that I’m 
a little confused. Let’s take this one step at a time. First tell 
me again what anti-inflammatory medicine you were tak-
ing.” Additional efforts at reaching a precise understanding 
would include questions about the Vicodin prescription that 
was unfilled, about the patient’s ideas of needs for time off 
from work, and the patient’s other as-yet unstated expecta-
tions and hopes.

The conversation might reveal that the patient was OK 
with continuing the anti-inflammatory medication and 
that she merely wanted a note for work. (Indeed, it sounded 
like the patient had not received an adequate trial of the 
anti-inflammatory agent, but the physician appears not 
to notice this and advances to a new medication class.) In 
this case, the entire conversation about Vicodin might have 
been circumvented. If the patient ended up filling the opiate 
prescription, the litany of side effects detailed in the package 
insert may have caused sufficient anxiety to keep her from 

taking the medication. Furthermore, she may be more likely 
to stop the medication upon experiencing side effects. 

Since the patient is not given instructions about the amount 
of medication to take in 1 day, she could take too much or not 
enough to control her pain. The physician alludes to the fact 
that the patient may only have to take the medication for a few 
days, but since it was not explicitly stated, she may not realize 
that she is only supposed to take the medication only if she 
has the pain, not all the time. By discussing the efficacy of the 
medication in relieving the patients’ pain, the potential side 
effects, and her reluctance to take the medication, the physi-
cian may have been able to allay some of the patient’s fears, 
facilitate her acceptance of taking the medication, and better 
ensure that her pain would be adequately controlled. 

Discussion
Good physician-patient communication about new medica-
tions is important to ensure patient understanding about 
what a medication is called, why it is needed, how it should 
be taken and for how long, and what potential medication 
side effects might occur. A good place to start is by asking 
what the patient already knows or fears. Since patients do 
not readily ask questions about their medication regimens, 
even when they do not understand the conversation, every 
effort should be made to convey this information in an 
unambiguous manner. Some sort of check-back system is 
needed to learn exactly what the patient heard and thought 
he understood from the doctor. After explaining about the 
prescription, the clinician can say: “I don’t always explain 
this as clearly as I would like, so tell me what you heard 
and then I can clarify anything I’ve left out.” That way the 
clinician takes on herself the responsibility for having been 
incomplete or unclear and doesn’t blame the patient for her 
lack of understanding. The actual conversations portrayed 
here might seem cumbersome and easily improved. Al
though self-reflection is particularly difficult, physicians 
might try to analyze their own statements when prescribing 
a new medication. Are the words used efficiently? Are they 
likely to convey all the patient needs to know?

Depending on the medication prescribed, other issues 
may be important to discuss when prescribing new medica-
tions. Reassurance about medication efficacy, arrangements 
for follow-up visits to assess whether a medication is work-
ing, and coordination for laboratory or other tests critical to 
monitoring the medication may be needed. Patients also like 
to know there are no interactions with existing medications 
and want to hear about medication supply and refills [28,31]. 
Issues concerning medication cost and insurance plan may 
be important to discuss, especially for older patients taking 
multiple medications. Assessing a patient’s potential for 
medication adherence and giving tips for adherence might 
be helpful for some patients.
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Physicians prescribing new medications might pay atten-
tion to the following communication strategies:

•	 Ask the patient for their understanding, then provide 
information clearly and succinctly.

•	 Repeat important information.

•	 Check for understanding by asking patients to repeat 
critical elements [32].

•	 Write the medication’s purpose on the prescription so 
it will appear on the bottle label.

•	 Ask patients how they plan to incorporate the 
prescribed medication into their daily routine.

•	 Write down instructions.

•	 Listen for and address patient concerns.

Despite time constraints during office visits, essential in-
formation can be efficiently provided when new medications 
are prescribed [5,33]. It may be insufficient for physicians to 
expect pharmacists to educate patients, because errors might 
occur between physician and pharmacist, pharmacists often 
provide minimal verbal counseling [34–36], and patients 
may refuse pharmacist counseling about new medications. 
Providing patients with basic information about their medi-
cations in a clear, succinct manner may be instrumental in 
increasing patient ability to understand and adhere to their 
medication regimens. 
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