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In the past 30 years health service research has 
described how health care can be made better.1 
Despite this unprecedented knowledge, health care 

remains seriously defi cient in many ways.1-3 Why isn’t 
it better? 

When asked that question, physicians most fre-
quently contend that external regulations, medication 
costs, and lack of time for patient care are the prob-
lems.4 But most of us know that we health professionals 
contribute to the blight as well. Health care isn’t better 
because we have not designed the systems to deliver 
exactly what people want and need exactly when they 
want and need it. Our systems are more often a prod-
uct of history and self-interest than of a design that 
matches our clinical resources to patient needs.

Inadequate systems keep us from doing what we 
ought to do (the most common oversight) or cause us 
to do things we ought not to have done (the most vis-
ible errors).5 Several articles in this issue of the Annals 
of Family Medicine examine our oversights and errors.6-8 
Their fi ndings are similar in most ways to studies of 
medical malpractice in the outpatient setting: lurking 
among most errors and harms is poor communication.9 
A typical verbatim among the thousands of outpa-
tient-reported harms reads: “Doctor did not listen to 
me regarding a medical problem and insisted that it 
was something else. Gave me prescription that burned 
my skin and caused great swelling. Could have been 
avoided if doctor had listened.” These comments 
refl ect a mix of issues, but they almost always mention, 
in one way or another, poor communication.10 We 

health professionals and our patients are just not on 
the “same page.” 

How are we going to deal with these defi ciencies 
given the realities of the demands on our practices? 
The answer from the experts is that if we want to be on 
the same page with our patients, we need to be aware, 
think smart, and think system.

Being aware is the focus of the articles in this edi-
tion the Annals of Family Medicine. 

Thinking smart requires us to recognize that the 
more we help our patients become better at self-care, 
the better their outcomes and the fewer the harms.11-13 
We all have our good self-managing patients who show 
us their medication list and gently correct us when we 
are about to do something wrong. They live with their 
illnesses and manage their lives, medications, and tests. 
Across the nation about 40% of adult outpatients claim 
to be good at self-care. The rates of reported harms 
are lowest among chronic disease patients who report 
good self-management skills and report that they have 
received excellent explanations from their doctor (0.5 
harms per 100 patients per year); patients with poor 
self-management skills who report inadequate commu-
nication have the highest rates of harms (9 harms per 
100 patients per year).10 Helping poor self-managers 
become better and confi dent self-managers become 
more competent seems to be a good way to fi x many 
health care defi ciencies. 

Thinking system requires us to use every technique 
and process possible to ensure that we are on the same 
page. It can begin when vital signs are recorded in the 
offi ce.14 It can be augmented by the use of interaction 
technologies designed specifi cally for busy offi ce prac-
titioners and their patients.10 Same-page care can be 
supported by e-mail, shared medical appointments,15 
proactive telephone contact,16,17 advanced access,18 and, 
of course, continuity of care.19 The challenge for us is 
to systematize same-page care. 

I believe that thinking smart and thinking system 
can be easily retrofi tted into most busy practices.20 But 
even if the retrofi t is not easy for some, it is essential 
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that practices take action. “We are causing harm, and 
we need to stop it,” Don Berwick says. I hope that 
readers of this issue are as impatient as Don. Let’s all 
make it all better.
To read or post commentaries in response to this article, see it 
online at http://www.annfammed.org/cgi/content/full/2/4/292. 
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