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In 1999 the Institute of Medicine published the report, Ta Brr is Humani, which
described that medical errors are a frequent cause of mortality in the United
States. Medication errors are an important part of these medical errors. The
report recommends several system changes in order to minimise the occurrence
of medication errors. Arnong these recommendations is the implementation of a
computerised physician order entry (CPOE) system. In this issue, Mitchell et al.
report the evaluation of their hospital's electronic prescribing and drug adminis-
tration system. They conclude that implementation of such a system is feasible
and seems safe, although their pilot study was not designed to look thoroughly
into patient safetyaspects. Other studies, however, have specifically focused on
medication safety issues. Last year both a systemic review2 and a literature review 3

of these studies werf published.
The systemic review assessed five trials on a combined CPOE-CDSS (CPOE is

a system that ensures that medication orders are legible and complete, while
CDSS [Clinical Decision Support System] delivers computerised advice on dos-
age, drug-drug interactions etc.) and geven trials on CDSS.

Most of these studies werf able to demonstrate a substantial reduction in
medication error rates, but werf not powered to detect differences in adverse drug
event rates. The studies included in the systemic review looking into a limited
number of computer systems, that werf orten developed within ODe hospital

('homegrown')2.
Kuperman et al. describe a larger selection of studies, in which they also

include studies on computerised laboratory test order entrf. Their conclusion on
the benefits of the system is the same: medication errors are reduced, but only a
few studies showeffects on adverse drug events and parameters derived from
these events (such as length ofhospital star).

Both review articles conclude that CPOE/CDSS field significant benefits re-
garding patient safety, which is in line with the advice in the Ta Brr is Human
report. Yet, five years after this recommendation most hospitals are still using
handwritten medication orders. A system with clearly demonstrated benefits is
not being implemented on a large scale. ODe wonders whether the choice of
hospitals for this policy is an ethical ODe. When comparing it to the use of
expensive drugs with a proven benefit, the choice always seems to be in favour of
using the drug. Even when the benefits are relatively small with large numbers of
patients needing to be treated to prevent ODe eveht, the drug will orten be used in
Western Society. It is considered unethical to prevent the patient from receiving a
potentially life-saving or event reducing therapy. CPOE/CDSS prevents errors in
the medication distribution process, from the ordering stage to the administra-
tion of the drug. Thus, it bas benefits for almost all patients admitted to a
hospita!. The expensive drug usually bas benefits for only a small group of patients.
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This makes a decision not to implement a CPOE/CDSS in a hospital difficult to

justify.
Several factors maf contribute to the decision not to implement a CPOEI

CDSS. One of the main factors is probably the high casts involved. In their paper
Kuperman et al. showed that casts are relatively high (it maf be as high as
$ 8,000,000 for a 500 bed hospital) with a large portion of these casts being spent
on training and support3. Training and support are among the essential determi-
nants of the success of inpatient clinical information systems4, bath directly in the
implementation process and indirectly after implementation (reliability and ease
of use are success factors after implementation, which are partly determined by
the quality of the training and support). Whether the relatively high casts are
counterbalanced by the benefits bas not been widely investigated. For making
ethical choices a hospital must include casts into the decision-making process.
Just as it is ethically wrong not to use a product with proven benefits, it is ethically
wrong to spend money in healthcare thoughtlessly.

For drug therapy, such cost-benefit evaluations become increasingly impor-
tant. When the benefits of drug therapy are high enough, the casts are usually
acceptable. The same maf hold true for CPOE/CDSS. Cost-benefit evaluations of
these systems mayassist hospitals in making the right and safe choices.
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