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When was the last time you taxied down the runway without at least considering the possibility of an 
accident at some point in your flight? How often do you think patients in one of our hospitals worry that their 
physician, pharmacist and nurse will, as a team, make a collective error that results in a preventable adverse 
drug event? Even with the increasing news reports of preventable hospital errors, most patients trust that their 
healthcare providers will at least not harm them, and that interventions will improve their health.  

The Odds and Perception of Risk
A 2006 annual review of U.S. aircraft accident data found that the overall accident rate was 0.132 per 100,000 hours flown. 
A recent study by the Massachusetts Hospital CPOE Initiative, called “Saving Lives, Saving Money: The Imperative for CPOE 
in Massachusetts Hospitals,” found that the baseline rate of preventable adverse drug events (ADE) in their study group was 
10.4%. The difference in these accident rates is striking — we have a one-in-several-hundred-thousand chance of experiencing 
an airline accident compared to a one-in-ten chance of experiencing an ADE. Think of the alarm there would be if one-in-ten 
flights ended in a crash!

While there are many differences between these industries, one of the cultural differences is the perception of risk and the 
resulting focus or lack thereof on continuous quality improvement. Healthcare has long trusted and relied on the heroic efforts 
of well-trained and dedicated professionals taking meticulous care in the healing of their patients. As we have seen from the 
1999 Institute of Medicine report and many others since then, these efforts are not sufficient to ensure safe care. 

Quality Movements in Industry
Quality movements like Six Sigma and Lean Manufacturing focus on establishing a quality process and reducing process 
variation to create measurable improvements in outcomes. Hospitals have started looking to these methodologies to gain 
insights in how to improve patient care outcomes by reducing variability in care processes.

Healthcare has a high degree of variability that is difficult if not impossible to eliminate. The job of quality professionals is 
to carefully analyze processes to find places where variability can be reduced, value added and quality improved. Tools, like 
information technology, play an important role in process and offer an efficient way to help decrease process variation.

I recently participated in a Lean workflow analysis at a community hospital. The Lean consultants were shocked at the number 
of process variations possible just to order, dispense and administer a medication. However, the future state workflow created 
by the group was faster, involved less time for the physician and had a measurable increase in quality based on the legibility and 
completeness of the orders submitted through a computerized provider order entry/clinical decision support (CPOE/CDS) system. 

As hospitals focus more on quality and process, they are looking to information technology as a part of the solution. The 
Massachusetts study analyzed the preventable ADEs and found that 81% could have been prevented by implementing CPOE.  
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