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Article Synopsis
Appropriate medication use is a complex process involving multiple organizations and
professions from various disciplines combined with a working knowledge of medications, access
to accurate and complete patient information and integration of interrelated decisions over a
period of time. The growing complexity of science and technology requires health care providers
to know more, manage more, monitor more, and involve more care providers than ever before.
Current methods of organizing and delivering care are not able to meet the new expectations of
patients and families because the knowledge, skills, care options, devices, and medications have
advanced more rapidly than the health care system’s ability to deliver them safety, effectively,
and efficiently. The potential for errors of omission or commission to creep into the process is
extraordinary. No one clinician can retain all the information necessary for overseeing sound,
safe, best practice. This is especially true in the case of pharmaceutical delivery and
development. safety crosses professional boundaries and the curriculum is presented in a multi-
disciplinary and multi-professional way. (team oriented).
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