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癌症病患之藥事照護作業
服務機關：國立成功大學醫學院附設醫院

姓名職稱：林永順 藥師

派赴國家：美國

出國期間：98年12月30日至99年4月2日

報告日期：99年6月21日

摘  要
職成大醫院藥劑部藥師林永順，奉准於九十八年十二月三十日至九十九年四月二日赴美國加州SACRAMENTO KAISER PERMANENTE MEDICAL CENTER見習(簡稱KP)。在Inpatient Pharmacy Director SangSang Ma Pharm D及Supervisor Connie Massoud Pharm D、Supervisor Andy Nguyen Pharm D、Supervisor J.B. Pharm D，及藥劑部門之藥師Yvette, Stephanie, Chris, Joanne, Jennifer, Calvin, Tonya, Beth, Monica, Bethy, Kim, Po, …等等藥師之協助與指導下，深入瞭解癌症病患藥事照護作業；從新進人員教育訓練、持續提升人員專業知識與技能，並進而學習該醫院藥師於整體醫療團隊所擔任角色、如何避免給藥錯誤、提升用藥安全、協助監測藥物療效、副作用與交互作用，減少不必要醫療資源浪費，提升整體醫療品質之作為。同時透過Inpatient Pharmacy Director SangSang Ma Pharm D安排，參訪KAISER PERMANENTE MEDICAL CENTER位於ROSEVILLE之另一新蓋完成啟用之院區，學習藥局設備規劃及管理模式。期望能將觀摩與見習所得，回台之後發揮應用在病患照護與藥局作業管理之改善。
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目的

成大醫院居南部醫療服務提供之重要地位；特別在癌症研究、治療更積極爭取國家衛生研究院於本院設立南部國家癌症研究中心，發展臨床研究、提升存活率、降低藥費浪費、降低藥品副作用，以提升病患生活品質。現階段本院腫瘤中心所屬癌症醫療品質小組除包括醫師、護理師、個案管理師外，也將藥師列為重要成員之一，促使藥師加入癌症醫療品質小組可協助提升病患照護品質。
本部自開幕初期即派員至台大醫院、和信醫院等等參觀國內各大醫院藥師於癌症照護之扮演角色與實質成效，同時也一直不遺餘力參與臨床藥事服務作業，值此，職奉准於九十八年十二月三十日至九十九年四月二日赴美國加州KAISER PERMANENTE MEDICAL CENTER見習，希望透過觀摩國外醫院藥師參與團隊作業模式、癌症病患之疾病教育與用藥指導、參與藥師在癌症藥事照護之教育訓練等等，吸取國外經驗，與國際接軌，提昇作業品質與成效。
過程

此次赴美國加州SACRAMENTO KAISER PERMANENTE MEDICAL CENTER研習，從提出申請，該機構對申請人員要求、職前訓練、實務見習、核發證明文件，均顯示出該機構對此訓練計劃完整構思與落實，以下分別就各項目說明：
(1) 填寫申請文件並檢附證明
KAISER PERMANENTE MEDICAL CENTER是美國極具規模的健康照護機構，也因此對於新進人員及代訓人員設計完善教育訓練計劃。透過CHECK LIST申請表單，逐一檢視申請人提供之文件是否齊全且適當。此CHECK LIST申請表單，結合該機構對「感染管制措施執行精神」，值得學習：

     一、首先，申請者須提出證明未感染結核菌之診斷證明：Proof of negative PPD

         skin test within the last 3 months, or a documented history of a positive skin test

         and a documented chest x-ray with the last 12 months and documentation from

         a physician that the guest is free of active tuberculosis.

二、申請者須提供預防接種證明文件：包括Mumps，Measles，Rubella immunity、Varicella(chickenpox) immunity、Hep B series, or a signed declination that they do not want Hep B Series.

三、人員被要求上該機構網站學習醫院工作者應有之基本認識，且通過測

    試列印出證明文件，其中含括對病患隱私應有之基本認識與態度最為印象深刻。

四、人員被要求上該機構網站學習醫院工作者對感染管制防護應有之基本

    認識，且通過測試列印出證明文件，例如洗手的正確觀念。

五、簽署保密同意書(CONFIDENTIALITY AGREEMENT)：其內容除強調對
    病患病情、個人資訊等之保密要求外，也強調影印文件、電子文件、
    網路郵件等等保密、複製、銷毀等等應有概念。
(2) 職前訓練
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該機構與本院最最大差異在於：本院教學中心設計電子學習課程供新進人員於一定期限內成必要主題教育訓練課程。而該機構(簡稱KP)之受訓或新進人員在獲准進入該機構見習或工作前需上網學習並完成該機構精簡必要訓練基本課程；例如機構設置精神、服務理念、願景、醫學倫理概念等訊息製作PowerPoint檔案，約2.5小時時間由專人一對一簡介，並立即測試。訓練部門也需立即安排職前訓練，透過CHECK LIST確認完成必要項目職前講習，例如：Department Hours of Operation、Lunch Hour Length & Breaks、Restroom Locations 、Department Phone / Fax List、Review Equipment Safety後，經由單位主管簽名，人力資源管理部門才核發識別證，該員才可獲准進入該機構見習或工作。
(3) 實務見習

在KAISER PERMANENTE MEDICAL CENTER見習，發現由於資訊發達、國際性學術活動互動頻繁，國內與國外醫院藥師於整體醫療團隊所擔任角色、如何避免給藥錯誤、提升用藥安全、協助監測藥物療效、副作用與交互作用，等等努力方向與作法均大同小異，部份由於軟硬體等設備之支援、作業流程設計而有所差異，其中不乏具學習之優點，分述如下：

1、 審核處方時機：

在KAISER PERMANENTE MEDICAL CENTER已建構完善資訊化作業系統，當然也包括處方開立時藥品適當性自動勾稽功能，此點與本院大同小異。差異的是：KAISER PERMANENTE MEDICAL CENTER醫師以電腦系統開立電子化處方箋後，護理人員需 在電腦系統Release 處方，緊接著有專責藥師需Verify處方，若處方無疑義之處，才有藥師調劑該處方。有別於本院醫師以電腦系統開立處方後，需列印出調配單，藥師在調劑或核發時發現疑義才照會醫師討論處方適當性。

此項差異，KAISER PERMANENTE MEDICAL CENTER因系統設備上之支援，創造出“即時性處方照會”、“省略紙張列印作業”、“所有記錄資訊化”之優點。
2、 給藥模式差異
本院住院個案經由藥師每日依據醫師處方，列印調配報表調配每日藥量，經由交換藥車送達護理站，再由護理人員投藥。此過程經常發生：藥師調劑錯誤、護理人員投藥錯誤、甚至對應投藥病患錯誤等等用藥安全之事件。
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在KAISER PERMANENTE MEDICAL CENTER其護理站配置Pyxis Machine (護理站儲放藥品之機器，參照右圖)。為維持Pyxis Machine正常供應藥品，系統設定每天早上6:30及下午2:00會依據各護理站Pyxis Machine品項設定之存量資訊，只要低於最大量，就跳單列印調配單補充至最大量，經技術員與藥師調劑覆核完成後由技術員配送至護理站補充入Pyxis Machine。
若醫師開立之藥品已建置儲放於該護理站Pyxis Machine，技術員(Technician)或藥師就不需調劑給藥。護理人員就依Bar Code系統確認藥品與病患身分，執行投藥。

若此藥並未儲放於該護理站Pyxis Machine，此時就會列印調配單資訊， 此資訊傳遞該護理站病患需使用該藥品且藥品尚未建置儲放於該護理站Pyxis Machine。因此，該調配單資訊需經藥師依據其使用頻次及單次量於電腦系統增設該護理站Pyxis Machine的第幾號抽屜？ 第幾號藥盒？儲放多少數量此品項？(設定最大量及最低量)
技術員(Technician)再依據該資訊調劑，捆綁在一起經藥師覆核後先暫時存放於固定收集盒內，而後每小時經由一位技術員(Technician)傳送收集[image: image3.jpg]e ——
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盒內之藥品及調配單資訊到各護理站，並依調配單資訊儲放藥品於該護理站Pyxis Machine的第幾號抽屜、第幾號藥盒、儲放數量。(參見右圖)

此程序在操作Pyxis Machine時每一環節均需確認並輸入藥品效期。
藥師或技術員儲放必要之藥品後，護理人員簽入密碼開啟 Pyxis Machine 提取藥品，並經Bar Code系統確認藥品與確認該病患確實被開立該藥品才能執行給藥，並且電腦系統完全記錄上述程序每一環節時間。因此，有效提升病患用藥安全之把關機制。
3、 Bar Code系統運用
KAISER PERMANENTE MEDICAL CENTER全面運用Bar Code在每一作業環節，大大提升病患用藥安全。
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除了上述Pyxis Machine提取藥品Bar Code確認外，特別值得一提的是：不論在口服錠劑或膠囊、口服水劑、注射藥品均達到單一劑量包裝作業，並在每一單一劑量包裝上列印必要資訊及條碼，因應Bar Code作業系統。(參見下圖，口服膠囊、口服水劑、針劑)
4、 大量使用預先配製針劑溶液(PRE–MIX)
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由於國家制度差異，在KAISER PERMANENTE MEDICAL CENTER，針劑藥品幾乎完全由技術員(Technician)調配後簽名，經藥師覆核簽名，再由技術員(Technician)配送藥品到護理站。(國內並未合法使用技術員)
國內目前調劑針劑藥品，大多數由藥師調劑乾粉注射劑或溶液注射劑至護理站，由護理人員配置成溶液劑投藥。此模式經常受到護理人員要求藥師應依醫師處方完成配製成所需濃度之注射劑供護理人員投藥。然而，現階段在國內多數醫院仍僅在化療藥品調劑上依此目標進行，且仍未全面推動。

反觀國外，由於市場上許多預先配製針劑溶液(PRE–MIX)可供選用，確實達到護理人員所提出概念：透過藥師調配、雙重核對機制，避免護理人員使用不當稀釋液配製注射劑、配製錯誤濃度等等危害病患用藥安全之議題。

在此，KAISER PERMANENTE MEDICAL CENTER透過技術員(Technician)執行下列模式：
(1)、技術員(Technician)完全將藥品配製在稀釋溶液，標示完成調配。
(2)、技術員(Technician)將vial經由可折式管套預先配製在稀釋液前端，

    護理人員折裂該管套即可使用該藥品溶液，完成配製。
(3)、抽取藥品在適當空針內，經CAP(螺帽鎖)鎖定，標示完成調配。
確實達到將最終配製好之注射劑送達護理站，且標示必要資訊及條碼，供護理人員確認藥品與病患身份，確實有效提升病患用藥安全。
5、 提升用藥安全機制
不論在任何一醫療院所，用藥安全議題總是無時無刻被提出。KAISER PERMANENTE MEDICAL CENTER也提出一宣導表單，結合運用英文字母A – Z，清楚傳遞用藥安全概念給所有醫護人員。非常具有創意，提出供參考。
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“Back to Basics - A Guide for
Physicians, Pharmacists and
Nurses Involved in the
Medication Use Process”

ACKNOWLEDGE NEW ORDERS:
All new orders must be reviewed and
acknowledged by nursing staff.

DRUG EVENTS:
nts must be reported to the
\aimacy immediately and an
ADEs identified in the
d be called in to the

f tPA infuslon are to be
pharmacy; the bolus dose shall
r yringe, the continuous infusion
s the patient specific dose.

©s; Medications |
bedside require MD
are limited to topical
and Inhalers. These o
ons inciude items such as Tucks,
Dermoplast, Vaseline, Desitin ointment,
Lansinoh, llex, and Bactroban creams.

BLack Boxep WARNINGS: Medications with FDA
Black Box Warnings (BBWs) will now have a
Weblink in HC Order Entry, MAR, and Pharmacist
Verification called “Boxed Warning Drug”.

COMPLETE MEDICATION ORDER: A complete
medication order must include ALL of the
following elements:

Medication name:

Dose

Frequency of administration
Route of administration

If PRN, an indication for use
Patient name and MR number
Date and time of order
Physician name/signature

If any of these elements are not present, the
order must be clarified with the physician by the
nurse or the pharmacist.

S S

\TED ELECTROLYTES:
Concentrated electrolytes (i.e., Potassium salts
or Sodium chloride > 0.9%) shall be stored in the
inpatient pharmacy only. They are High-Alert Med

Do Nor Use Assreviations;

This list includes 8 abbreviations
that must not be use in our
Medical Center.

T Fatertal |~ Preferred
ftom | Abbreviation | protiem Torm
T [ Mistaken |~ Walts "urit"
Utforunty | Fsiaker
four, ce.
2. 10 {for “Mistaken Wiite
Intemational | asVor | “Intemational
unl) | 10 ten). unit*
3 Wistaken |~ Wiifte “dally”
() 10rQOD | or “overy day*
0r 0D,
4 Mistaken | Wiite "every
Qo: for QIDor | other day"
13
L5 e Decmal |~ WiteXg
aomy missed
3 [ Decimal | Aiways wite
""(‘;'("’:x')'"’ point is 0Xmg
& missed.
0 Mistaken Wilte
e for “morphine®
Mgs0a
B Mistaken Witte
Mgs04 | forMSor | “magnesium
MS04. sulfate”

Patient education should include all
aspects of medication use to enable
patients to safely and appropriately:
take medications at home.

[EPIDURAI MEDICATIONS:

Medications given via the epidural route are
considered HIGH ALERT medications.

FALLRisk: NPSG #9 is to
reduce risk of patient harm
due to falls. Don't forget to
review the patient's medications!

FIRST DOSE: Educate and monitor patients

when giving the first dose of any new
medication.

FIVE RIGHTS: REMEMBER the 5 rights (right
patient, drug, dose, route, and time) duvlq;
medication administration and don't forget
the right documentation!

potential mixed

i Follow the right sequence:
1. Check MAR for verified orders i

2. Wash your hands
Put on non-interruption wear
(Sash) if applicable
Rilmov'e meds for one patient at
atime from PYXIS and compare
to MAR (1 MAR check: /mpm 7’1',‘,.5:;“"0"'
- Wash/Gel hands before entering patient room
« Ask the patient to state his/her name. Use
patient name and MR# as TWO identifiers,
With the chart closed in KPHC, scan patient's
arm band to validate the Right Patlent.
7. Compare medications to MAR (27 MAR
check; v'Right Drug, right dose)
8. Explain the medications you are Eiving
("Right Indlcation and rationale)
9. Ask patient if there are any questions
10. Scan medication bar codes (¥ Right drug)
11. Open medications in front of patient and
administer (" Right route)
12, Chart/document in KPHC after administration
(Right documentation)

HIGH ALE|

o

=

oo

Medications identified as requiring
special handling throughout the
medication use process, especially
drug administration.

KP's High Alert meds are:

@ Alteplase @ IV Chemotherapy infusions
@ Concentrated electrolytes (NA* and K')
@ Heparin, lepirudin, argatroban @ Insulin,
@ Epidural drugs @ Oplate Infusions

@ Intrathecal meds @ Vinca alkaloids

@ Neuromuscular blocking agents

@ TNKase @ Neonatal medications

Jusuune All insulin doses must be drawn in the
Med Room and affixed with the AccurPrint bar
code label. Original vials should NOT leave the
Med Room but should be retu mog_ﬂ Pyxis or bin.

IV High Alert medications are

dispensed with a special sticker for IV tubing line
tracing label. Nursing staff to utilize those sticker A5
and label the IV tubing accordin P
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Medication Error Reduction Plan

a comprehensive facility plan to

reduce medication errors. Visit th
MERP website to learn more about the

MEDICATION RECONCILIATION; Medicatio

taken at home must be reconciled wit
medications the patient takes In the ‘. at
admission, at transfer, and upon dischiarge.

MEDRITE: Remember to wear your sisi ke fore
administering medications to minimi:«
distraction and stop others from int¢

you during the medication administs

process.

MED SAFETY HOTUINE:  If you have any consei
related to medication safety, please call
8-514-4242.

NA!]QNALEAUENLSAEMQAI&.

Improve the accuracy of patient ID

Improve the effectiveness of

communication

3. Improve the safety of using medications

4. Reduce the risk of health care
associated infections

5. Accurately and completely reconcile
medications across the continuum of care

6. Reduce risk of patient harm due to falls

7. Encourage patients' active involvement in
their own care

8. Organization identifies safety risks
inherent n its patient population

9. Improve recognition and response to
changes in a patient's condition

10. NEW NPSG.03.04.011 Label and date all
medications, containers (syringe, medicine
cups, basins), and other solutions AFTER
drawing up medications. This practice
applies to all Patient Care Areas Including
Pelop areas (on and off sterile fields.)
Label should have medication name,
strength, quantity, diluent, volume, and
date (preparation and expiration date.)

CHECK:

Two practitioners, at the bedside, verify
separately and independently:
¥ Right patient, using two patient identifiers
v Right medication
¥ Right dose or rate (must perform

calculation independently as needed)
¥ Right time of administration
v Right IV pump setting, if applicable
 Right infusion rate

JusT CULTURE: A culture of trust in
which people are encouraged to
provide essential safety-related

information, but they are also clear
about where the line must be

drawn between acceptable and unacceptable

behavior.

Know YOUR PATIENT: Know their
history, allergies and why they are
recelving the meds they are taking.
Review patient knowledge of their 2,
medications to identify teaching needs.

LOOK ALIKE/SOUND ALIKES;
Be particularly careful with
medications that have similar
names and/or packaging. Talk to
the pharmacy if you have concerns

about packaging or storage in your area.

* BreVITAL - BreviBLOC - Bretylium (SA)

+ Celebrex - Celexa - Cerobyx (SA)

+ ClonAZEpam - ClonIDINE (SA)

* Dexmedetomidine - Dexamethasone (SA)

 DOPAMINE - DoBUTAMINE (SA)

« EPHEDrine - EPINEPHrine (SA)

* Fentanyl - SUfentanyl (SA)

+ Hydromorphone - Morphine (SA)

* HyDROXyzine - HyDRALazine (SA)

* Insulin products - (LASA)

» Lipid-based amphotericin products (SA)

+ Phenytoln - Fosphenytoin (SA)

* Quinine - Quinidine (SA)

* Roxanol - morphine oral (SA)

+ Torbutaline - Mnlhylﬂ‘onnvlm ()
» JM = Xanax (SA
Shrreetag PO

nwln In less than {4 hours.

Expiration time Is needed when explration

OVERRIDES: PYXIS override function
is to be used In emergency only, It
Is NOT acceptable to override drugs

routinely or to remove meds on one
patient for use on another patient. It is also
NOT acceptable to override bar codes of
medications or patient armbands. Dolng that
would bypass oll safely measures

Implemented to aesuie patient safety,
EAMMANM

Assess pationt's comfort zone each shift
./ Assess paln lovel with routine vital signs
¥ Document quality/location of pain

and comfort measures attempted
¥ Document reassessment
within one heur of intervention.

PHARMACY INFORMATION: Need more
information? Visit the Pharmacy Website or
see the Pharmacy Information Binder.

QuaLFe Az PRN QROERS:

All PRN orders must be qualified;
i.e. there must be a reason for
giving the medication, (e.g. *foj
agitation due to dementia”).

RANGE ORDERS: Range orders are not.
allowed in the KPHC environment.

REVERSAL AGENTS: If a reversal agent is used

(e.g., Flumazenil, Naloxone, and Phytonadione
or Vit. K) to reverse an adverse drug event, be
sure to report the incident via the ADE Hotline.

STORAGE OF N

= Upon patient transfer, RNs to
transfer all active non-Pyxis meds
(from Individual Patient Med bin
and refrigerator) with patient. -

* Upon discharge, RNs to return
unused non-Pyxis meds tothe
Return to Pharmacy bin 3

* RN should also remove all
~discontinued medications from

1t medication bin and gll
~ inthe leum to Ehum\nw y bin.

STANDARD OF PRACTICE: Medication P&ps are
updated regularly and avallable for:

@ Chemotherapy @ Fentanyl Patch Disposal

= IV Management @ Investigational Drugs

< Narcotic Infusion @ Pain Management/PCA

# Potasslum Chloride @ Medication Admij
* Medication Errors. el

TS Pharmaclsts no

longer transcribe orders. They verlfy

orders in KPHC. However, it is RNs'
responsibility to acknowledge all new orders
before administering the medications,

Trananeaion, PATCHES I KIRY (Naw P&P)
All transdermal patches will be taken off prior
to MRI procedure. See new policy for detalls.

Our pharmacies are open 24/7 and
a pharmacist is always available.

VERBAL ORDERS;
¥ Must be entered in KPHC and
then read back to the physician
¥ Must NOT include any
abbreviations from the *Do Not Use" List

This Is vital before any medication
administration ..it is the # 1 way to
prevent the spread of infection.

i All patients must be
weighed on admission; document welght and
update any weight cnsngc in KPHC.

lt Is unacceptable for a ph) lnim

“to “resume all | prqvlmn
Do NOT use any al brwll o
Not




(4) 核發證明文件
透過KAISER PERMANENTE MEDICAL CENTER，Inpatient Pharmacy Director SangSang Ma Pharm D及Supervisor Connie Massoud Pharm D、Supervisor Andy Nguyen Pharm D、Supervisor J.B. Pharm D及該部門藥師Yvette, Stephanie, Chris, Joanne, Jennifer, Calvin, Tonya, Beth, Monica, Bethy, Kim, Po, …等等藥師之協助與指導，短期三個月學習很快結束，感謝Inpatient Pharmacy Director SangSang Ma Pharm D還特別為我舉辦一歡送會並頒發證明文件。
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心得
近幾年來，已有多位本部同仁經派送到國外學習與參訪，經由同仁回國後經驗分享，也夢想那天自己也能有機會到國外實際學習，看看外面的世界，充實自己國際觀。如今，夢想實現，在此特別表達心中感謝。此次能順利出國參訪特別感謝部內同仁、主管們大力幫忙，包括尋找參訪醫院、建議行程安排、叮嚀出國注意事項、協助支持家裡事務等等。也感謝人事、會計、秘書室等部門行政流程等事務協助，使得各項作業得以順利完成。

美國之行讓我親身體驗到；美國藥師在整體醫療照護體系受重視與倚賴之角色。相信這樣的成就不是藥師自己可以去要來的，而是當藥師自我表現受到信賴與肯定後，團隊成員所給與的！

KAISER PERMANENTE MEDICAL CENTER配置Pyxis Machine與全面運用Bar Code系統在提升作業效率與病患安全之成效非常卓著，透過作業效率提升，可促使藥事人員更充裕時間與心力投注於臨床服務；透過Bar Code系統作業管制提升病患安全，也提升醫療品質與病友對醫院信賴。
優質、便利上手之院內資訊作業系統使得KAISER PERMANENTE MEDICAL CENTER醫療團隊可以很便利的透過該介面處理線路事務，例如藥師可以即時將處方照會內容輸入聯繫醫師，並快速取得回覆意見，而且所有過程均清楚記錄在系統上，可以造就醫療人員負責態度，也讓後續資料整理顯得更有效率。
在三個月學習期間，恰巧碰到幾位藥學系學生到KAISER PERMANENTE MEDICAL CENTER實習，可以發現美國藥學教育制度體系下所教導出來的實習生與國內藥學教育制度體系下所教導出來的實習生其專業技能有明顯落差，相信這是藥學教育制度可以有所成長之空間。
建議事項
（1） 落實人員基本職前教育訓練：KAISER PERMANENTE MEDICAL CENTER在新進員工或受訓者取得識別證進入該機構前，必先給與適當必要的主題訓練，避免人員已執行業務造成自我傷害或危害到病患或危害到機構。反觀本院，人員進入後一定時間內要求完成一定教育訓練主題課程，難免擔心碰到上述困擾。
（2） 設備發展：Pyxis Machine在國內尚未引進，目前各大醫院在住院病患給藥模式大致與[本院現行作業相同。此模式每日耗用大多數住院藥局藥師人力與精力，排擠了藥師人員在病患之疾病教育與用藥指導、參與癌症藥事照護等等臨床服務、研究推動，間接影響服務品質。

（3） Bar Code系統全面運用：KAISER PERMANENTE MEDICAL CENTER非常成功的全面推動Bar Code在整體醫療作業面，在給藥程序中，從電子處方市受理、審核、藥品Bar Code標示、藥師存取藥Bar Code辨識、護理人員取藥Bar Code辨識、投藥前病患Bar Code辨識等等，使得病患用藥安全大幅提升。

（4） 市場預先配製冷凍針劑溶液(PRE–MIX)需求：國外有許多已完成最終龍濃度之冷凍注射劑型藥品供應，藥事人員僅需事前予以解凍後，可快速依處方調劑、雙重覆核後交付護理人員投藥，大大降低護理作業量並提升病患用藥安全。可惜的是，在國內目前尚未發展此模式，應可透過全國性藥師相關會議討論此模式需求，若經取得共識，在市場供需機制下，相信必有廠商願意引進相關產品。
（5） 與國際接軌：藥事作業為整體醫療團隊重要一份子，院方在派送海外進修、參與海外學術討論會議等等資源時，仍應持續支持鼓勵，可促使藥事人員更多機會至海外見習或參與國際會議，增廣見聞並發展專業交流。
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