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Evidence-based medicine (EBM) is an approach used by medical
practitioners to optimize clinical decision-making by using the evidence from
published results of properly conducted research. EBM is practiced to
provide a stronger scientific base for clinical practice and to provide
consistent, efficient, effective, safe and quality medical care to patients.
Various study designs used in EBM are meta-analyses, systematic reviews,
randomized controlled trials, cohort studies, case-control studies, case
series, editorials and expert opinions, in vivo studies and in vitro studies.
Evidence-based pharmacy improves the role of pharmacist in healthcare
practice by emphasizing on a pharmacist-patient relationship and active
involvement in the treatment procedure. Proper application of EBM
promotes rational medication use.
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INTRODUCTION
Evidence-based medicine (EBM) is the practice of individual patient care by using the evidence of
extensive published research. EBM classifies published data based on its worth by considering meta-analyses,
systematic reviews and randomized trials and provides a suitable recommendation for the physician. The
National Library of Medicine (NLM) introduced the EBM as a medical subject heading (MeSH) to PubMed in
1997 and broadly defined it as medical practice with the aim to improve and evaluate patient care requiring
the judicious integration of best research evidence with the patient data to make decisions about medical care
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[1]. It helps physicians make proper diagnosis, devise testing plan, select best possible treatment and
method to prevent diseases, as well as develop guidelines for large groups of populations affected by the same
disease [2].

Sackett et al. defined EBM in 1996 as "the conscientious, explicit and judicious use of current best
evidence in making decisions about the care of the individual patient. It means integrating individual clinical
expertise with the best available external clinical evidence from systematic research." It is the most frequently
used definition of EBM [3,4].
Eddy first used the term “evidence-based” in 1980s. He published numerous papers in Journal of the
American Medical Association in early 1990s and developed guidelines and policies for evidence-based
practice. The term is broadly used and can refer to anything from performing a meta-analysis of published
research, to promote randomized clinical trials, to a personal incline toward critical evaluation [5]. Guidelines
can be used in any part of medical practice like performing diagnostic tests, how and when a therapy must be
started and how long patients must be under observation after a surgery/procedure [6,7].
Purpose of EBM
EBM is practiced to provide a stronger scientific base for clinical practice and to provide consistent,
efficient, effective, safe and quality medical care to patients [5,8]. Increasing health care costs prevent the
access of quality healthcare to many sections of society. Improper medical care (overuse, underuse and
misuse) practices lead to development of various factors like drug resistance. Many epidemiological studies
highlighted the variations in local medical practices and have confirmed huge differences depending on where
the patient receives treatment [9,10]. Epidemiologists have stressed on a single solution to evaluate the
scientific basis of treatments and provide population-based recommendations for professional standards of
therapy [11,12].
EBM is comprised of a simple three step process which includes retrieval, evaluation and synthesizing
the evidence based on statistical analysis; summarizing the benefits and risks; and determining the
appropriateness of the medical intervention [13].
Healthcare professionals need to be updated with latest practices and must adopt EBM for their
regular practice. Evidence-based pharmacy practice will improve the professional and technical skills of the
pharmacist and provides a better patient care. It needs requires a proper education and training. Clinical
pharmacists need to be trained on employing the EBM in patient care. Special training on principles of
research, literature review and evidence based practice is very necessary to practice the evidence based
pharmacy efficiently.
Studies have shown that EBM can be successfully used in therapy recommendations for patients
suffering from multiple sclerosis [14], post-traumatic stress disorder (PTSD) [15-17], pulmonary hypertension [18],
thyroid disorders [19], stroke [20], diabetes [21], rhinitis [22], cervical cancer [23], atrial fibrillation, etc. [24]. It is
successfully implemented in various dental researches [25-27], nursing education [28], cancer chemotherapy
trials [29], antibiotics [30,31] and NSAIDS [32] to detect adverse reactions [33-36]. EBM also acts as a useful tool in
smoking cessation [37], suicide prevention [38], weight loss [39] and alcohol de-addiction programs [40,41].
Evidence-Based Pharmacy
Traditional pharmacy practice is usually a drug-oriented service primarily focusing on dispensing
prescription/over the counter medications [42-44]. But evidence-based pharmacy improves the role of
pharmacist in healthcare practice by emphasizing on a pharmacist-patient relationship and active involvement
in the treatment procedure. It promotes rational medication use [45,46]. Pharmacist must be abreast with latest
developments in treatment protocols, dosage adjustments, selection of alternatives and preventive therapies
[47]. The pharmacists need to be trained with the skills in patient assessment, developing patient-specific care
plan, patient education and counseling [48]. Evidence based practice is a highly useful tool for detecting and
reporting adverse drug reactions [49,50]. Evidence-based pharmacy helps to prevent polypharmacy and promote
medication compliance to geriatric patients [51].
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Levels of Evidence
The healthcare professional needs to consider the data obtained from various sources before arriving
at a final decision. The evidences gathered from variable sources provide varying levels of evidence. Various
study designs used in order of importance and strength of the evidence are meta-analyses, systematic reviews,
randomized controlled trials, cohort studies, case-control studies, case series, editorials and expert opinions, in
vivo (animal) studies and in vitro studies [1,9,10]. These methods are explained in brief below
 Meta-analysis: It is the result of an extensive search of published medical research, selecting the data
from valid, randomized controlled trials related to the selected topic. It uses complex statistical
methods to pool the results of various studies and includes inclusion and exclusion criteria for every
selected study [52].
 Systematic Reviews: These are similar to meta-analyses and provide solution to a clinical question by
an extensive search from existing literature. They are generally provided by The Cochrane Library [52].
 Randomized Controlled Trials: These are experimental, prospective clinical studies conducted on
human subjects. The subjects are randomly allotted to control group (receive placebo or no treatment)
and experimental group (receive treatment). The trial can be a single blind or double blind study to
prevent study bias.
 Cohort Studies: These are observational studies unlike randomized controlled clinical studies. Large
groups of populations are studied over a period of time to know the effect of health condition or the
exposure to a pollutant, etc. They are not randomized. Cohort studies can either be prospective or
retrospective. A prospective study follows the enrolled subjects into the future and it can be expensive
in cases the subjects are lost to follow up. A retrospective study collects data from patient’s previous
records. It is cheaper compared to prospective study but the data may be incomplete or biased [8].
 Case-Control Studies: These are observational, retrospective studies similar to cohort studies. They
are performed in study subjects suffering from a condition to determine if exposure to something in
the past has caused the same condition and to estimate the level of exposure.
 Case Series: It is report describing many individual cases in a single study subject. They are extremely
useful in case of rare or unusual diseases.
 Editorials and Expert Opinions: They are based on experience of the editor or the expert providing the
advice. They are considered as weak evidence as they have no statistical significance.
 In vivo studies: In vivo animal studies are used in preclinical research but the results in animal studies
do not always reflect the same in human studies. Hence they are not usually preferred in EBM.
 In vitro studies: These are studies performed in controlled laboratory setting with cells or biological
molecules in culture media or solution simulating biological fluids.
Evaluating the Evidence
PICO (population, intervention, comparison and outcomes) model is generally followed when
answering a clinical question [1].
 Population - patients’ characteristics, disorder or problem of interest,
 Intervention - the intervention, diagnosis, treatment or prognosis is being considered,
 Comparison - any alternate therapies available
 Outcomes - the final desired outcome.
Sometimes the time taken to arrive at the final decision or conclusion is also taken into picture. This
modifies the PICO as PICOT model [53].
It is of utmost importance to use the evidence from well-designed studies with a large population size
and clear inclusion and exclusion criteria. The study must preferably have a control group clearly defined end
point. The study methods used must be relevant to the clinical question under examination. The control and
experimental groups must be closely matched. The study used as evidence must be free of bias. All
randomized controlled clinical trials should be double-blinded to avoid any possible bias. The statistical tool
applied must be relevant to the study [54,55].
The databases used for collection of evidence must be reliable, accurate, provide timely information
and must be updated frequently [56]. It is important to use reputed quality databases like PubMed,
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Micromedex, etc. [57,58]. The selected database must preferably answer a wide range of clinical questions and
must contain information about FDA-approved drugs, drugs under trials, traditional and alternate medications
and non-prescription drugs [59]. Use of modern techniques like computerized prescription generation tools,
computerized physician order entry and medication administration system will help resolve the complications
the evidence generation [60].
Role of Pharmacist in EBM
Many community pharmacists in developing and underdeveloped countries restrict their role only to
dispensing medicines to patients. Proper pharmaceutical care and evidence-based pharmaceutical care is a
new concept for most of these pharmacists [61,62]. Lack of proper training, time and access to resources are the
major barriers that impede pharmacists from employing evidence-based practice [56,63,64].
EBM helps to promote the rational use of medications making sure that patients receive the right
medicine in the right dose for the right diagnosis at the right time at the lowest possible cost suitable to their
individual requirements [65,66]. Pharmacist has a major role in this regard. Hospital/Community pharmacist is
crucial in dispensing the medication prescribed the physician to the patient. At times, a clinical pharmacist may
be asked questions by physicians, nursing personnel and patients regarding drug information [67,68]. Hence, the
pharmacist must have a vast knowledge about various drugs, their interactions and adverse effects, proper
dosage and must have good communication skills [69-71]. It is advisable to have a proper awareness of newer
medical conditions, their diagnosis, prognosis and prevention, etc. [72-74]. Pharmacist must educate the patient
about the proper usage of drugs while dispensing. Misinformation can be fatal to the health of the patient.
Proper guidelines must be developed in every country for the implementation of evidence-based
practice [75-79]. Regular training and workshops on the advanced treatment practices, usage of latest drug
information databases help in improving the pharmacist knowledge [80-84]. Many studies have suggested that
proper EBM training improved the pharmacist knowledge and decision making process. Query/Problem based
pharmacotherapy courses promote the active participation of pharmacist in the healthcare process [85-91].

CONCLUSION
EBM and evidence-based pharmaceutical care play a major role in promoting rational medication use
and decision making. EBM helps in detection of adverse drug reactions, drug-drug interactions and can be of
great use to answer clinical queries Healthcare professionals must employ EBM in their regular practice. Every
country must develop proper guidelines to promote the implementation of EBM. Clinical and community
pharmacists must be trained well with the latest developments in the therapeutic practices.

REFERENCES
1. Albrecht S. Evidence-based medicine in pharmacy practice. US Pharmacist. 2009;34:HS14-HS18.
2. Bryant PJ and Pace HA. The pharmacist’s guide to evidence-based medicine for clinical decision making.
American Society of Health-System Pharmacists, Bethesda, Maryland. 2009.
3. Sackett DL, et al. Evidence based medicine: What it is and what it isn't. BMJ. 1996;312:71-72.
4. http://www.psqh.com/marapr06/ebm.html
5. Eddy DM. The origins of evidence-based medicine--a personal perspective. Virtual Mentor. 2011;13:55-60.
6. Lewis SJ and Orland BI. The importance and impact of evidence-based medicine. J Manag Care Pharm.
2004;10(5 Suppl A):S3-5.
7. Timmermans S and Mauck A. The promises and pitfalls of evidence-based medicine. Health Aff (Millwood).
2005;24:18-28.
8. Toklu HZ. Promoting evidence-based practice in pharmacies. Integr Pharm Res Pract. 2015;4:127-131.
9. Tanzi MG. Explaining evidence-based medicine. Pharmacy Today. 2012;18:34.
10. Jacobs JA, et al. Tools for implementing an evidence-based approach in public health practice. Prev
Chronic Dis. 2012;9:110-324.
11. Scholz T. Evidence based medicine: From science to patient. J Tissue Sci Eng. 2012;3:e113.
12. Ghai S. Evidence based practice. J Perioper Crit Intensive Car. 2016;2:e106.
13. Farrugia P, et al. Research questions, hypotheses and objectives. Can J Surg. 2010;53:278-281.

RRJHCP | Volume 2 | Issue 4 | October, 2016

44

14. Canavan PK. Evidence based therapeutic exercise recommendations for patients with multiple sclerosis: A
physical therapy approach. J Gerontol Geriatr Res. 2016;5:271.
15. Barabasz A and Barabasz M. Hypnosis for PTSD: Evidence based placebo-controlled studies. J Trauma
Treat. 2013;S4:006.
16. Sunder KR. Why does mindfulness create resilience in patients with PTSD and addictions: A summary of
3,000 years of wisdom and current evidence based science. J Addict Res Ther. 2016;7:e134.
17. Wilkinson C, et al. Evidence-based treatment of PTSD in a college population. International Journal of
Emergency Mental Health and Human Resilience. 2015;17:661-663.
18. Roever L and Borges ASR. Pulmonary hypertension and exercise training: Evidence based studies. Lung
Dis Treat. 2015;1:e103.
19. Anwarali S. Evidence based nursing in management of hypo and hyper thyroidism during pregnancy.
Proceedings of International Conference on Thyroid Disorders and Treatment, Philadelphia, Pennsylvania,
USA, 2016.
20. Gywali M, et al. A survey on application of evidence based physiotherapy for stroke in Indian scenario.
Proceedings of International Conference and Exhibition on Neurology & Therapeutics, Philadelphia, USA,
2014.
21. Vats S, et al. Certificate course in evidence based diabetes management: A PAN India capacity building
program for primary care physicians. Proceedings of International Conference on Epidemiology &
Evolutionary Genetics, Beijing, China, 2014.
22. Munonyara M, et al. An evidence based review on the current medical management of allergic rhinitis. J
Aller Ther. 2011;S5:003.
23. Isaac R, et al. Components of a successful population based cervical cancer screening programmer for
rural India: An evidence based practice implementation research in low-resource settings. Proceedings of
World Congress on Cancer Science & Therapy, San Francisco, CA, USA, 2013.
24. Lisboa da Silva RMF. Novel anticoagulants in non-valvular atrial fibrillation: An evidence-based analysis.
Evidence Based Medicine and Practice. 2015;1:1000e101.
25. Wallin LA. An overview of evidence based dentistry research. Dentistry. 2013;3:176.
26. Balakrishnan D, et al. An evidence based restoration of esthetically challenged maxillary anterior arch with
Andrews Bridge system - a case report with 5 years of follow up. Dentistry. 2016;6:357.
27. Jawdekar AM. Evidence based restorative pediatric Dentistry. Proceedings of International Conference and
Exhibition on Dentistry, Dubai, UAE, 2015.
28. Theofanidis D. Evidence based practice and evidence based nursing education. J Nurs Care. 2015;4:279.
29. Prasad A, et al. Pattern of adverse drug reactions due to cancer chemotherapy in a tertiary care teaching
hospital in eastern India. J Pharmacovigilance. 2013;1:107.
30. Idris N, et al. Is 3rd G cephalosporin & carbapenam antibiotic weaponry at the verge of extinction evidence
based medicine? Clin Microbial. 2014;3:167.
31. Dranitsaris G, et al. A randomized trial to measure the optimal role of the pharmacist in promoting
evidence-based antibiotic use in acute care hospitals. Int J Technol Assess Health Care. 2001;17:171180.
32. Petrofsky JS, et al. Evidence based use of heat, cold and NSAIDS for plantar fasciitis. Clin Res Foot Ankle.
2014;2:140.
33. Chen XW, et al. Pharmacogenomics-guided approaches to avoiding adverse drug reactions. Clinic
Pharmacol Biopharm. 2012;1:104.
34. Jhansi K. Review on adverse drug reactions. Adv Pharmacoepidem Drug Safety. 2015;4:05-07.
35. Jaiswal P. A review on adverse drug events to create awareness. J Pharmacovigilance. 2014;2:R1-R4.
36. Abdelhay RA. Adverse reactions among patients being treated for multi-drug resistant tuberculosis at
Abbassia Chest Hospital. Proceedings of International Conference on Clinical Pharmacy, Atlanta, USA,
2014.
37. Kapella-Mshigeni S, et al. Evidence based smoking cessation intervention methods for smokers with
diabetes in Nevada. J Diabetes Metab. 2015;6:622.
38. Osilla KC, et al. Implementing evidence-based suicide prevention training in communities: Implications for
quality improvement. J Community Med Health Educ. 2015;5:371.
39. Lee CL and Chee WSS. Translation of evidence to clinical practice for use of meal replacements in weight
loss and obesity-lessons learned from research studies. J Nutr Food Sci. 2016;6:541.
40. Anandhasayanam A, et al. To assess the change in “quality of care leading to change in outcome” when a
pharmacist joins the conventional alcohol de-addiction treatment team in a residential de-addiction centre

RRJHCP | Volume 2 | Issue 4 | October, 2016

45

41.
42.
43.
44.
45.
46.
47.
48.
49.
50.
51.
52.
53.
54.
55.
56.
57.
58.
59.
60.
61.
62.
63.
64.
65.
66.
67.
68.
69.

at Chennai, Tamil Nadu, India. Research & Reviews in Pharmacy and Pharmaceutical Sciences. 2013;2:718.
Steves R and Hootman JM. Evidence-based medicine: What is it and how does it apply to athletic training?
J Athl Train. 2004;39:83-87.
Banh HL. Pharmacy practice in Alberta, Canada. J Pharma Care Health Sys. 2014;1:e101.
http://www.aacp.org/advocacy/engage/casestudies/pages/expandingpharmacistroleinpcmh.aspx
http://www.apha.org/policies-and-advocacy/public-health-policy-statements/policydatabase/2014/07/07/13/05/the-role-of-the-pharmacist-in-public-health
Al-Quteimat OM and Amer AM. Evidence-based pharmaceutical care: The next chapter in pharmacy
practice. Saudi Pharmaceutical Journal. 2016;24:447-451.
http://www.pharmainfo.net/book/emerging-trends-pharmacy-practice/evidence-based-medicinepharmacy-practice
Cox A. Non-evidence-based products have no place in community pharmacies. The Pharmaceutical
Journal. 2014;293.
http://www.uwhealth.org/quality-reports/the-pharmacists-role-on-the-patient-care-team/12224
Obara T, et al. Prevalence, determinants, and reasons for the non-reporting of adverse drug reactions by
pharmacists in the Miyagi and Hokkaido regions of Japan. Adv Pharmacoepidemiol Drug Saf. 2015;4:191.
Al-Hazmi NN and Naylor IL. A study of community pharmacists’ awareness and contributions to adverse
drug reactions (ADRs) reporting systems in the Makkah, Kingdom of Saudi Arabia (KSA). J Clin Trials.
2013;3:127.
Wang KA, et al. Evidence-based strategies to reduce polypharmacy: A review. OA Elderly Medicine.
2013;1:6.
Gopalakrishnan S and Ganeshkumar P. Systematic reviews and meta-analysis: Understanding the best
evidence in primary healthcare. J Family Med Prim Care. 2013;2:9-14.
Aslam S and Emmanuel P. Formulating a researchable question: A critical step for facilitating good clinical
research. Indian J Sex Transm Dis. 2010;31:47-50.
Wertheimer A and Ding Q. Getting started in clinical pharmacy research. J Pharmacovigil. 2016;4:218.
Barbee J. Informatics in clinical pharmacy. Research & Reviews: Journal of Hospital and Clinical Pharmacy.
2016;2:85-86.
Haynes B and Haines A. Barriers and bridges to evidence based clinical practice. BMJ. 1998;317:273276.
Wikoff DS and Britt JK. The Role of systematic review in the practice of toxicology and risk assessment–an
appreciation for the primary tool in evidence-based practice. Toxicol Open Access. 2016;2:110.
Mitchelmore BR and Banh HL. Incorporating clinical expertise and the clinical presentation in evidencebased medicine. J Pharma Care Health Sys. 2014;1:e112.
Ventegodt MD. Evidence-based Medicine: Alternative medicine [Non-drug Medicine, CAM] versus
pharmacological medicine. Altern Integr Med. 2015;4:e116.
Farha RA, et al. Evidence-based medicine use in pharmacy practice: A cross-sectional survey. J Eval Clin
Pract. 2014;20:786-792.
Hanna LA and Hughes C. The influence of evidence-based medicine training on decision-making in relation
to over-the-counter medicines: A qualitative study. Int J Pharm Pract. 2012;20:358-366.
Johnson H. Selling evidence over the counter: Do community pharmacists engage with evidence-based
medicine? Medical Writing. 2013;22:275-278.
Hawes E and Tong G. Implementing evidence-based guidelines: the role of ambulatory care pharmacists. N
C Med J. 2015;76:247-50.
Guirguis K. The economic burden of medicinal waste: The cost of patients’ unwanted medications.
Proceedings of International Conference on Clinical Pharmacy, Atlanta, USA, 2015.
Bhambri R, et al. Working outside the dispensing box: the roles of the medical information specialist and
medical science liaison. Pharmacy Times. 2014.
Dizon JMR. Evidence based practice in sports medicine and rehabilitation: Easy, pragmatic or nonsense? J
Sport Medic Doping Studies. 2011;1:e101.
Sarwar MH, et al. The roles of pharmacy and clinical pharmacy in providing healthcare services to the
people. Research & Reviews in Pharmacy and Pharmaceutical Sciences. 2015;4:27-31.
Venkateswarlu N. A commentary on PET-CT. Research & Reviews: Journal of Hospital and Clinical
Pharmacy. 2015;4:1-6.
Abbas A and Khan N. The brain drain of qualified clinical pharmacy professionals in Pakistan’s pharmacy
education: A retrospective study. Pharmaceut Reg Affairs. 2015;4:130.

RRJHCP | Volume 2 | Issue 4 | October, 2016

46

70. Alomi YA. Looking to the future: Clinical pharmacy services in Saudi Arabia. Proceedings of International
Conference and Exhibition on Pharmaceutics & Novel Drug Delivery Systems, Madrid, Spain, 2016.
71. Leung CYK. Advanced clinical pharmacy system in a reformed hospital in China. Proceedings of Asia-Pacific
Pharma Congress, Kuala Lumpur, Malaysia, 2016.
72. Thomas SA. Safe dispensing of chemotherapy for pharmacists. Proceedings of International Conference on
Clinical Pharmacy, Atlanta, USA, 2015.
73. Rodrigues AT, et al. Profile and risk of potential drug-drug interactions in intensive care unit. Proceedings
of International Conference on Clinical Pharmacy, Atlanta, USA, 2015.
74. de Souza CM, et al. Incidence, characterization and pharmaco-therapeutical follow-up of pediatrics
patients admitted for adverse drug event in referenced emergency unit. Proceedings of International
Conference on Clinical Pharmacy, Atlanta, USA, 2015.
75. Kocberber EK. The role of social networking in the improvement of pharmacist’s knowledge. Proceedings
of International Conference on Clinical Pharmacy, Atlanta, USA, 2015.
76. Al Anazi MQ. Perspectives of healthcare professionals on reasons of medication errors occurrence: A crosssectional study. Proceedings of International Conference on Clinical Pharmacy, Atlanta, USA, 2015.
77. Elfatah FA. Clinical pharmacy service is a unique service in all home health care services in the Middle
East. Proceedings of International Conference on Clinical Pharmacy, Atlanta, USA, 2015.
78. Kocberber EK, et al. Prescribing pattern of PPI and clopidogrel in community pharmacies in Turkey.
Proceedings of International Conference on Clinical Pharmacy, Atlanta, USA, 2015.
79. Nazir T. Racial differences in communication apprehension and inter-professional socialization in
community pharmacy practice. J App Pharm. 2015.8:e110.
80. Alomi YA, et al. National drug information center services through Ministry of Health hotline calling center
(937) in Saudi Arabia. Adv Pharmacoepidemiol Drug Saf. 2016.5:198.
81. Toklu HZ. Pharmaceutical education vs. pharmacy practice: do we really teach what they need for
practicing? J Pharma Care Health Sys. 2015;S3:e001.
82. Ma C, et al. Impact of advanced pharmacy practice experiential student-led seminars on competencies of
retail pharmacy students enrolled in introductory pharmacy practice experience. J Pharma Care Health Sys.
2015;S2:005.
83. Ibrahim NAE. Ideal and effective preceptor in pharmacy practice. Ethical J Pharma Care Health Sys.
2015;S2:e001.
84. Hassali MA, et al. Strengthening pharmacy practice research: The need for combining both qualitative and
quantitative methodology. J Pharma Care Health Sys. 2014;1:112.
85. Thomsen LA, et al. Improving safety in the medicines uses process for disabled persons in residential
facilities. Results from a pilot study. J Biosafety Health Educ. 2014;2:114.
86. Meštrović A. Are we competent in pharmacy practice? What are pharmacist competencies and how can
they be measured and developed? Adv Pharmacoepidem Drug Safety. 2012;1:e116.
87. Reis CD, et al. Incidence of adverse drug events in secondary hospital at Cabo Verde identified using
trigger tools. J Pharmacovigil. 2015;3:183.
88. Khoda DA, et al. Clinical pharmacist driven impact towards intensive monitoring and reporting of adverse
drug events in psychiatric patients. J Pharmacovigilance. 2014;2:128.
89. Ibrahim OHM. Impact of clinical pharmacist intervention on decreasing incidence of preventable adverse
drug events after hospital discharge. Adv Pharmacoepidem Drug Safety. 2012;1:111.
90. Amrinder R, et al. Monitoring of cutaneous adverse drug reactions in a tertiary care hospital. J
Pharmacovigilance. 2016;4:207.
91. Kyei KA, et al. Evidence-based practice in radiography: Attitudes, beliefs, knowledge and practices of
radiographers in Ghana. OMICS J Radiol. 2015;4:176.

RRJHCP | Volume 2 | Issue 4 | October, 2016

47

