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ABSTRACT

Evidence-based medicine is a strategy to integrate clinical expertise with the best evidence available in order to make effective
clinical decisions. Evidence-based medicine is an information management and learning strategy that seeks to integrate clinical
expertise with the best evidence available in order to make effective clinical decisions that will ultimately improve patient care. In
Georgia the knowledge of evidence-based medicine to have increased over the past few years. The variation in the use of
economic evaluation guidelines in the each countries differences in national pharmaceutical policies and is in line with policy

makers' continuous attempts to contain costs.
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he knowledge of evidence-based medicine to have
increased over the past few years in Georgia.

Evidence-based medicine is an information
management and learning strategy that seeks to
integrate clinical expertise with the best evidence

available in order to make effective clinical decisions that
will ultimately improve patient care [1,2,5]. The aspects
of care looked at include treatment (including specific
interventions and systems of care), diagnosis, etiology,
prognosis/outcome  research, quality improvement,
continuing education, and economic evaluation [4].

The aim of this present is to review articles about EBM.
We review two trends of the evidence-based medicine:
economic and methologic.

EBM was intended to be a systematic process whereby a
clinician would effectively find and implement the "best
evidence" to answer specific clinical questions [5]. EBM
integrates three strategy (Fig.2).

The best research evidence-clinically relevant research -
including the clinical examination, and precision of
diagnostic tests, the power of prognostic markers, the
efficacy and safety of therapeutic, rehabilitative, and
preventive regimens.

The clinical expertise - the ability to use our clinical skills
and past experience to rapidly identify each patient's
unique health state and diagnosis, their individual risks
and benefits of potential interventions, and their personal
values and expectations.

The patient values - the unique preferences, concerns and
expectations each patient brings to a clinical encounter
and which must be integrated into clinical decisions if they
are to serve the patient.

Evidence-based practice is defined guidelines. Guidelines
are provided for the development of protocol. These
include 6 steps (Fig.2).

Without critical analysis of research methodology, there is
an inherent risk of drawing incorrect conclusions that may
affect clinical decision-making [3]. Structure' elements of
Study Design on Fig.3.

In Evidence based medicine incorrect conclusions named
Bias. Bias is Study processes which may result in, or lead
to, conclusions differing from truth in a systematic way.
Bias may occur at various study stages such as assigning
subjects to study or comparison groups, intervention or
exposure, performance, provision of services or conduct of
processes affecting subjects, data collection, subject
follow-up, measurement, analysis, interpretation and/or
publication of data. Bias frequently occurs as a result of
some inequality between the study and the comparison
group. Bias is an error which is not due to chance [1,3,5].
For minimization bias is An important study procedure
Blinding. Blinding is a method to help avoid the
introduction of this kind of bias. That is to keep secret
certain study procedures. Bias can result when study
subjects and those involved in study procedures know
treatment assignment of individual subjects. Double-
blinding refers to when neither patient nor persons
performing the intervention or exposure know if patient is
in the study group or the comparison group. Outcomes
assessors may also be blinded which can be very
important in reducing bias. When patients, investigators
and outcomes assessors are blinded, this is referred to as
triple-blinding [2,3].

A special type of bias is confounding in which another
factor associated with the study variable of interest may
have "traveled" with that variable and which could
account for the study conclusion instead of the variable
under study [1,2,4]. There are known confounders and
unknown confounders. Randomization is a method to
attempt to minimize confounding by randomly allocating
study subjects in hopes that any potential confounders are
equally distributed between the two groups.

Evidence-based Medicine is the integration of -
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Fig.1 Strategy of EBM.
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Identifving the clinical question

Obtaining the evidence

Evaluating the validity and
inportance of the evidence

Importance of the evidence

Applying it to the development of a protocol or
clinical alrorithm

Developing an evaluation plan or measurement
strategy to see if the new protocol is effective

Fig.2 Evidence-based practice protocol.

Study design Elements of structure

Case-control study A study which involves identifying patients who have the outcome of interest (cases)
and patients without the same outcome (controls), and looking back to see if they had
the exposure of interest.

Case series A report on a series of patients with an outcome of interest. No control group is
involved.
Cohort Study Involves identification of two groups (cohorts) of patients, one which received the

exposure of interest, and one which did not, and following these cohorts forward for
the outcome of interest.

Crossover study design The administration of two or more experimental therapies one after the other in a
specified or random order to the same group of patients.

Cross-sectional study The observation of a defined population at a single point in time or time interval.
Exposure and outcome are determined simultaneously.

Randomized control Participants are randomly allocated into an experimental group or a control group and

clinical trial (RCT) followed over time for the variables/outcomes of interest.

Tab.1 Study design.

Category Elements of structure

Cost-benefit A comparison of alternative interventions in which costs and outcomes are quantified in
common monetary units.

Cost-minimization A determination of the least costly among alternative interventions that are assumed to
produce equivalent outcomes.

Cost-effectiveness A comparison of alternative interventions in which costs are measured in monetary units
and outcomes are measured in non-monetary units, e.g., reduced mortality or morbidity

Cost-consequence A form of cost-effectiveness analysis in which the components of incremental costs and
consequences of alternative interventions or programs are computed and displayed,
without aggregating these results.

Cost-of-illness An estimation of results in terms of quality of a life, as advantages of one kind of
treatment before another.

Cost-utility "Cost of disease" - an estimation of direct and indirect expenses for treatment of
separate disease.

Tab.2 The economic basic category of EBM.
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The variation in the use of economic evaluation guidelines decision-making environment [5]. The economic basic
in the each countries differences in national category of Evidence based medicine are six (Fig.4).
pharmaceutical policies and is in line with policy makers'

continuous attempts to contain costs [1,5]. Thus, Clinicians must able to distinguish systematic reviews,

practice guidelines, and other integrative research

The use of economic evaluation in decision making pears focused on management recommendations, When these
to have increased over the past few years and economic elements were integrated, clinicians and patients to be
evaluation is looked upon as another measure to help able optimizes clinical outcomes and quality of life.

contain costs and improve efficiency in an evidence-based
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IKOHOMHUYECKHE U METOJ0JIOTHYECKHE ACNEKThI J0KA3aTeJbHON MeIHIIUHbI

Anexcanop Tenus, Upma Kopunmenu, Hana I'saporcanaose

TOunucckuit rocyapcTBEHHBIN MEIUIIMHCKUN YHUBEPCHUTET, [ py3us

PE3IOME

[okasaTenbHasi MeauuuHa, OCHOBLIBasSiCb Ha BO3MOXHOCTM COBPEMEHHbIX CPeAcTB WHdopmauuu paspabaTbiBaeT redYebHo-
NpoUNaKTUYECKYIO CTPaTErMI0 NyTEM COMOCTaBMEHUS UMEIOLLMXCS KIMHUYECKUX U UHPOPMALMOHHBLIX [AaHHbIX, YTO HanpaBneHo, B
KOHEYHOM cyeTe, Ha yrnydlleHvne kadyecTBa rneyeHus. [pn 3ToM HeobXoaMM KpUTUYECKUA aHanu3 MeTodonoruuM uccrnefoBaHus, 6e3
KOTOPOro HeusGexHbl OLWMOOoYHbIE BbIBOAbI M, COOTBETCTBEHHO, HeafeKBaTHble KhuHMYeckne W nevebHo-npodunakTmyeckne
BMeLlaTenbCcTBa. TepMuH "gokasaTenbHas MeguuuHa" BBeAEH B CBA3M C HEOOXOOAMMOCTbIO pas3paboTKM KIMHUMLMCTaMWU KiYeBbIX
NPVHLUMNOB, NO3BOMSAIOLWMNX OCYLLIECTBNEHNe 3(PEEKTUBHOIO MOWCKA HAy4YHbIX CBEAEHWUW NUTepaTypbl C UX KPUTUYECKOW OLEHKOW Ansi
OKOHYaTEeNMbHOIO PELLUEeHUs BOMpoca O Lenecoobpa3HOCTM MUCMONb30BaHUS MOMNYYEHHOW WHopMauMn B KIUMHUYECKOW NpakTuke. B
pesynbTaTe BO3HUKAET CBOEOOpa3HOE COTPYOHWYECTBO MeXAy KIMHULMCTOM U NalUMeHTOM, oOnpefensiolwee onTuMusauuo
pe3ynbTaToB feYeHnst U KayecTBO XM3HKU BornbHoro. Kpome aToro, B mocriegHve roabl Bce Gonblue BHUMaHUS yaensieTcs Bonpocam
9KOHOMMYECKON OLEHKM ANs MPUHATUS pelleHuss B npouecce fevyebHO-NpodunakTMyeckoro BMellaTenbcTBa. Takol noaxod,
HECOMHEHHO, MO3BOSIET YMEHbLUUTL (U3UYECKME 3aTpaThl, YTO TaKKe NoAvepkMBaeT 3PPEKTUBHOCTbL AoKa3aTENbHOW MEANLIMHDI.

KuoueBBle cJioBa: pJokazaTesibHasa MeIOUIMHAE, MEeTOINOJIOT'MS MCCJIeIOBAaHMUS

[0 International committee of medical journal editors. Uniform requirements for
manuscripts submitted to biomedical journals. Ann Intern Med 1997; 126: 36—47.

A small group of editors of general medical journals met informally in Vancouver, British Columbia, in 1978 to establish guidelines for the format of
manuscripts submitted to their journals. The group became known as the Vancouver Group. Its requirements for manuscripts, including formats for
bibliographic references developed by the National Library of Medicine, were first published in 1979. The Vancouver Group expanded and evolved
into the International Committee of Medical Journal Editors (ICMJE), which meets annually, gradually it has broadened its concerns.

The committee has produced five editions of the Uniform Requirements for Manuscripts Submitted to Biomedical Journals. Over the years, issues
have arisen that go beyond manuscript preparation. Some of these issues are now covered in the Uniform Requirements; others are addressed in
separate statements. Each statement has been published in a scientific journal.

The fifth edition (1997) is an effort to reorganize and reword the fourth edition to increase clarity and address concerns about rights, privacy,
descriptions of methods, and other matters. The total content of Uniform Requirements for Manuscripts Submitted to Biomedical Journals may be
reproduced for educational, not-for-profit purposes without regard for copyright; the committee encourages distribution of the material.

Journals that agree to use the Uniform Requirements (over 500 do so) are asked to cite the 1997 document in their instructions to authors.
It is important to emphasize what these requirements do and do not imply.

First, the Uniform Requirements are instructions to authors on how to prepare manuscripts, not to editors on publication style. (But many journals
have drawn on them for elements of their publication styles.)

Second, if authors prepare their manuscripts in the style specified in these requirements, editors of the participating journals will not return the
manuscripts for changes in style before considering them for publication. In the publishing process, however, the journals may alter accepted
manuscripts to conform with details of their publication style.
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