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EDITORIAL

Evidence-based and precision medicine two of a kind

In the last two decades, an enormous expansion of evidence 
has been produced in upper airway research. 
When writing the first EPOS document in 2005, only 5 RCT per 
year were performed in the area of CRS, in 2007 this changed to 
25 per year and it became even higher in the recent years (1-3). 
Randomized Controlled Trials (RCTs) are the “gold standard” 
for evaluating treatment outcomes providing information on 
treatments “efficacy”. To make life easier for clinicians, systema-
tic reviews and meta-analysis further condense the available 
evidence (4-6). 
In Rhinology, in the last few years, a number of systematic 
reviews (7-10), meta-analyses (11, 12) and RCT’s (13-17) have been pu-
blished to help clinicians to guide their practice. This evidence 
has brought us a lot of good: we now know that it is not useful 
to treat simple acute rhinosinusitis patients with antibiotics (7), 
and that intra-operative use of local and systemic tranexamic 
acid in ESS, results in significantly reduced estimated blood 
loss and improved surgical field quality, but no statistically 
significant difference in operative time or incidence of side 
effects (10). In this issue, we have two very interesting systematic 
reviews: one on the effect of olfactory training (12). The group of 
Prof. Hummel shows that there is a significant, positive effect 
of olfactory training for all olfactory abilities, with large effects 
of training on identification, discrimination and TDI-score and 
small-to-moderate effect in the case of threshold for odour 
detection. Although the exact mechanism of olfactory recovery 
following the smell training still requires further investigation, 
this meta-analysis shows that such training should be have a 
place in daily clinical practice. The other systematic review and 
meta-analysis concluded that there is a significant association 
of gastro-oesophageal reflux (GORD) and chronic rhinosinusitis 
(18). CRS subjects had greater prevalence of intranasal Helicobac-
ter pylori and acid reflux than subjects without CRS. CRS is more 
prevalent in GORD sufferers than those without GORD. Also in 
this issue of the journal, the association between GORD and 
CRS is further objectified with 24-h multichannel intraluminal 
impedance (MII)-pH monitoring. The number of reflux episodes 
and proximal reflux episodes in the CRS patients was signifi-
cantly higher than in the controls (18). 
An association is not the same as a causality and more studies 
are needed to show whether GORD is a cause, a contributing 
factor or the result of CRS.

When discussing the limitations of RCT’s, everybody doing 
research knows that many patients we treat in daily practice 
do not fulfil the criteria of the trials we are performing. It is 

even worse, it is quite normal that less than 1 in 10 patients 
with a certain disease fulfils the criteria for a trial (19). The reason 
behind such selective enrolment is to minimize the presence of 
confounding factors. However, the strict and controlled conditi-
ons in which RCT’s are conducted, leads to low generalizability 
because they may be performed in conditions very different 
from real life usual care. Real life studies reflect how treatments/
interventions are administered in everyday clinical practice. 
They can consist of prospective or retrospective data collection 
but also consist of pragmatic trials where interventions are 
compared under routine clinical circumstances (20).

Real-life studies to evaluate the “effectiveness” of a treatment, 
that is, the measure of the extent to which an intervention does 
what is intended to do in routine circumstances are rapidly 
expanding in respiratory research. Examples of recent studies 
in rhinitis and rhinosinusitis are (21-23), but also earlier studies 
carefully and prospectively evaluating daily clinical practice can 
be included in this group (24-27).

In 2015 president Obama launched the precision medicine 
initiative: “delivering the right treatment at the right time, every 
time, to the right person”. Precision medicine is an emerging 
approach for disease treatment and prevention that takes into 
account individual variability in environment, lifestyle and 
genes for each person. 
Last year we reported on the symposium in the European Par-
liament in Brussels that was organised by the ERS in collabora-
tion with EAACI and the patient organisation EFA on Precision 
Medicine in Allergy and Airways Diseases (28). 
Precision Medicine represents a novel approach in medicine, 
embracing 4 key features: personalized care based on mole-
cular, immunologic and functional endotyping of the disease, 
with participation of the patient in the decision-making process 
of therapeutic actions, and taking into account predictive and 
preventive aspects of the treatment. Within EUFOREA, the Euro-
pean Forum for Research and Education in Allergy and Airway 
disease (www.euforea.eu) we believe that the major scientific 
and economic challenges in airway diseases can be addressed 
through the promising possibilities of precision medicine. The 
use of precision medicine in allergies and airway diseases is still 
at its infancy, but it is our priority to make it a clinical reality. 
Also for precision medicine, we will need trials and evidence 
to understand how to use them. We will learn new terms like 
N-of-1 trials (evaluating all data from one patient usually over a 
longer period of time) and basket trial: testing the effectiveness  
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the effectiveness of an intervention on the basis of its mode of 
action, regardless of what disease it was designed to treat (28). 
However, as the recently deceased Prof. Sackett already stated 
in 1996: “Evidence based medicine is the conscientious, explicit, 

and judicious use of current best evidence in making decisi-
ons about the care of individual patients” (29). I am convinced 
that that should and will remain the base of our daily clinical 
practice.


