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Guidelines, in some shape or form, have always been part of the

medical profession. After all, primum non nocere is really a three-

word guideline ± maybe even still the most important of all.

The evidence-based guideline movement has its roots in the

genius of Lawrence Weed's problem-oriented philosophy [1].

The movement has now reached its adolescence, manifesting

(in Eriksonian terms) the "identity versus role confusion"

struggle.

The timely article by Dahan et al. in this special issue on

Family Medicine [2] demonstrates this struggle beautifully. The
authors call upon family physicians to find this identity by

leading `̀ a public discussion on the suitable definition for

guidelines in the context of family medicine in Israel.'' Let this

discussion begin right here and now:

Two initial questions are implied in the authors' call:

In what way is the context of family medicine different from

any other clinical context? `̀ Taking a good history'' is of prime

importance in every medical specialty. In primary care, because,

as the authors remind us, a significant bulk of patient-general

practitioner contacts remains undiagnosable for a long time, a

complete history, including a family history, is of even greater

importance. History-taking and diagnostic guidelines (so far not
evidence-based) [3,4] are therefore relatively more important in

family practice than evidence-based treatment guidelines.

Family medicine, today more than ever, is based on multi-

professional collaboration and teamwork. The clinical guideline

for each specific ailment must be relevant and acceptable to

each group of health professionals involved in the treatment of

patients with that ailment, whether in primary or secondary

care.

In what way is Israel any different from any other devel-oped
country?

The answer seems to be that each country is different. It is

doubtful whether some are more different than others.

Israel, together with more than 20 other countries, has been

a member of the WONCA European Working Party on Quality in

Family Practice (EQuiP) (Chairman: Professor Richard Grol) ever

since its inception. One of the activities of the group was the
attempt to reach European consensus on the treatment of acute

otitis media. After many hours of discussion it became clear

that no consensus could be reached. It was therefore decided

that each of the countries represented should write its own

guideline. It will be interesting to see if, in the end, a European

consensus can be reached. It should be noted that EquiP has

reached a consensus regarding quality indicators for the

medical record and its audit in primary care. A Hebrew

translation of these guidelines has been published [5].

The Israeli guideline on AOM was written by the Working

Group on Quality of the Israel Association of Family Physicians.

It is based on a consensus among community and hospital

physicians of all the specialties who deal with AOM and is

intended for their use. The guideline has recently been

published very handsomely by Clalit Health Services [6].

It became clear early in the preparation of the guideline that

the emphasis must be on the diagnostic criteria. The reason for

this was the fact that in the literature the criteria for the

diagnosis of AOM were all different or lacking altogether.

Therefore treatment outcomes were probably not comparable,
even in the few randomized controlled trials on the subject. The

AOM guideline contains the following definitions:

. A clinical guideline should be used as an educational tool to

update knowledge and provide a basis for discussion and
improvement.

. Guidelines should be updated every one to two years. This is

especially important in guidelines involving antimicrobials

because of the development of resistant strains and the
advent of new medications.

. All guidelines should be provided with a statement on the

strength of the evidence on which its various recommenda-

tions are based. This evidence is drawn from systematic
reviews and meta-analyses of randomized controlled trials.

. Patients' ± and especially parents' ± experiences, opinions,

beliefs and feelings should always be listened to and

considered together with the evidence from the literature.

Decisions should then be taken jointly with the patient.

This last one is the essence of family medicine. If we ignore

it, we are, in the words of Andrew Herxheimer (Emeritus Fellow

of the Cochrane Collaboration), in danger of turning evidence-

based medicine into evidence-biased medicine (personal com-
munication).

There are two developments, however, without which the

guideline movement will not grow into a mature, viable adult:

. We must initiate randomized controlled trials of guidelines

to determine to what extent they are implemented; and if
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not, why not; and if they are, to what extent do patients

benefit by them. [7,8]. Such studies can be seen as a form of

audit, and public funds must be allocated for them.

. In order to avoid conflicting recommendations, we must
establish a national clearinghouse for Israeli guidelines.

Such a center, consisting of representatives of all Israeli

bodies which at present publish their own guidelines ±

would meet periodically, set standards and make sure that

published guidelines are updated at least every two years.

Let the discussion continue!

References

1. Weed LL. Medical Records, Medical Education and Patient Care.

The Press of Case Western Reserve University, Cleveland, OH 1971.

2. Dahan R, Reis S, Hermoni D, Borkan J. Conceptual and practical

aspects of clinical practice guidelines in family medicine. IMAJ

2001;3:952±6.

3. Spenser T. What do we need to know about a patient with chronic

headache? Fam Phys 1993;21(2):228±9, 40±41.

4. Hermoni D, Bar-Sela Y, Wiener Z, Spenser T. A subjective (history)

information base in family practice. Fam Phys 1994;22(1):67±71,

14±19.

5. Tayar D, Potik Shwartz A, Goldfracht M. (for The Working Group on

Quality of the Israel Association of Family Physicians). Guidelines

for the Management of the Medical Record. Israel Medical

Association, 2001.

6. The Working Group on Quality of the Israel Association of Family

Physicians. Guidelines on acute otitis media: diagnosis and

treatment. Clalit Health Services, November 2001.

7. Jankowski RF. Implementing national guidelines at the local level.

[Editorial] Br Med J 2001;322:1258±9.

8. Effective Health Care. Implementing Clinical Guidelines: Can

Guidelines be used to Improve Clinical Practice? Leeds: University

of Leeds, 1994.

Correspondence: Dr. T. Spenser, Kibbutz Sasa, 13870, Israel.

Phone: (972-4) 698-8580

Fax: (972-4) 698-8702

Capsule

Cardiovascular health

High blood pressure (hypertension) is one of the principal
causes of heart attack, stroke, congestive heart failure, and

kidney failure. Wilson et al. have identified two related genes

that are responsible for a rare form of hypertension called

pseudohypoaldosteronism type II, an autosomal dominant

trait characterized by abnormalities in renal electrolyte

handling. The two genes, hWNK1 and hWNK4, are expressed

in the kidney and encode members of a recently described

family of serine-threonine kinases. The disease-causing
alterations in the WNK genes are likely to be gain-of-function

mutations that would enhance the expression or activity of

the kinases. Because hWNK4 lies at a locus on chromosome

17 that has been linked to blood pressure variation in the

general population, this gene may also play a role in the most

common forms of hypertension

Science 2001;293:1107

Capsule

The APOE gene effect is common to all neurodegenerative
diseases

The 4 isoform of the APOE gene, which codes for apolipo-

protein E, is linked to increased risk of developing Alzheimer's

disease (AD). The link between this gene and other
neurodegenerative diseases is not clear. In a recently

published Medical Hypothesis, Chapman et al. seek to

explain the observations that APOE 4 advances the age of

AD onset but does not have a major effect on progression

rate, vs. multiple sclerosis (MS) and motor neuron disease

where the 4 allele is associated with faster progression but

not with earlier onset. APOE genotype effects on neurologic

diseases are explained in terms of ubiquitous cellular

mechanisms. In diseases that are subject to diagnosis early

in their course (e.g., MS), the phenotypic effect of the APOE
genotype is mainly on the rate of progression. In those in

which diagnosis is made after years of cumulative damage

(e.g., AD), the predominant effect is at the age of

onset. Therapeutic strategies arising from the study of apoE

function in the brain may therefore be applicable to a large

number of neurodegenerative diseases.

Neurology 2001;57:1482
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