
genic or mutagenic. Furthermore, these processes may
reduce the efficacy of blood. For example, losses owing
to tests and safety measures now reduce the red cell con-
tent of a blood pack by 10%, and some patients will
therefore require more units, adding to the risk.

We think that these large and recurring expendi-
tures on blood safety should be balanced against the
costs of the clinical trials still needed to provide an
adequate evidence base for the use of transfusion,
alternatives, and avoidance strategies. The decisions
should involve a well informed public and be
understood, and accepted, by them.
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Test and treat for dyspepsia—but which test?
Urea breath test and stool antigen test are better than serological tests

Managing dyspepsia costs the NHS over £500m
annually.1 European dyspepsia guidelines and
those from the National Institute for Clinical

Excellence (NICE) say that patients with persistent or
recurrent uncomplicated dyspepsia should have a
non-invasive Helicobacter pylori test and, if the test is posi-
tive, receive triple therapy.2–4 With a policy requiring
non-invasive testing and treatment we need to use an
accurate test so that the patients receive the correct
treatment. The urea breath test and serology were the
first non-invasive tests available; the urea breath test is
the more accurate. This test detects products of the
enzyme urease produced by live H pylori in the stomach
and is 95% sensitive and specific.5 The breath test has not
been used much in primary care in the United
Kingdom, probably because it is time consuming as it
requires two breath samples, taken 20 minutes apart.

Serology is the main non-invasive test used in the
United Kingdom and is notably less accurate than the
urea breath test.5 6 A positive serology result can mean
one of three things: that the patient is infected at the
time of the test; that the patient was once infected, but
by the time of the test, infection has resolved, either by
specific therapy or naturally; or that the test is detecting
non-specific cross reacting antibodies.

Another accurate non-invasive test is now available.
The stool antigen test detects H pylori antigens passed in
the faeces. The first commercially available test, which
used polyclonal antibody raised in rabbits, has been used
in thousands of patients across Europe and is almost as
specific (91.9%) and sensitive (92.4%) as the urea breath
test.7 Some centres have, however, found appreciable

variation between batches, and a monoclonal antibody
kit is now available commercially, which avoids this.8 The
monoclonal test is reported to be as accurate as the urea
breath test (specificity 97.5%, sensitivity 94.7%)8 It uses
similar laboratory methods to the serology test and can
be introduced with ease into routine laboratory
practice.9 w1

Antibody concentrations to H pylori fall slowly after
eradication of the infection.10 In contrast to serology,
stool antigen testing is useful for confirming eradication
of the infection following treatment.7 8 w1 Although
equivalent to the urea breath test in performance (see
table on bmj.com), the stool test is considerably less
expensive and less time consuming, and investigators
have found it acceptable to patients.11 A disadvantage of
breath and stool antigen tests is that patients must stop
taking proton pump inhibitors for at least two weeks
before the test and H2 receptor antagonists for one day.7
w2 w3 Any antibiotics must be stopped four weeks before.

The accuracy of H pylori tests has been determined
mainly in patients at endoscopy in whom the prevalence
of H pylori is high and the positive predictive value of all
tests therefore high. However, as the prevalence of H
pylori falls, the positive predictive value of all tests falls.12

The lower the specificity of a test, the greater the fall in
positive predictive value with falling prevalence. When
using the urea breath test or monoclonal stool antigen
test in developed countries, where typically 25% of
dyspeptic patients are H pylori positive, only 3% (62 for

Additional references w1-w5 and table are on bmj.com
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stool, 65 for urea breath test of 2000) of patients will
receive unnecessary antibiotics.3 5 In contrast, using a
serology based test 255 of the 2000 patients tested are
likely to receive an incorrect diagnosis of active H pylori
infection and receive inappropriate treatment.2 3 5

Serology leads to at least four times as many false
positive results as the urea breath test or second genera-
tion monoclonal stool antigen test, with associated
unnecessary treatment and increasing risks of antibiotic
resistance in other bacterial flora. If the dyspepsia “test
and treat” guidance is implemented widely across
Europe the number of patients receiving treatment to
eradicate H pylori could easily double. We need to have
an easy, accurate diagnostic test and the stool antigen
test is just that. The European Helicobacter Study
Group4 and NICE dyspepsia guidance3 now endorse the
use of urea breath tests or stool antigen tests over serol-
ogy. Any small additional cost to the healthcare provider
will be far offset by improved diagnostic accuracy and
reduced use of antibiotics. Furthermore, as these tests
replace serology and market forces come into play, the
price of the breath and stool tests is likely to come down.
Clinicians are therefore best advised to inform patients
that the minor inconvenience of providing a stool or

breath sample is far outweighed by the increased
accuracy of the tests. Clinicians should request
healthcare providers to fund office based tests or local
laboratories to include these tests in their repertoire.
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From targets to standards: but not just yet
The challenge will be for ministers not to interfere in a regulated service

The NHS in England marked the fourth anniver-
sary of publication of the NHS Plan1 in July 2004
with the launch of the planning framework for

the next three years and the standards that all organisa-
tions will be expected to achieve in delivering NHS care.2

The planning framework and standards mark a further
stage in the reform of England’s NHS and are important
as an indication of the Labour government’s thinking on
priorities for the future and the methods that will be
used to bring about change.

The planning framework sets out priorities in four
areas: access to services, long term conditions, the
health of the population, and the experience of
patients or users. In each area national targets are
identified for 2008 (and beyond in the case of the
health of the population). These targets are based on
the public service agreement negotiated between the
Department of Health and the Treasury—with one
exception, the aspiration to reduce infections caused
by methicillin resistant Staphylococcus aureus (MRSA).

The publication of a critical report by the National
Audit Office on MRSA3 after release of the public
service agreement explains the late addition of this
target.

Three aspects of the planning framework are worth
comment. Firstly, more ambitious targets have been set
for access to services than before. The government
expects a maximum wait of 18 weeks from referral by a
general practitioner to hospital treatment by 2008, with
most patients being seen more quickly. In effect, this tar-
get replaces the objective set out in the NHS Plan that
the maximum wait for each stage of treatment
(outpatient consultation, diagnosis, and inpatient treat-
ment) should be three months, or nine months in all.

Secondly, the identification of long term conditions
as a priority area is new. The national target here is to
offer a personalised care plan to vulnerable people
most at risk, and to reduce emergency bed days by 5%
by 2008. The emphasis on long term conditions
reflects international recognition of the changing bur-
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