
THE UPDATED BEST PRACTICE GUIDELINES OF THE FINNISH MEDICAL SOCIETY 
”DUODECIM” – DYSPEPSIA AND REFLUX SYMPTOMS1- ARE NOT COMPLIANT WITH 
EVIDENCE-BASED MEDICINE  AND CONTAIN NUMEROUS DIAGNOSTIC AND TREAT-
MENT RECOMMENDATIONS THAT ENDANGER PATIENT SAFETY

The task force set up by the Finnish Medical Society Duodecim has published the Best Practice Gui-
delines entitled: Dyspeptic Complaints and Reflux Symptoms (1), that update the previous guidelines 
published in November 18, 2012 entitled: Examination and Treatment of Dyspeptic Patients (2). The 
updated guidelines document (1) in its content is practically identical with the  guidelines of 2012 (2) 
and unfortunately, still includes the same problematic instructions for the diagnosis, management 
and treatment practices that are not based on critically evaluated published research evidence (3) 
and the adherence to which, in many respects,  would endanger the patient safety.

The diagnostic value of serum biomarkers is still 
ignored
One of the most problematic points of the new Guidelines 
is that the diagnostic value of serum biomarker testing is 
still ignored, despite the fact that their use has been rec-
ommended in the primary diagnosis of dyspeptic (upper 
abdominal symptoms) patients by several international 
guidelines and consensus reports for almost 10 years 
(4,5,6). This failure is even more serious given that in Fin-
land, a unique diagnostic test has been developed known 
as GastroPanel® (Biohit Oyj), capable of diagnosing with 
high accuracy both the function and the structural integrity 
of the stomach in a single blood sample utilising the sensi-

tive variations of the serum biomarker levels in different 
disorders (3,7).  

Against convincing research evidence and international 
recommendations  (3,4,5,6), the task force updating the 
Guidelines, due to some completely unconceivable rea-
sons,  is still ranking the evidence to the lowest level (D; no 
research evidence), and ends up to the following statement 
on serum biomarkers: ”The sensitivity of serum biomark-
ers in detecting the moderate or severe atrophic gastritis 
in patients with reflux symptoms remains modest, but a 
reliable research data is missing.”(1). To substantiate this 
claim, the task force has selected three individual studies, 
all being published before the previous Guidelines of 2012 



(2) and all reporting results that clearly deviate from the 
mainstream publications (8,9). Using these outlier studies 
in the evaluation of the scientific evidence is not acceptable 
by any means because high-quality meta-analyses had 
been available for this purpose (8,9), which by definition of 
the Duodecim itself, (1,2) represent the highest level (level 
A) of medical evidence. The results of both meta-analy-
ses are unanimous in that the pooled specificity of serum 
biomarkers in diagnosing atrophic gastritis (AG) is in the 
range of 95% (8,9), being a clear indication that the state-
ment adopted by the Guidelines is completely non-compli-
ant with the published scientific evidence (8,9). 

The use of serum biomarkers in the design of 
medical treatment for dyspeptic patients
The updated Guidelines (1) also include another estimate 
of evidence on biomarkers stating that: ”Serum biomark-
ers hardly play a role in the design of medical treatment 
of dyspeptic patients” (1). Even for a layman, it is clear that 
the reaction of the patients to any kind of medical treat-
ment is subject to individual variation, and predicting the 
therapeutic response overall is extremely rarely possible 
in advance with any measures. This certainly applies to the 
response to PPI-medication and Helicobacter eradication 
therapy of the patients, of whom only a part will receive al-
leviation to their symptoms, and this response is impossi-
ble to predict in advance  (4,6). Because of this, no interna-
tional recommendations or guidelines have ever addressed 
the use of biomarkers as predictors of the treatment selec-
tion or therapeutic response (3,4,5,6). The whole idea rep-
resents the private thinking of the guideline task force as 
a part of its endeavour to demonstrate the worthlessness 
of biomarkers in the diagnosis and management of dys-
peptic patients (1,2).  

Diagnosis of Helicobacter is based on obsolete 
tests also in the new Guidelines
Another key problem of the Guidelines (1) is associated with 
the tests used in diagnosis of Helicobacter infection.  The 
new Guidelines include the following statement: ”Helico-
bacter infection can be diagnosed using a non-invasive 
test or by gastroscopy. Suitable non-invasive tests both in 
the primary diagnosis and in evaluation of the eradication 
therapy include stool antigen test (SAT). Helicobacter IgG-
antibody test is also a sensitive test, but its inherent prob-
lem is that antibody levels remain elevated for months 
or even years after healing of the infection (1). Use of a 
serological test is advocated if the result of the primary 
testing is suspected to be false negative (e.g. recent PPI or 
antibiotic therapy or severe atrophic gastritis).” 

As compared with the previous Guidelines (2), the most no-
ticeable change is that the much criticized urea breath test 
(UBT) is no longer recommended for the primary diagno-
sis of Helicobacter infection, albeit maintained as the test 
to control the result of the eradication therapy (1). Several 
critical reviews emphasizing the severe limitations of the 

UBT and SAT have been published during the past recent 
years (10,11), presenting detailed discussions about the 
several clinical conditions where both SAT and UBT might 
give false negative results in up to 40% of the cases (10,11). 

Despite the convincing research evidence, the only change 
compared with the previous Guidelines is the delisting of 
the UBT among the tests used in the primary diagnosis of 
Helicobacter. It is important to realise the fact that in addi-
tion to false negative- and false positive test results, UBT 
and SAT do not detect AG, with a number of severe asso-
ciated risks, e.g. gastric cancer, vitamin B-12 deficiency 
(10,11). Neither of the two Guidelines (1,2) discloses any-
thing of these problems that are potentially endangering 
the patient safety, potentially patient safety-endangering, 
and the same is true in the review (12) published in 2004 
by an authority closely linked with the members of the task 
force of this Guideline document. Similarly neglected are 
the two domestic reviews related to this subject, and aiming 
at promoting the patient safety (13,14).  

The statement of the Guidelines: ”Use of a serological 
test is advocated if there is a suspicion that the primary 
test result is false negative (e.g. recent PPI- or antibiotic 
therapy or severe atrophic gastritis)” (1), is interesting 
in several respects. With regard to the task force of these 
Guidelines, this statement is promlematic in two respects: 
1) the text in parenthesis tells us that the task force mem-
bers are familiar with the potential limitations of the UBT 
and SAT (in the primary diagnosis), but despite this fact, 
recommend the use of SAT test for this purpose, and 2) do 
not tell with which test these potentially false negative re-
sults can be verified. Because the only existing test capa-
ble of doing this is the Biohit GastroPanel® test (7,8,10,11), 
failure to mention that in this context (in addition to spe-
cifically denying its usefulness), is a convincing evidence 
on the prejudiced and primarily negative attitude of the 
task force against the domestic GastroPanel® innovation  
(www.biohit.fi/lisatietoja; www.biohit.fi Safe diagnosis of 
Helicobacter infection). 

Testing for the fecal occult blood (FOB) is not re-
commended
Another problem point of the updated Guidelines is the 
statement, according to which: ”Testing for the fecal occult 
blood in symptomatic patients is not indicated because a 
negative test result does not exclude intestinal bleeding. 
Reliable research-based evidence is missing, however” 
(1). The used literature reference (15) is the same to which a 
reference was already made in the 2012 Guidelines (2). This 
is incomprehensible because this particular study has noth-
ing to do with the diagnostics of symptomatic patients but is 
a pure colorectal cancer (CRC) screening study of asympto-
matic subjects (15). 

The referred study (15) is dealing with asymptomatic sub-
jects among whom the used FOB test (Hemoccult-II) gave a 
positive result but colonoscopy did not disclose any abnor-
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malities. However, the above cited statement of the Guide-
lines does not recommend using FOB test in symptomatic 
patients. The only accurate comment at this point is the 
one stating that ”a negative test does not exclude intestinal 
bleeding”. The latter is explained by the fact that the test 
used for detecting FOB (Hemoccult-II) is an obsolete guaiac-
based test with low sensitivity and low specificity, which in 
addition is not specific for human blood and for this reason, 
gives both false positive and false negative results in  a sub-
stantial proportion of tested (16,17). 

Also this problem can be solved by a domestic innovation 
(www.biohit.fi/lisatietoja); the new generation FIT (fecal im-
munochemical test) test that practically eliminates the false 
negative and false positive test results (16,17). From the point 
of view of the Finnish national health care, it was extremely 
unfortunate that due to some unimaginable reason, this very 
same obsolete guaiac-based test was selected as the test in 
the pilot CRC screening program conducted in Finland dur-
ing 2004-2016, which, mostly due to this reason, became a 
miserable total failure (18). In the updated Guidelines (1), 
this statement in its correct form should read as follows:  ”in 
patients with upper abdominal complaints, testing for fe-
cal occult blood with a FIT specific for human blood should 
be an integral part of the diagnostic setup, because not in-
frequently, the upper abdominal symptoms particularly in 
elderly people can be of colorectal origin”(16,17).

The PPI-test treatment without specific diagnosis 
does not represent an evidence-based medicine of 
the late 2010’s

The updated Guidelines (1) includes one management al-
gorithm instead of two in the previous version (2), address-
ing the management of adult patients with dyspepsia. The 
flowchart still includes the so-called test-and-treat strat-
egy, where test treatment with PPI drugs is used as an 
integral part of the management setup of dyspeptic pa-
tients. Even the very idea about a test treatment before 
reaching the correct diagnosis does no longer represent 
an evidence-based medicine of the late 2010’s  (3), albeit 

this illusion is still enthusiastically maintained e.g. by the 
domestic authorities (12). A word of warning about this 
practice that potentially endangers the patient safety has 
been expressed in pertinent domestic reviews already 
more than 10 years ago (13,14). 

As clearly stated in the most recent Maastricht V/Florence 
consensus report (4), the applicability of this test-and treat 
strategy is intimately linked with the prevalence of Helico-
bacter pylori (HP)-infection in different geographic regions. 
It is to be emphasized that in countries with a low preva-
lence of HP-infection, the probability is increasing that HP-
testing gives a false positive result, because the positive 
predictive value (PPV) of the test drops dramatically along 
with the declining HP-prevalence. In such a situation, the 
probability that the patient’s symptoms are unrelated to 
HP-infection is substantially higher than the risk of HP-in-
fection. According to the Maastricht-report, an appropriate 
cut-off could be 20% prevalence of HP (4), and based on this 
criteria, Finland clearly belongs among the countries where 
the implementation of this  ”test-and-treat” strategy is not 
feasible (3,10,11).

Ignoring the recommendation of the Maastricht V report (4) 
to use non-invasive tests rather than giving the PPI-test 
treatment before reaching the correct diagnosis, is an im-
portant reason why the updated Guidelines (1) and its pre-
decessor (2) can be strongly criticized with solid arguments 
(13,14). The only non-invasive test for diagnosis of dyspep-
tic symptoms is the serological test based on biomarkers 
(GastroPanel®), and according to the Maastricht V consen-
sus report, this test should be used in the first place instead 
of the PPI-test treatment (4).

In the two Guidelines, HP-testing is scheduled to be per-
formed after the PPI-test treatment (Flowchart 1) (1,2). In 
such a situation, there is a true danger that the HP that 
truly resides in the stomach remains undetected. When 
this false negative HP-result is relied upon, not only HP-in-
fection but also gastric mucosal abnormalities progressed 
to the stage of AG will remain undetected, with all their po-
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tentially serious sequels (13,14). Of the latter, the most im-
portant is the risk of gastric cancer (GC), which in the worst 
scenario (severe pan-atrophy) is 90-fold as compared to the 
subjects with healthy stomach (3). This danger that these 
important risk conditions and even early-stage GC remain 
undetected while following the test-and-treat strategy of 
the current Guidelines is even more obvious among those 
patients whose symptoms have disappeared as a result of 
the PPI-test treatment, and who will be declared healthy on 
the basis of these false negative HP-test results.

Another extremely dangerous consequence of the test-and-
treat strategy has remained completed overlooked both in 
the domestic Guidelines (1) and also in the Maastricht V re-
port (4), although addressed  in a review published already 
more than 10 years ago (13). When the PPI-treatment is 
prescribed to the patient with no prior information about 
the status of his/her gastric acid output, it may well happen 
that the origin of the symptoms under examination is an 
ACID-FREE stomach. When such a patient with an estab-

lished acid-free stomach, will be administered PPI medica-
tion, the situation is absurd. It is essential to keep in mind 
that acid-free stomach (due to any reason; HP, AG, PPI) is 
the most important risk factor of gastric cancer (3,4,8). 

Conclusion: An excellent example on the nonconformity of 
the updated Finnish Guidelines (1) with the international 
recommendations is e.g. the fact that 16 top gastroenter-
ology experts (from 12 countries) of the Healthy Stomach 
Initiative (HSI) task force, launched already in 2012 a con-
sensus statement advocating the use of serological bio-
markers of the GastroPanel® as the first-line diagnostic 
test of dyspeptic patients for detection of HP-infection as 
well as for both diagnosis and screening of HP-associated 
or autoimmune-type gastric mucosal injury (AG) or func-
tional disorder (acid-free stomach)(5). 
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