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NICE recommends immediate referral for patients with
dyspepsia and significant acute GI bleeding and urgent
specialist referral for investigation if any of the following
alarm symptoms are present: progressive difficulty
swallowing; chronic GI bleeding; unintentional weight
loss; persistent vomiting; abdominal mass; iron deficiency
anaemia; suspicious findings on barium meal.

Patients aged >55 with unexplained and persistent
dyspepsia, despite H.pylori testing and acid suppression
therapy, should also be considered for endoscopy, as
should those with previous gastric ulcer or surgery,
continuing need for NSAIDs or raised risk of gastric cancer.

Patients with uninvestigated dyspepsia should be 
managed by empirical treatment with a PPI or testing for
and treating H.pylori if present. Testing by urea breath
test, stool antigen test, or locally validated lab-based
serology is suggested. H.pylori eradication is usually given
as triple therapy for seven days involving a PPI,
clarithromycin and either amoxicillin or metronidazole.

It is important to take a thorough history and 
to enquire about any medication the patient is taking.
Drugs that are common culprits for dyspepsia include:
NSAIDs; calcium antagonists; bisphosphonates; steroids;
theophyllines; nitrates. NSAIDs can also cause GI
bleeding. Absence of dyspepsia in patients taking
NSAIDs does not indicate a reduced risk of bleeding. 

Generally uncomplicated duodenal ulcers do not need 
to be re-examined but gastric ulcers may be associated
with malignant lesions. It is common practice to re-
examine patients by endoscopy 6-8 weeks after
diagnosis. Peptic ulcers fall into three categories: H.pylori
associated ulcers; drug-induced ulcers (particularly
NSAIDs); and ulcers in H.pylori-negative patients not
taking causative medication. H.pylori is associated with
both gastric and duodenal ulcer disease but it is in the
duodenum where the closest relationship exists.

In any 6-12 month period, 20-40% of healthy people, 
more commonly men, will experience symptoms of
heartburn. Oesophageal reflux can progress to more
serious disease such as erosive oesophagitis, stricture or
Barrett’s oesophagus. Less than half of patients with reflux
disease have diagnostic endoscopic findings. Endoscopy
should be performed if there are alarm symptoms such as
dysphagia or symptoms refractory to treatment. 

When patients are investigated for typical dyspepsia  
symptoms but no cause is found even after endoscopy,
the condition is termed functional dyspepsia (non-ulcer
dyspepsia). Patients should have H.pylori eradicated,
when present, followed by symptomatic treatment and
monitoring. Functional dyspepsia is more common than
dyspepsia caused by organic illness and is the likely diagnosis
in younger patients with no alarm features or reflux.
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table 1, above. This is a diagnosis by
exclusion and the identification of
H.pylori does not indicate the cause.
NICE recommends that these patients
should have H.pylori eradicated, when
present, followed by symptomatic
treatment and monitoring. Retesting
for H.pylori after eradication is not
necessary.

Functional dyspepsia is more
common than dyspepsia caused by
organic illness and is the likely
diagnosis in younger patients where
there are no alarm features or reflux.

Studies have been looking at
possible pathophysiological
mechanisms. Psychosocial and
genetic factors and altered brain-gut
interactions may also be involved.16

There may be an association
between functional dyspepsia and
irritable bowel syndrome17 but
psychological therapies have not yet
been shown as effective. 

Medication is often tried such as
PPIs and pro-kinetic drugs but in the
absence of good evidence of efficacy,
treatment should probably be short
term and as required. Prognosis is hard
to predict but most patients will
continue to have symptoms for many
years.

ANNUAL REVIEW
NICE recommends that patients
receiving long-term treatment for
dyspepsia should have an annual
review with encouragement to try
stepping down or stopping treatment.
Return to antacid or alginate
treatment may be appropriate.
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Useful information 

The Primary Care Society for
Gastroenterology provides support
and guidance for GPs and the 
primary care team
www.pcsg.org.uk 

Table 1
The Rome III International 
Working Group definition 
of functional dyspepsia
i One or more of the following
symptoms:
a Postprandial fullness
b Early satiety
c Epigastric pain
d Epigastric burning

ii No evidence of structural disease
that is likely to explain symptoms
(including upper endoscopy)

iii Criteria fulfilled for the past 
3 months with symptom onset at
least 6 months before diagnosis




