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OBJECTIVE: To determine the management of patients with
new onset dyspepsia by Canadian family physicians.
METHODS: A survey was mailed to 195 family physicians in
August 1995 to identify how they manage dyspepsia in patients ac-
cording to four scenarios: based on presenting symptoms alone; as-
suming Helicobacter pylori-positive; known to be H pylori-negative;
and endoscopically confirmed nonulcer dyspepsia.
RESULTS: A total of 170 of 195 physicians (87.2%) completed
the survey. Physicians reported that 7.3% of their practice is de-
voted to dyspepsia and 23% of these dyspeptic patients present for
the first time. Ninety-three per cent of family physicians find a
symptom classification of ulcer-, reflux- and dysmotility-like dys-
pepsia helpful. The majority of patients are advised to make life-
style changes and are treated with antacids or empiric drug
therapy. A H2 receptor antagonist was the drug of choice for ulcer
and reflux-like dyspepsia, while prokinetics were often used for re-
flux and dysmotility-like dyspepsia. After failure of initial treat-
ment, patients were given another course of empiric treatment,
commonly with cisapride or omeprazole. Family physicians esti-
mated that the mean time to obtain a gastrointestinal consult
was five weeks, and 70% indicated that this time to consult ad-
versely influenced their decision to refer. If this time was reduced
to less than two weeks, responding physicians would consider
referring all eligible patients. On average, two to 2.5 courses of em-
piric therapy were given before referral. If H pylori status was
known, fewer empiric treatments (mean 1.8) were given before
gastroenterological referral compared with the other scenarios.
If the patient had nonulcer dyspepsia, 30% of family physicians
provided reassurance only and did not prescribe empiric drug
treatment.

CONCLUSIONS: Most newly dyspeptic patients in Canada are
treated with empiric therapy according to symptom classification
and referred for endoscopy after an average two to 2.5 treatment
courses.
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Sondage sur le traitement de la dyspepsie
auprès des médecins canadiens
OBJECTIF : Déterminer de quelle façon les médecins de famille
canadiens traitent leurs patients atteints de dyspepsie de fraîche date.
MÉTHODES : Un sondage a été envoyé à 195 médecins de famille en
août 1995 afin de les interroger sur la façon dont ils traitent la dyspepsie
chez les patients selon quatre scénarios : selon les symptômes au moment de
la présentation seule, en supposant la présence d’Helicobacter pylori, en
supposant que le patient est H. pylori-négatif et en présence d’une
dyspepsie non ulcéreuse confirmée à l’endoscopie.
RÉSULTATS : En tout, 170 médecins sur 195 (87,2 %) ont répondu au
sondage. Selon les résultats, 7,3 % de la pratique des médecins répondants
est consacré à la dyspepsie, 23 % des patients dyspeptiques consultent leur
médecin à ce sujet pour la première fois, et 93 % des médecins de famille
trouvent utile le recours à une classification des symptômes de dyspepsie
associés à un ulcère, à l’œsophagite de reflux et à la dysmotilité. La majorité
des patients sont avisés de modifier leur style de vie et sont traités au moyen
d’antiacides ou d’un traitement médicamenteux empirique. L’anti-H2 est
le médicament de choix dans les cas de dyspepsie de type ulcère ou de type
œsophagite de reflux, alors que les procinétiques sont souvent utilisés pour
l’œsophagite de reflux et la dyspepsie de type dysmotilité. Après l’échec du
traitement initial, les patients reçoivent un autre traitement empirique,
souvent du cisapride ou de l’oméprazole. Les médecins de famille ont
estimé que l’attente moyenne avant d’obtenir une consultation chez un
gastro-entérologue était de cinq semaines et 70 % ont indiqué que ce délai
influait négativement sur leur décision d’adresser leurs patients. Si cette
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Dyspepsia, defined as pain or discomfort centred in the
upper abdomen, is a common condition. A Canadian

study found that 38% of subjects complained of mild to mod-
erate acid-related symptoms (1), which often leads to
patient-driven empiric treatments with over-the-counter
antacids and H2 receptor antagonists (2), physician visits,
time off work and an adverse effect on the quality of life.
Thus, the social and economic costs of dyspepsia are consid-
erable (3). When confronted with a new onset dyspeptic pa-
tient, the physician cannot know whether an organic disease
exists or whether the patient has a functional, nonlife-
threatening but troublesome disorder. Because history alone
lacks diagnostic discriminant value, the family physician
must decide whether investigations are necessary or whether
drug therapy without an initial diagnosis, so-called ‘empiric
therapy’, is appropriate. In a patient with alarm symptoms,
such as weight loss, dysphagia, bleeding or microcytic ane-
mia, investigation clearly is required, but in their absence
the choice is less clear.

The standard approach has been to follow the 1985 rec-
ommendations of the American College of Physicians and
prescribe a course of empiric drug therapy, followed by endo-
scopy for those failing treatment (4). Do Canadian family
physicians give the same empiric treatment to all patients or
do they consider treatment according to the symptom sub-
groups of ulcer-like, reflux-like and dysmotility-like dyspep-
sia? The answer to this question is unknown.

The discovery of Helicobacter pylori has provided the op-
portunity to cure patients with duodenal and gastric ulcer
disease. However, most patients with H pylori are asympto-
matic or are dyspeptic without organic disease and are classi-
fied as having nonulcer dyspepsia (NUD) or functional
dyspepsia. It is important to distinguish undiagnosed dyspep-
sia from the diagnosis of NUD, made only after negative in-
vestigations. The association between H pylori and NUD is
controversial, although pooled analysis has shown that
NUD patients have a 23% higher prevalence of H pylori

compared with controls (5). Also, inflammation associated
with H pylori infection might be expected to disturb antropy-
loroduodenal motility and other aspects that may contribute
to dyspepsia (6). Reviews of H pylori eradication therapy in
NUD have not shown consistent benefit (7,8). The role that
diagnosis and treatment of H pylori infection plays in the
management of dyspepsia by Canadian family physicians is
unknown.

The goal of this study was to determine the management
of new onset dyspepsia by Canadian family physicians
through the use of a structured questionnaire.

MATERIALS AND METHODS
A total of 195 family practitioners were selected randomly
from across Canada and agreed to participate in an August
1995 survey on the management of new onset dyspepsia by
mailing in a structured questionnaire.

The Rome criteria (9) defined three dyspepsia subgroups
to aid the diagnosis of dyspepsia. Although the clinical util-
ity of these criteria has been questioned (10), they do pro-
vide a conceptual framework that may assist physicians in
patient management. In this section of the survey, the dys-
pepsia symptom classification of ulcer-like, reflux-like and
dysmotility-like was explained. Physicians were asked
whether they found this classification helpful. Other factors
in the history that family physicians might consider helpful
to manage dyspepsia were also asked.

Data on the initial and subsequent management of pa-
tients who returned with persistent dyspepsia were obtained
from different scenarios. Within each scenario, family physi-
cians were given the option of managing all patients the
same way, regardless of specific symptoms, or differently,
based on dyspepsia subgroups if they indicated that they
would consider subgroups helpful in their management.
Family physicians indicated which medication(s) they
would prescribe.

The typical patient under consideration was a healthy
35-year-old presenting with new onset dyspepsia, without
alarm symptoms and no prior investigations. Initially global
management of new onset dyspepsia was determined, fol-
lowed by whether management of a new dyspeptic patient
would vary according to four hypothetical scenarios.

Scenario 1: Family physicians were asked what empiric ther-
apy they would prescribe based on presenting symptoms only
and without investigation.

Scenario 2: Family physicians were to assume that there was
a readily available test for H pylori and to provide information
based on a positive test for H pylori to determine whether this
influenced their management strategy.

Scenario 3: Family physicians were to assume that there was
a readily available test for H pylori and to provide information
based on a negative test for H pylori to determine whether this
influenced their management strategy.

Scenario 4: Family physicians were to provide information
for management strategies for patients who underwent initial
endoscopy with normal findings (NUD), ie, based on the
knowledge that there was no pathology to account for symp-
toms.
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attente était ramenée à moins de deux semaines, les médecins ayant
répondu au sondage adresseraient tous les patients admissibles. En
moyenne, de 2 à 2,5 traitements empiriques ont été administrés avant que
les patients ne soient adressés en gastro-entérologie. Les médecins qui
connaissaient le statut du patient à l’égard de H. pylori prescrivaient moins
de traitements empiriques (moyenne 1,8) avant d’adresser leurs patients en
gastro-entérologie en comparaison avec les autres scénarios. Si le patient

présentait une dyspepsie de type non ulcéreuse, 30 % des médecins de
famille se sont contentés de rassurer leur patient et n’ont pas prescrit de
traitement médicamenteux empirique.
CONCLUSIONS : La plupart des patients souffrant de dyspepsie de
fraîche date au Canada sont traités de façon empirique selon une
classification des symptômes, puis adressés pour endoscopie après une
moyenne de 2 à 2,5 traitements.
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Statistical methods: Descriptive statistics, cell frequencies
and proportions were used to summarize data. Continuous
variables are reported as mean � SD.

RESULTS
Demographics and practice information: The physicians
surveyed were from British Columbia (n=14), Alberta
(n=10), Saskatchewan (n=5), Manitoba (n=6), Ontario
(n=82), Quebec (n=55), Nova Scotia (n=15) and New-
foundland (n=8). A total of 179 of 195 questionnaires were
returned. Nine questionnaires could not be used because an-
swers were incomplete and could not be clarified by tele-
phone because physicians were unavailable. Of the remain-
ing 170 questionnaires, follow-up telephone calls clarified
unclear responses, resulting in a high completion rate
(87.2%). The majority of respondents were male (79.4%)
and had been in practice for an average of nearly 20 years.
Most were in nonacademic practice, confirming the gener-
alizability of the survey findings. Most practised in an urban
setting. Thus, the majority would have ready access to con-
tinuing medical education programs. Physicians were split
evenly between group and solo practices.

The study group reported seeing a highly variable number
of patients (mean 576 patients per month). An estimated 42
patients per month presented with dyspepsia, yielding a
crude estimate of 7.3% of the practice being devoted to the
management of dyspepsia. For just over half of the patients,
dyspepsia was the primary reason for the physician visit,
while for the others dyspepsia was additional to another
complaint. Of patients suffering dyspepsia, family physicians
estimated that a mean of 23% were presenting for the first
time.
Clinical utility of dyspepsia subgroups: One hundred and
thirty-three physicians (78.2%) found a symptom subgroup
classification (9) helpful when used in conjunction with
other information (see below), and 14.7% considered the
classification to be a primary factor in deciding treatment.
Thus, 92.9% of physicians found a dyspepsia classification
useful for patient management (the remainder found it of no
value due to the overlap of symptoms).
Other factors in the history considered in the management
of dyspepsia: Physicians were asked to indicate characteris-
tics considered important in the management of dyspepsia.
Acetylsalicylic acid (ASA) and nonsteroidal anti-inflam-
matory drug (NSAID) ingestion, presence of alarm symp-
toms and alcohol consumption were considered important by
more than 95% of respondents. A total of 93.5% indicated
that previous diagnosis and smoking were the next most im-
portant characteristics, followed by symptom severity
(86.5%), symptom duration (85.9%), obesity (75.9%) and
age (75.3%). Interestingly, only 33.5% considered sex an im-
portant factor. Other factors considered included stress, de-
pression and anxiety (12%), and whether symptoms were
food-related (12%).
Management strategies of new onset dyspepsia: Physicians
were given four choices of how they would manage the new
onset dyspeptic patient. Lifestyle changes and/or antacids

only were suggested most frequently, with 52.2% of physi-
cians using this approach. Empiric drug therapy based on the
presenting symptom without initial investigations or diagno-
sis was recommended by 32.6%. Only 12.9% indicated that
they would test for H pylori before initiating treatment, and
only 2.3% would refer the patient to a gastroenterologist for
evaluation at initial presentation. Thus, approximately 85%
of patients overall would be treated with either lifestyle
changes or antacids (or other empiric therapy) at first presen-
tation, and only a minority would undergo some form of in-
vestigation.
Recommended lifestyle changes: The most frequently rec-
ommended lifestyle changes were to stop smoking (95.6%)
and to avoid aggravating foods (95.3%). Other advice in-
cluded avoiding alcohol (89.4%), avoiding going to bed soon
after eating (85.9%), eating smaller, well-balanced meals
(84.1%), achieving weight loss (80%) and elevating the head
of the bed (65.9%). Some respondents recommended stress
management and stress reduction (10%) and the avoidance
of ASA, NSAIDs or other potentially aggravating medica-
tions (11.1%).

Physicians estimated that 44.2% of patients who were
recommended to make lifestyle changes only would not be
seen again within six months.
Patients given empiric therapy on initial presentation: Em-
piric therapy based on the presenting symptom was recom-
mended by 32.6% of family physicians on initial presenta-
tion. If a patient was given empiric therapy, 52.4% of
physicians left it up to the patient to return if symptoms re-
curred. Following an initial response, symptom recurrence
was estimated to occur in about 10 weeks. If a patient re-
sponded initially, 49.6% of patients would require continued
treatment for a mean of 6.4 months to maintain symptom re-
lief. Patients given ongoing treatment would be seen ap-
proximately once per month.
Patients sent for gastroenterology referral at initial presen-
tation: Only 2.3% of patients would be referred for consulta-
tion to a gastroenterologist at initial presentation. The aver-
age waiting time for consultation with a gastroenterologist
was estimated to be 4.7 weeks, and 70% of respondents indi-
cated that the waiting time influenced their management de-
cision. If the waiting time was shortened to a mean of
1.8 weeks, respondents would refer all eligible patients for en-
doscopy. Of referred patients, 44.1% are sent specifically for
endoscopy and the remainder for a consultation without spe-
cific expectations. A total of 45.4% of patients are referred
back to the family physician for ongoing management.
Scenario 1 – Initial (first-line) empiric therapy based on
presenting symptoms: Family physicians indicated that most
patients (82.9%) would be treated according to symptom
subgroups, and only 16.5% of patients would be ‘treated the
same’ regardless of the presenting complaint (Table 1) . Phy-
sicians estimated that 36% of patients would present with
ulcer-like, 37% with reflux-like and 27% with dysmotility-
like dyspepsia. After initial treatment, about 34% were esti-
mated to relapse within six months.

From a total of 369 responses, drug treatments were
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pooled into general drug classes (Table 1). Antacids could be
given alone or in combination with other drugs. The H2 re-
ceptor antagonist arm (H2RA) included cimetidine, raniti-
dine, famotidine and nizatidine. The patient was considered
to have been given a proton pump inhibitor (PPI) (only
omeprazole was available at the time of this survey) if the
physician mentioned giving PPI alone or giving a PPI in
combination with an antacid or a H2RA, because the drug
used was placed into the drug class with the greatest degree of
acid suppression. If given with a prokinetic, it was placed
into the prokinetic plus acid suppression (either omeprazole
or a H2RA) category. Prokinetics included cisapride, dom-
peridone or metoclopramide. Miscellaneous drug therapies
comprised sucralfate, any combination of three or more
drugs, and a variety of anxiolytics and psychotropic drugs,
antispasmodics and drugs for irritable bowel syndrome.

The most common empiric therapy was a H2RA, used
first-line in over 80% of patients in the treat all patients the
same and the ulcer-like dyspepsia categories. Ranitidine was
most commonly used, followed by nizatidine, then famoti-
dine. Cimetidine, the least expensive H2RA, was rarely
mentioned. Omeprazole was the second most frequently
given drug – but prescribed in fewer than 15% of cases –
among those given the same empiric therapy regardless of
specific symptom(s) and those in the ulcer-like dyspepsia
group. No prokinetic use was cited. Thus, almost all patients
were given some form of acid suppressive treatment in
these groups. In the ulcer-like dyspepsia category, only 1.3%
of physicians prescribed empiric H pylori eradication ther-
apy. After initial treatment failure, most physicians would
continue to give some form of empiric therapy and 64% to
71% would switch to a different class of medication. Thus,
H2RA use was much reduced in this group of patients, and
there was a switch to a PPI, offering more effective acid sup-
pression.

For reflux-like symptoms, half the patients were given a

H2RA, while antacids and omeprazole were each given in
about 15% of cases. If prokinetics were given, they tended to
be prescribed in combination with a H2RA. After initial
treatment failure, prokinetic use (mostly cisapride) in-
creased and was used as commonly as the H2RA and omepra-
zole (about 30% each). After a second failure, PPI was
prescribed by half the respondents and H2RA use declined.

In dysmotility-like dyspepsia, prokinetic drugs were most
commonly given, with domperidone usually prescribed, fol-
lowed by metoclopramide. Cisapride was never given alone
but occasionally in combination with one other drug. Anti-
secretory drugs, in particular omeprazole, were rarely pre-
scribed in this symptom subgroup. One quarter of these
patients received some form of miscellaneous combination
of treatments, including trimebutine, antispasmodics and
psyllium which are usually given for irritable bowel syn-
drome. Anxiolytics were also prescribed.

If initial empiric treatment failed, most patients would be
investigated with an upper gastrointestinal barium study
(about 71%) or endoscopy (10%), with a minority to be
tested for H pylori (7.1%). After initial treatment failure,
only 29% patients are referred to a gastroenterologist, but af-
ter a second treatment failure, most patients (about 77%) are
referred. The mean number of empiric treatment courses
given before referral was between 2.3 and 2.5.
Scenario 2 – Treatment based on a positive test for H py-
lori: If patients were known to be H pylori-positive, the ma-
jority (69.4%) would be treated the same independent of
symptom subgroup, while the remainder would be treated
based on the presenting symptom. This represents a shift in
management compared with the first scenario, in which only
16.5% would be treated the same. Physicians considering
treatment based on symptom subgroups thought the propor-
tion of patients having ulcer-like dyspepsia with a positive
test for H pylori was 46.4%, versus reflux-like (32.8%) and
dysmotility-like dyspepsia (26.1%).
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TABLE 1
Scenario 1: Empiric therapy given based on presenting symptoms only

Drug class

Treat all patients the same Ulcer-like Reflux-like Dysmotility-like

Initial
(n=23)

1st failure
(n=33)

2nd
failure
(n=20)

Initial
(n=155)

1st
failure

(n=165)

2nd
failure
(n=66)

Initial
(n=135)

1st
failure

(n=189)

2nd
failure
(n=84)

Initial
(n=56)

1st
failure

(n=150)

2nd
failure
(n=74)

Antacids alone 8.7 (2) 9.1 (3) 0 2.6 (4) 3.6 (6) 1.5 (1) 14.1 (19) 11.1 (21) 3.6 (3) 8.9 (5) 3.3 (5) 1.4 (1)

H2RA 82.6 (19) 27.3 (9) 20.0 (4) 81.9 (127) 26.7 (44) 13.6 (9) 50.4 (68) 29.6 (56) 9.5 (8) 7.1 (4) 28.0 (42) 16.2 (12)

PPI 8.7 (2) 45.5 (15) 30.0 (6) 13.5 (21) 52.1 (86) 53.0 (35) 15.6 (21) 26.5 (50) 52.4 (44) 1.8 (1) 5.3 (8) 24.3 (18)

Prokinetic 0 12.1 (4) 35.0 (7) 0 5.5 (9) 12.1 (8) 3.7 (5) 30.2 (57) 25.0 (21) 48.2 (27) 48.0 (72) 33.9 (25)

Prokinetic + acid
suppression

0 0 0 0 0 0 13.3 (18) 0 0 10.7 (6) 1.3 (2) 0

Antibiotics/Hp 0 3.0 (1) 10.0 (2) 1.3 (2) 6.7 (11) 12.1 (8) 0 1.1 (2) 2.4 (2) 0 0 1.4 (1)

Miscellaneous 0 3.0 (1) 5.0 (1) 0.6 (1) 55.5 (9) 7.6 (5) 3.0 (4) 1.6 (3) 7.1 (6) 23.2 (13) 14.0 (21) 23.0 (17)

Proportion
referred to GI

– 26�36 77�34 – 32�33 84�27 – 31�36 73�32 – 33�37 70�35

All results are expressed as n (%), except ‘Proportion referred to GI’ (gastroenterologist) which is expressed as mean % � SD. H2RA H2 receptor antagonist; Hp Helico-
bacter pylori; PPI Proton pump inhibitor
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Of physicians who would likely treat all patients the
same, 91.7% prescribed an antibiotic(s) in initial empiric
therapy. When patients had ulcer-like dyspepsia, 74.1%
would be given antibiotics. Antibiotics were given in only
44% of reflux-like and 30% of dysmotility-like dyspeptics. Of
a total 270 treatments mentioned, 186 involved antibiotics,
and there were 46 different regimens. The most popular regi-
men was dual therapy with omeprazole and amoxicillin
(19.9% of treatments) followed by triple therapy with ome-
prazole, amoxicillin and metronidazole (17.7%). Bismuth
triple therapies were used in 10.8% of cases, omeprazole,
clarithromycin and metronidazole in 6.5% (12 of 186), and
omeprazole, clarithromycin and amoxicillin in only 4.8%
(nine of 186). Thus, the most effective treatments for H py-

lori eradication were the least commonly given.
Multiple drug combinations were prescribed primarily in

the dysmotility-like group and to a lesser extent in the
reflux-like group. In the dysmotility-like group, prokinetics
were mentioned in 35 of 46 responses (76.1%). Cisapride
was used alone in 49%, and in combination with antibiotics
in 26%, with one response each with an anxiolytic, H2RA
and omeprazole. It is noteworthy that several physicians used
cisapride in combination with clarithromycin, a potentially
lethal combination (see ‘Discussion’). Domperidone and
metoclopramide were infrequently used.

There was a trend towards fewer courses of empiric ther-
apy given in the treat all patients the same and ulcer-like
dyspepsia groups (1.8 each) compared with the reflux-like
(2.0) or dysmotility-like groups (2.1) before referral to a gas-
troenterologist. After initial treatment failure, more treat all
patients the same (71%) and ulcer-like dyspepsia (75%) pa-
tients were referred to a gastroenterologist than in reflux-like
(62%) or dysmotility-like (55%) dyspepsia subgroups. After
failure of a second empiric therapy, most patients (78% to
91%) were referred.

Scenario 3 – Treatment based on a negative test for H py-
lori: Family physicians indicated that 22.9% of patients
would be treated the same regardless of symptoms and the re-
mainder would be treated according to dyspepsia subgroups
(Table 2). This figure is similar to the 16.5% when empiric
treatment was used when H pylori status was unknown (sce-
nario 1), but much less than the 69.4% when a patient was
known to be H pylori-positive. The distribution of empiric
treatments in the treat all patients the same and ulcer-like
dyspepsia groups was similar to scenario 1, and H2RA use pre-
dominated. After initial and second treatment failure, there
was a change in prescribing patterns compared with that in
scenario 1. In the treat all patients the same group, there was
less H2RA and prokinetic use, omeprazole use was un-
changed, and there was an increase in miscellaneous treat-
ments. These included sucralfate, misoprostol and psycho-
tropic drugs. In the ulcer-like dyspepsia group, H2RA
treatment decreased while omeprazole use increased.

In the reflux-like dyspepsia group, there was slightly less
H2RA and omeprazole use compared with initial therapy in
scenario 1 (Tables 1,2). Prokinetics were used more fre-
quently alone and in combination with an antisecretory
agent, usually a H2RA. After initial and second treatment
failure, prescribing patterns remained consistent with the
same distribution of H2RA, omeprazole and prokinetics as in
scenario 1. Interestingly, some regimens included prescrip-
tions of three or four drugs of different classes.

In the dysmotility-like dyspepsia group, overall there
were fewer antacids, H2RA and miscellaneous combinations
used than in scenario 1. There was a substantial increase in
prokinetic use, predominantly cisapride, with occasional
domperidone but rarely metoclopramide. In this symptom
subgroup, there was no increase in combination treatment
with prokinetics and acid suppression, as seen in the reflux-
like group.
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TABLE 2
Scenario 3: Empiric therapy given if patient known to be Helicobacter pylori-negative

Drug class

All patients the same Ulcer-like Reflux-like Dysmotility-like

Initial
(n=50)

1st
failure
(n=31)

2nd
failure
(n=22)

Initial
(n=150)

1st
failure

(n=115)

2nd
failure
(n=45)

Initial
(n=139)

1st
failure

(n=149)

2nd
failure
(n=63)

Initial
(n=138)

1st
failure

(n=130)

2nd
failure
(n=60)

Antacids alone 6.0 (3) 6.5 (2) 0 2.7 (4) 3.5 (4) 0 13.7 (19) 7.4 (11) 4.8 (3) 5.8 (8) 2.3 (3) 3.3 (2)

H2RA 76.0 (38) 12.9 (4) 13.6 (3) 81.3 (122) 25.2 (29) 15.5 (7) 41.7 (58) 28.2 (42) 9.5 (6) 3.6 (5) 23.1 (40) 15.0 (9)

PPI 6.0 (3) 58.1 (18) 50.0 (11) 14.7 (22) 61.7 (71) 57.8 (26) 12.2 (17) 29.5 (44) 52.4 (33) 0 3.1 (4) 16.7 (10)

Prokinetic 2.0 (1) 3.2 (1) 13.6 (3) 0 2.6 (3) 13.3 (6) 10.1 (14) 30.2 (45) 28.6 (18) 73.2 (101) 50.0 (65) 26.7 (16)

Prokinetic + acid
suppression

6.0 (3) 0 0 0 0 0 19.4 (27) 0 0 8.7 (12) 0 0

Antibiotics/Hp 2.0 (1) 0 9.1 (2) 0.7 (1) 0.9 (1) 2.2 (1) 0.7 (10) 0 1.6 (1) 0 0 1.7 (1)

Miscellaneous 2.0 (1) 19.4 (6) 13.6 (3) 0.7 (1) 6.1 (7) 11.1 (5) 2.2 (3) 4.7 (7) 3.2 (2) 8.7 (12) 13.8 (18) 36.7 (22)

Proportion
referred to GI

– 40�39 71�35 – 42�38 84�27 – 39�40 75�32 – 40�39 74�32

All results are expressed as n (%), except ‘Proportion referred to GI’ (gastroenterologist) which is expressed as mean % � SD. H2RA H2 receptor antagonist; Hp Helico-
bacter pylori; PPI Proton pump inhibitor
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After failure of a first empiric treatment, family physi-
cians estimated that about 40%, and after a second treat-
ment failure about 79%, of patients would be referred to a
gastroenterologist. On average 2.2 to 2.4 empiric courses of
therapy would be given before referral.
Scenario 4 – Treatment of patient with confirmed NUD:
Knowledge that the patient had a normal endoscopy influ-
enced patient management in the majority of cases (65.3%)
(Table 3). Thirty per cent of physicians indicated that they
would reassure their patient only and not start any medica-
tion, while 34.7% felt that they would treat patients differ-
ently based on negative endoscopic findings.

In this scenario, initial empiric therapy was the same in
43% of respondents, while the remainder gave treatments
based on the dyspepsia subgroups. Family physicians esti-
mated that the proportion of patients from each dyspepsia
subgroup would be approximately one-third each.

Initial empiric therapy in the treat all patients the same
group was different compared with the empiric therapy in
scenario 1 (Table 1). There was more antacid and prokinetic
use, H2RA use was much less common and omeprazole was
rarely used. In ulcer-like dyspepsia, the treatments were simi-
lar. In reflux-like dyspepsia, antacid and H2RA use were less
common and prokinetic use increased, either alone or in
combination with acid suppression. In dysmotility-like dys-
pepsia, there was much less antacid use, less H2RA use, and
more prokinetic use alone but less in combination with acid
suppression. Omeprazole was not used. In all groups, psycho-
tropic drugs were used more frequently than in scenario 1, al-
though overall use was still minimal.

After a first treatment failure, more psychotropic drugs
were prescribed. In general, the treatment trends in each
subgroup were similar to those in scenario 1. In ulcer-like
dyspepsia, prokinetic use was increased slightly and antibi-
otic use was slightly less.

After the failure of a second empiric treatment (Table 3),

more prokinetic use, but no antibiotic use, was reported to
treat ulcer-like dyspepsia. In reflux-like dyspepsia, there was
less omeprazole and more prokinetic use. In the dysmotility-
like group, antibiotics were prescribed for three patients; in
previous scenarios antibiotics were not used.

After initial treatment failure, 29.6% to 44.5% of patients
would be referred to a gastroenterologist. After a second
treatment failure, 53% to 66% of patients would be referred,
a figure lower than in other strategies. More courses of em-
piric therapy would be given (2.2 to 2.5) before referral,
compared with the H pylori-positive scenario, but the referral
rates are almost identical to those in scenario 1 in which no
prior investigations were performed.

DISCUSSION
We report the results of a questionnaire mailed to Canadian
family physicians to determine their current management
approaches to patients with new onset dyspepsia. Dyspepsia
is a common presenting complaint to family physicians, who
estimated an average of 7.3% of their practice is devoted to
dyspeptic patients.

Although there is controversy about the utility of defin-
ing dyspepsia subgroups, 92.9% of respondents felt that they
were useful for patient management. Most felt the classifica-
tion was useful when used in conjunction with other infor-
mation, such as the presence of alarm symptoms, a history of
ASA and/or NSAID ingestion, alcohol consumption, previ-
ous diagnosis and smoking habits. While physicians consid-
ered ASA or NSAID ingestion to be important, only 11%
suggested avoiding these medications. Psychological factors
such as stress, depression and anxiety were felt to play a mini-
mal role as reflected by the few treatments aimed at these
factors.

Nearly all respondents indicated that some proportion of
their patients would receive lifestyle counselling and advice
on conservative measures including as required antacid use.
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TABLE 3
Scenario 4: Empiric therapy given if patient’s endoscopy known to be negative (nonulcer dyspepsia)

Drug class

All patients the same Ulcer-like Reflux-like Dysmotility-like

Initial
(n=52)

1st
failure
(n=41)

2nd failure
(n=20)

Initial
(n=73)

1st
failure
(n=61)

2nd
failure
(n=24)

Initial
(n=67)

1st
failure
(n=69)

2nd
failure
(n=33)

Initial
(n=70)

1st
failure
(n=55)

2nd
failure
(n=29)

Antacids alone 15.4 (8) 9.8 (4) 0 5.5 (4) 4.9 (3) 9.0 (6) 5.8 (4) 6.1 (4) 6.1 (2) 0 3.6 (2) 3.4 (1)

H2RA 38.5 (20) 26.8 (11) 20.0 (4) 75.3 (55) 23.0 (14) 12.5 (3) 32.8 (22) 26.1 (18) 15.2 (5) 2.9 (2) 21.8 (12) 10.3 (3)

PPI 5.8 (3) 36.6 (15) 35.0 (7) 12.3 (9) 45.9 (28) 54.2 (13) 19.4 (13) 29.0 (20) 36.4 (12) 0 7.3 (4) 20.7 (6)

Prokinetic 23.1 (12) 17.1 (7) 20.0 (4) 0 11.5 (7) 20.8 (5) 17.9 (12) 33.3 (23) 42.4 (14) 77.1 (54) 49.1 (27) 34.5 (10)

Prokinetic + acid
suppression

3.8 (2) 0 0 0 0 0 19.4 (13) 0 0 2.9 (2) 1.3 (2) 0

Antibiotics/Hp 1.9 (1) 0 0 2.7 (2) 3.2 (2) 0 0 2.9 (2) 0 0 0 10.3 (3)

Miscellaneous 11.5 (6) 12.2 (5) 25.0 (5) 4.1 (3) 11.5 (7) 8.3 (2) 1.5 (1) 2.9 (2) 0 17.1 (12) 18.1 (10) 20.7 (6)

Proportion
referred to GI

– 30�41 53�43 – 30�40 66�41 – 33�40 64�39 – 45�43 65�38

All results are expressed as n (%), except ‘Proportion referred to GI’ (gastroenterologist) which is expressed as mean % � SD. H2RA H2 receptor antagonist; Hp Helico-
bacter pylori; PPI Proton pump inhibitor
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A minority of respondents would test for H pylori before ini-
tiating treatment or would refer the patient to a gastroenter-
ologist for further evaluation.

At initial presentation family physicians rarely referred
patients to a gastroenterologist; 70% indicated that the wait-
ing time for consultation was too long, and this influenced
their decisions. If the waiting time could be shortened to
about two weeks, all eligible patients would be referred for
endoscopy. This is an important finding in light of the results
from a Danish study (11), in which patients who were spe-
cifically managed on the results from initial endoscopy had
much greater satisfaction with their medical care, fewer days
off work and, overall, reduced costs of treatment compared
with those managed by initial empiric H2RA treatment. A
new study by the same group (12) randomized dyspeptic pa-
tients in primary care to H pylori testing or immediate endo-
scopy. H pylori-positive patients received eradication ther-
apy and H pylori-negative patients received a PPI if they had
reflux symptoms and were endoscoped if they took NSAIDs.
Interim results of this study have shown better symptom im-
provement and more satisfaction with the initial endoscopy
strategy compared with the H pylori test and eradicate strat-
egy.

The present questionnaire identified that a normal endo-
scopy result (scenario 4) influenced physician management,
because 30% of respondents indicated that they would pro-
vide only reassurance without prescribing any drug therapy.
This finding supports initial endoscopy, which may provide
the most effective and potentially cost-effective strategy
for managing dyspepsia. However, the current lack of read-
ily available immediate endoscopy limits this approach in
Canada.

We presented four clinical scenarios to determine pri-
mary care management strategies. The first was intended to
mimic usual family practice in which an otherwise well pa-
tient presented with new onset dyspepsia (scenario 1). This
was considered a ‘standard practice’ to which the other sce-
narios could be compared. The majority of patients were
treated according to their predominant symptom, while a
minority were treated with the same empiric therapy regard-
less of the presenting symptom. On average, two to 2.5
courses of empiric therapy were given regardless of the pre-
senting complaint before the patient was referred to a gastro-
enterologist. Because patients are not referred early, it is
important that prescribing patterns reflect a logical switch in
drug classes.

The H pylori-positive group was managed substantially
differently from the others. In contrast to treatment in the
other scenarios, more patients were treated the same, and
knowledge that the patient was H pylori-positive influenced
management decisions. Antibiotics were commonly pre-
scribed, predominantly in the treat all patients the same and
ulcer-like groups, with less antibiotic use in the reflux-like
and dysmotility-like subgroups. Many respondents used dual
therapies that are now outdated, but this probably is a reflec-
tion of practice at the time when this questionnaire was
completed. The most effective PPI-based triple therapies

containing clarithromycin were used only occasionally.
Forty-six different eradication regimens were reported, and
many involved a single antibiotic or ineffective combina-
tions. In some instances, physicians reported using cisapride
in combination with clarithromycin. This potentially dan-
gerous combination may cause prolongation of the QT inter-
val, and physicians are specifically cautioned about this
interaction.

In the H pylori-positive group there was a trend towards
fewer courses of empiric therapy given in the treat all pa-
tients the same and ulcer-like dyspepsia groups (1.8 each)
before referral. We speculate that family physicians asso-
ciated a positive H pylori test with more organic pathology
and thus obtained an earlier gastroenterology consulta-
tion.

Several studies suggest that testing for H pylori and treat-
ing those who are positive, while reserving endoscopy for
treatment failures, is the most cost-effective strategy. A re-
cent American cost-effectiveness model (13) suggested that
treating known H pylori-positive patients with initial H py-

lori eradication therapy is more cost-effective than initial en-
doscopy in managing dyspepsia. A clinical trial of this
strategy is required to provide prospective data without the
assumptions used in models to determine the most effective
and most cost-effective treatments.

Empiric therapy in the other three scenarios was similar.
In the treat all patients the same and ulcer-like dyspepsia
groups, initial empiric therapy usually consisted of a H2RA.
A PPI was rarely used as initial treatment, and prokinetic use
was minimal except in the NUD scenario in which it was the
second most commonly prescribed drug (Table 3). After ini-
tial treatment failure, more potent acid suppression was usu-
ally prescribed, and thus omeprazole use increased as H2RA
use decreased. Because ulcer disease is considered an acid-
related disorder, this change in medication is rational and
appropriate. However, an alternative strategy in dyspeptic
patients younger than 50 years old with ulcer-like symptoms
is to test for H pylori and eradicate if H pylori-positive.

In patients with reflux-like dyspepsia, initial treatment
was usually with a H2RA, most commonly ranitidine, while
cimetidine was rarely used. With initial failure of treatment
there was increased prescribing of PPIs or a prokinetic, given
in equal proportions. It was only after the second failure that
omeprazole use became predominant. There was relatively
little prescribing of a prokinetic along with an acid suppres-
sive agent.

In dysmotility-like dyspepsia, initial therapy was usually a
prokinetic agent, with acid suppression prescribed in the mi-
nority of cases. There were also more treatments with anti-
spasmodics, trimebutine or treatments more commonly
given for irritable bowel syndrome. Psychotropic drugs, in-
cluding anxiolytics and antidepressants, were occasionally
used. After a treatment failure, there was more prescribing of
H2RA and PPI, which reflects an attempt to provide effec-
tive symptom relief with a change in drug class. There was
also more use of combination treatments, perhaps reflecting
the lack of understanding of symptom causation. Some re-
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spondents combined as many as four different drugs, which is
not appropriate.

H pylori eradication therapy was rarely given empirically
without knowledge of H pylori status, even for patients in the
ulcer-like dyspepsia subgroup. This finding is consistent with
current understanding and recommendations.

CONCLUSIONS
The prescribing of empiric therapy for patients with dyspep-
sia was generally rational and logical. However, given the
theoretical setting of a questionnaire, it is not possible to de-
termine whether prescribing practices were appropriate.
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