
Dyspepsia is a frequent symptom, with prevalence estimated
between 19 –41 per cent in a recent meta-analysis in

Europe.1 It accounts for approximately 2–5 per cent of all visits
to GPs. Prescribed drugs and endoscopies currently cost the
NHS £600 million annually. 

An update to the NICE guidance on the management of
adults with dyspepsia was published in September 2014.2

There is no universally accepted definition for dyspepsia, but
the guideline adopts the British Society of Gastroenterology def-
inition. Dyspepsia describes a range of symptoms arising from
the upper GI tract, typically presenting for four weeks or more,
including upper abdominal pain or discomfort, heartburn, gas-
tric reflux, nausea or vomiting. Gastro-oesophageal reflux dis-
ease (GORD) refers to endoscopically-determined oesophagitis
or endoscopy-negative reflux disease. The guidelines cover the
management of both conditions, but this article will focus on
the management of dyspepsia. 

Emergency referrals and referrals for 
suspected cancer
Dyspepsia presenting with a significant acute GI bleed requires
immediate referral to a specialist on the same day. An urgent
referral within two weeks to a specialist with expertise in upper
GI cancer should be made for patients of any age who have dys-
pepsia presenting with the following alarm symptoms: chronic
GI bleeding, dysphagia, progressive unintentional weight loss,
persistent vomiting, iron deficiency anaemia, epigastric mass,
abnormal barium meal result, or patient aged 55 years or older
with persistent dyspepsia.

Interventions for new onset dyspepsia
The current evidence base for efficacy of lifestyle and dietary
measures in dyspepsia has not changed significantly over the
years. It is recommended that lifestyle changes should be
attempted first, including healthy eating, weight reduction and
smoking cessation. Known precipitants of symptoms, such as
alcohol, coffee, chocolate and fatty foods, should be avoided,
and raising the head of the bed and having a main meal well
before going to bed may help some people. The primary care
team can also now directly refer for psychological therapies,
such as cognitive behavioural therapy and psychotherapy, which
may reduce dyspeptic symptoms in the short-term.

In the absence of alarm symptoms, dyspepsia should be
treated with either empirical full dose proton pump inhibitor
(PPI) therapy for four weeks (see Table 1) or a Helicobacter pylori
‘test and treat’ treatment strategy (see Table 2). Regular pre-
scribed medications should be reviewed for potential agents

known to cause dyspepsia, and suspended where possible. If
symptoms recur, the PPI dose should be stepped down to the
lowest dose required to control symptoms. Thereafter, attempt
should be made to try ‘as-needed’ use when appropriate and
ultimately return to self-treatment with antacid and/or alginate
therapy where possible. H2-receptor antagonist therapy should
be considered if there is an inadequate response to a PPI. The
new guidelines no longer recommend treatment with prokinet-
ics. Individuals requiring continuous treatment should have an
annual review to ensure alarm symptoms have not developed,
and treatment wean should be attempted as previously
described, where appropriate.

Cardiac and biliary disease should always be considered in
the differential diagnosis. Routine endoscopy for dyspepsia with-
out alarm signs in patients less than 55 years is not necessary,
and where previous endoscopy result is available and alarm
signs have not developed, continue management in accordance
with previous findings. Endoscopy for dyspepsia is reserved for
treatment-resistant cases, emergency referrals and when alarm
signs are present. Where endoscopy is normal, confirming func-
tional dyspepsia (non-ulcer dyspepsia), the mainstay of phar-
macotherapy for this condition consists of PPIs and
H2-antagonists. In a systematic review these drugs were shown
to be more effective than placebo.3 There is considerable inter-
est in novel effective treatments for functional dyspepsia, includ-
ing buspirone, a 5-HT1A-receptor agonist, and acotiamide, which
affects acetylcholine release. Although initial placebo controlled
studies are promising, these therapies have yet to be approved
by NICE.4,5

Helicobacter pylori testing
Testing for H. pylori should utilise either a carbon-13 urea breath
test or a stool antigen test, with a minimum of a two-week
washout period if on PPI. Laboratory-based serology tests
should only be performed if locally validated, and office-based
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Table 1. PPI doses for dyspepsia and severe oesophagitis (Los Angeles classifica-
tion grade C/D or Savary–Miller grade 3/4)

PPI Full/standard Low dose (on- High/double 
dose demand dose dose

Esomeprazole 20mg once daily N/A 40mg once daily
Lansoprazole 30mg once daily 15mg once daily 30mg twice daily
Omeprazole 20mg once daily 10mg once daily 40mg once daily
Pantoprazole 40mg once daily 20mg once daily 40mg twice daily
Rabeprazole 20mg once daily 10mg once daily 20mg twice daily



tests are not recommended. Successful eradication testing
should be with carbon-13 urea breath test. There is currently
insufficient evidence to recommend the stool antigen test as
an evaluation of eradication.

Peptic ulcer disease
If peptic ulcer disease (PUD) is confirmed on endoscopy in the
presence of H. pylori, eradication therapy should be offered. If
PUD presents in a patient on NSAIDs, in the absence of H. pylori,
it is recommended that the NSAID is withdrawn and PPI treat-
ment continued for four to eight weeks. If NSAIDs cannot be
withdrawn, consider switching to a COX-2-selective NSAID, or
offer gastric protection. In the absence of both H. pylori and
NSAIDs, treatment is with PPI for four to eight weeks. Gastric
ulcer always requires a check endoscopy to confirm healing six
to eight weeks after beginning treatment. If the ulcer has not
healed it is important to exclude malignancy, non-adherence,
failure to detect H. pylori, inadvertent NSAID use, other ulcer-
inducing medication and rare causes such as Zollinger–Ellison
syndrome or Crohn’s disease. Duodenal ulcer secondary to H.
pylori requires retesting for H. pylori six to eight weeks after
eradication to ensure successful eradication. Recurrence treat-
ment and step-down of treatment is as per recurrent dyspepsia
management. 

Referral to a specialist service – refractory cases
Criteria for referral to a specialist service should be considered
in individuals with unexplained symptoms, or for symptoms not
responding to treatment. The new guidelines also recommend
referral to a gastroenterologist for individuals with H. pylori that
has not responded to second-line eradication therapy, and for
individuals considering surgical management of GORD. Additional

investigations may be pursued (usually in a secondary setting)
for patients with refractory dyspepsia. Testing for coeliac disease
and Giardia infection is useful. Abdominal ultrasound can be
used to rule out pancreaticobiliary disease. Gastric emptying stud-
ies using scintigraphy can evaluate severe postprandial fullness.
Hydrogen breath tests for small intestinal bacterial overgrowth or
lactose/fructose intolerance may be useful in evaluating non-
ulcer dyspepsia symptoms with bloating.

Conclusion
Dyspepsia is a common symptom with considerable cost bur-
den. The recent NICE guidance sets out important steps in man-
agement including the recognition of alarm signs that
necessitate endoscopy, and following the recommended path-
ways after identifying the cause. New recommendations have
been added regarding investigation and referral, H. pylori erad-
ication therapy and when to refer for specialist management.
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Table 2. Patients who test positive for H. pylori should be offered a seven-day twice-daily course of a PPI plus one of the described treatments

Choice and dose of PPI (7 days) First-line (plus PPI) Second-line (plus PPI)

Esomperazole 20mg twice daily

Lansoprazole 30mg twice daily

Omeprazole 20mg twice daily

Pantoprazole 40mg twice daily

Rabeprazole 20mg twice daily

Amoxicillin 1g twice daily
and clarithromycin 500mg twice daily or
metronidazole 400mg twice daily for 7 days

Amoxicillin 1g twice daily
and clarithromycin 500mg twice daily or
metronidazole 400mg twice daily (which
ever of clarithromycin or metronidazole
was not used first-line) for 7 days

If penicillin allergic: clarithromycin 250mg 
twice daily and metronidazole 400mg
twice daily for 7 days

If previous exposure to clarithromycin and
metronidazole: amoxicillin 1g twice daily
and a quinolone or tetracycline for 7 days

If penicillin allergic and previous
clarithromycin exposure: bismuth 120mg
4 times a day and metronidazole 400mg
3 times a day and oxytetracycline
500mg 4 times a day for 7 days

If penicillin allergic: metronidazole 400mg
twice daily and levofloxacin 500mg twice
daily for 7 days

If allergic to penicillin and previous quinolone
exposure: bismuth 120mg 4 times a day
and metronidazole 400mg 3 times a day
and oxytetracycline 500mg 4 times a day
for 7 days

The choice of PPI and eradication regimen should always be based on previous antibiotic exposure and lowest acquisition cost


