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Dyspepsia is a common medical condition. It affects 
20−45% of general adult population.1,2 The term 
‘dyspepsia’ was derived from the Greek term ‘dyspeptos’ 
which literally means ‘difficult to digest’. ‘Indigestion’ 
is the non-medical term for dyspepsia. Despite 
continuous effort of several international working teams 
the meaning and definition of dyspepsia continues to 
challenge clinical investigators. To emphasize the site of 
origin of dyspepsia from upper GI tract, more recently, 
dyspepsia is used to describe ‘pain or discomfort 
centered in the upper abdomen.3 Dyspepsia is used to 
describe a constellation of symptoms arising from upper 
abdomen, such as upper abdominal ‘discomfort’, ‘pain’, 
bloating, upper abdominal fullness, burning, flatulence, 
satiation, nausea, vomiting, heart-burn, regurgitation, 
frequent burping (belching) and anorexia. However, 
the symptoms of heartburn, acid regurgitation, and 
belching were excluded from the definition of dyspepsia 
in Rome (I & II) reports because of their relation to 
gastroesophageal reflux disease (GERD) and aerophagia. 
According to Rome III committee dyspeptic pain must 
be located more precisely in the epigastric region, and 
other key symptoms (early satiety and fullness) should 
be meal related (http://www.romecriteria.org). GERD 
symptoms are included under the term of dyspepsia by 
the Canadian Dyspepsia Working Group (CANDYS)3 
and by the UK National Institute for Health and Care 
Excellence (NICE). The American Gastroenterological 
Association’s (AGA) technical review for the evaluation 
of dyspepsia4 excludes GERD symptoms from 
dyspepsia. No specific duration of symptoms is required 
by CANDYS, whereas NICE requires 4 weeks and 
ROME IV (http://www.romecriteria.org) requires 12 
weeks in the last year to qualify as dyspepsia. 
Dyspepsia can be classified in the following ways. 
Uninvestigated dyspepsia is a condition in which 
characteristic upper GI symptoms have not been 
recently investigated by UGI endoscopy.3,4 Functional 
dyspepsia (sometimes called non-ulcer dyspepsia) 
refers to a condition where no cause for the dyspepsia 
could be found out following UGI endoscopy.3, 4

Dyspeptic symptoms may have organic basis (peptic 

ulcer disease, gastritis and occult acid reflux, gastric 
carcinoma, metabolic disorders, lactose intolerance, 
cholelithiasis etc.), but the vast majority (70-80%) 
of cases of dyspeptic symptoms are functional 
in nature (functional dyspepsia).4−6 Despite their 
important medical and economic implications,6,7 the 
pathophysiologic mechanisms involved in functional 
gastrointestinal symptoms are still poorly understood.
Dyspepsia is also common in Bangladesh. A recent 
study including endoscopy in 90 dyspeptic subjects 
showed normal finding in 22.2% cases, gastritis in 
30.0%, duodenitis in 10.0%, carcinoma in 31.1%  and 
reflux disease (GERD) in 2.2% cases.8  
Although most people affected by dyspepsia do not 
seek medical care for their symptoms, the burden of 
illness with respect to quality of life and economic 
consequences of dyspepsia is considerable.9−11 A 
large cross-sectional survey in the UK suggests that 
dyspepsia may be costing society approximately £1 
billion ($1.46 billion) annually.10 Similar estimates 
were also reported from United States for the costs of 
diagnosis and management of dyspepsia.11 
Symptoms are not a good predictor of the underlying 
endoscopic findings. Most dyspeptic patients have 
no significant abnormalities at endoscopy. Zagari et 
al12 shows a high prevalence of esophagitis among 
patients with predominant reflux symptoms, but 
peptic ulcer disease is also frequently found in this 
population, particularly in H. pylori infected subjects.
Investigation of dyspepsia is costly. Alarm symptoms 
are often mentioned in guidelines as a method to decide 
who should receive early endoscopy as no suitable 
alternative is currently available. Recent studies show 
the limitations of alarm symptoms in dyspeptic patients 
in predicting a serious underlying abnormality.12,13 In the 
study by Zagari et al12 in patients with alarm symptoms 
or signs, there were no endoscopic abnormalities in 65% 
of patients, 9% had neoplasia, 14% had esophagitis and 
8% had benign peptic ulcer.12

The age threshold for early endoscopy varies in 
different countries, 45−55 years of age is generally 
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recommended in Western countries whereas earlier 
age has been proposed in Asia and Eastern Europe.3 

A recent study showed that the costs of endoscopy in 
a dyspeptic population to detect serious underlying 
conditions were very large and probably unsustainable 
at a time of limited resources.4

Dyspeptic patients more than 55 years old, or those 
with alarm features (bleeding, anemia, early satiety, 
unexplained weight loss >10% of body weight, 
progressive dysphagia, odynophagia, persistent 
vomiting, a family history of gastrointestinal cancer, 
previous esophagogastric malignancy, previous 
documented peptic ulcer, lymphadenopathy, or an 
abdominal mass) should undergo prompt endoscopy 
to rule out serious underlying upper GI disorder. In 
the absence of alarm features and in patients aged 
55 years or younger, the clinician may adopt two 
approximately equivalent management strategies: 
(i) test and treat for H. pylori using a validated 
noninvasive test and if symptoms persist despite H. 
pylori eradication, a trial of acid suppression or (ii) an 
empiric trial of acid suppression with a proton pump 
inhibitor (PPI) for 4–8 wks. The test-and-treat option 
is preferable in populations with a moderate to high 
prevalence of H. pylori infection (≥10%) whereas the 
empirical PPI strategy is preferable in low prevalence 
areas. Some anxious patients may need endoscopy 
for reassurance. Repeat endoscopy usually is not 
recommended in case of a firm diagnosis of functional 
dyspepsia unless completely new symptoms or alarm 
features develop. Repeat endoscopy is not cost-
effective. If a patient is unwilling to accept a probable 
diagnosis and has concerns about malignancy, early 
investigation with endoscopy may be appropriate.14

No consensus is available regarding on how, in whom and 
when to test for H. pylori infection in dyspepsia.15,16 The 
treatment of H pylori-associated dyspepsia in the absence 
of ulcers is also controversial.15,16 A recent systematic 
review suggests that treating non-ulcer dyspepsia with 
an H. pylori regimen is reasonable and cost-effective.17 
Other investigators argued that like endoscopy, anti-H. 
pylori treatment has cost and feasibility issues.18 
Several investigators have stressed on the potential 
adverse outcomes associated with the widespread use of 
antimicrobials, such as alteration of the normal flora and 
increasing antimircrobial resistance.18 
According to the American Gastroenterological 
Association, the most reasonable strategy for the 

management of patients who present with dyspepsia is 
non-invasive testing for H. pylori infection followed 
by eradication of the organism if the test is positive. 
A cost-utility study in a primary care setting reached 
the same conclusions.19 Supporting data included the 
comparative cost-effectiveness of this approach and 
its lower potential for antibiotic resistance.
The situation in Bangladesh is not clear-cut. H. pylori 
prevalence in the general population is more than 
80%20 and H. pylori prevalence among dyspeptic 
patients is around 67%21. Still there is no effective 
regimen available against H. pylori and re-infection 
rate is also high following eradication.22 Bismuth and 
furazolidone-based anti-H pylori therapies (highly 
effective) are not commercially available in our 
country. We have no national guidelines for managing 
dyspeptic patients. Serology-based investigations are 
unable to differentiate past H. pylori infections from 
current infections. Non-invasive specific tests for H. 
pylori have not been yet validated in our country. 

In the absence of national guideline we can follow 
Asia-Pacific guideline for management of dyspepsia. 
In Asia-Pacific guideline prompt endoscopy is 
recommended for patients with alarm features. In 
patients without alarm features, treatment for 2−4 
weeks with an empirical anti-secretory or prokinetic 
agent, followed by investigation using non-invasive 
Helicobacter pylori testing and treatment for patients 
who do not respond or relapse, is recommended. 23

So, in conclusion dyspepsia is a common medical 
condition with important medical and economic 
implications. Despite diverse causes of dyspepsia, a 
vast majority of cases are due to functional disorder 
which needs counseling and symptomatic treatment. 
Investigation of dyspepsia is costly and unpleasant to 
the patients. Therefore, judicious use of endoscopy 
is important for diagnosis of dyspepsia. Empiric 
treatment with anti-secretory drugs or with prokinetics 
in the absence of alarm features in young patients is of 
paramount importance in the treatment of dyspepsia. 
In refractory or relapsed cases, patients should be 
tested non-invasively for H pylori and should be 
treated with locally effective regimen.
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