
1. Syptoms of dyspepsia
Predominant (>1month):
• Epigastric discomfort / pain
• Upper abdominal bloating

2. Is it GERD?
Predominant symptoms of 
heartburn +/- regurgitation

Follow GERD
pathway

3. Alarm features (one or more)
• Age >60 with new and persistent symptoms (>3 months)
• GI bleeding (hematemesis or melena) or anemia - do CBC, INR, PTT
• Progressive dysphagia
• Persistent vomiting (not associated with cannabis use)
• Unintended weight loss (≥5-10% of body weight over 6 months)
• Personal history of peptic ulcer disease
• First degree relative with history of esophageal or gastric cancer

Refer for 
consultation / 
endoscopy

Yes

Yes

Initial investigation and management - dependent on history

4. Medication and lifestyle review
No further action required

6. Test for H. pylori infection (HpSAT or UBT) Follow H pylori Pathway

5. Baseline investigations
CBC, ferritin, celiac serology

Consider: ALT, ALP, bilirubin, lipase, abd u/s if 
considering hepatobiliary or pancreatic disease

Other diagnosis
Consider

based
on history

7. Pharmacologic therapy

Ongoing 
symptoms

or no
obvious
findings

PPI trial
Once daily for 4-8 weeks

Optimize PPI
Twice daily for 4-8 weeks

Consider domperidone trial (weak evidence)
(if patient is age <60, QT interval is normal, 
no family history of sudden cardiac death)
start 5mg TID, increase to 10mg TID max

Inadequate response

PPI Maintenance
• Lowest effective dose
• Consider annual trial

of deprescribing

Discontinue or titrate 
down to lowest 
effective dose

Dyspepsia Primary Care Pathway
See “Expanded Details” section for more information on the numbered boxes

No Yes

No

Symptoms
improve

Abnormal

Positive

Consider further investigations
not completed in 5. and 6.

Other
Diagnosis

Inadequate response

Inadequate response

No significant findings

Abnormal

Symptoms
resolve

Symptoms
return

Last updated: March 2019

Engage nursing, dietitian, pharmacist, or other allied 
health support as appropriate

Consider low-dose 
tri-cyclic 

antidepressant trial 
(weak evidence)

OR
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Dyspepsia Primer 

• Although the causes of dyspepsia include esophagitis, peptic ulcer disease, Helicobacter pylori infection, celiac 

disease, and rarely neoplasia, most patients with dyspepsia have no organic disease, with a normal battery of 

investigations including endoscopy. Dyspeptic symptoms in the general population are common; estimates are that 

as high as 30% of individuals experience dyspeptic symptoms, while few seek medical care.  

• The mechanism of this symptom complex is incompletely understood, but likely involves a combination of visceral 

hypersensitivity, alterations in gastric accommodation and emptying, and altered central pain processing. 
• Differential diagnosis 

o There is frequent overlap between dyspepsia and gastroesophageal reflux disease (GERD).  If the patient has 

predominant heartburn symptoms, please follow GERD pathway at <link>. 
o Dyspepsia also overlaps with irritable bowel syndrome, where the predominant symptom complex includes 

bloating and relief after defecation.  

o Biliary tract pain should also be considered, with classic presentation being a post-prandial deep-seated 

crescendo-decrescendo right upper quadrant pain (particularly after a fatty meal) that builds over several hours 

and then dissipates. Often it radiates to the right side towards the right scapula and may be associated with 

nausea and vomiting.  

Expanded Details – Assessment and Treatment 

1. Symptoms of dyspepsia  

• Dyspepsia is characterized by epigastric pain or upper abdominal discomfort. It may be accompanied by a 

sense of abdominal distension or “bloating,” early satiety, belching, nausea and/or loss of appetite.  

• The Rome IV committee on functional GI disorders defines dyspepsia as one or more of the following 

symptoms for three months prior, with symptom onset ≥ six months prior: 

o Postprandial fullness 

o Epigastric pain  

o Epigastric burning 

o Early satiety 

2. Is it GERD? 

• If the patient’s predominant symptom is heartburn ± regurgitation, please refer to the GERD pathway found at 

[insert link]. 

3. Alarm features (warranting consideration of referral for consultation/endoscopy) 
Stronger consideration should be given for symptoms that are >3 months in duration and have failed a trial of PPI. 

Evidence suggests that alarm features poorly predict clinically significant pathology and should be factored into the 

entire patient presentation, not in isolation, when considering whether referral for consultation/endoscopy is 

appropriate. 

• Age >60 with new and persistent symptoms (>3 months)  

• GI bleeding (hematemesis or melena – see primer on black stool on page 3) or anemia (if yes, complete CBC, 

INR, PTT as part of referral) 

• Note: FIT testing is neither required nor suggested; FIT has only been validated for screening in 

asymptomatic individuals 

• Progressive dysphagia   
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• Persistent vomiting (not associated with cannabis use) 

• Unintended weight loss (≥ 5-10% of body weight over 6 months) 

• Personal history of peptic ulcer disease 

• First degree relative with history of esophageal or gastric cancer 

4. Medication and lifestyle review  

• Medication Review 

o Common culprits include ASA/NSAIDs/COX-2 inhibitors, corticosteroids, bisphosphonates, calcium 

channel blockers, antibiotics, and iron or magnesium supplements.  
o Any new or recently prescribed or over the counter medications or herbal/natural products may be 

implicated, as virtually all medications can cause GI upset in some patients. 
• Lifestyle Review 

o Review and address lifestyle factors that may contribute to symptoms, including obvious dietary 

indiscretions, alcohol intake, weight management, stress, caffeine intake, and smoking status. 
o Engage other health professionals as appropriate (nurse, dietitian, pharmacist, etc.) 

o Heavy cannabis use can be associated with persistent vomiting and should be considered and addressed 

if appropriate. 

5. Baseline Investigations  

• Baseline investigations to identify concerning features or clear etiologies include CBC, ferritin, celiac serology. 

• If hepatobiliary or pancreatic disease is suspected, consider: abdominal ultrasound, ALT, ALP, bilirubin, and 

lipase (lipase ≥ 3 times upper normal limit may be indicative of acute pancreatic disease). 

• Pancreatic cancer should be considered in patients with dyspepsia and weight loss, especially if there is 

evidence of jaundice. The investigation of choice for suspected pancreatic cancer is an urgent CT scan.  

6. Test and Treat for Helicobacter Pylori Infection 

• See H. pylori pathway at [insert link]. 

Primer on black stool 
• Possible causes of black stool 

o Upper GI bleeding 
o Slow right-sided colonic bleeding 
o Epistaxis or hemoptysis with swallowed blood 

• Melena is dark/black, sticky, tarry, and has a distinct odour 
• Patient history should include: 

o Any prior GI bleeds or ulcer disease 
o Taking ASA, NSAIDs, anticoagulation, Pepto Bismol, or iron supplements 
o Significant consumption of black licorice 
o Significant alcohol history or hepatitis risk factors 
o Any other signs of bleeding (e.g. coffee ground emesis, hematemesis, hematochezia, or bright red blood 

per rectum) 
o Any dysphagia, abdominal pain, change in bowel movements, constitutional symptoms or 

signs/symptoms of significant blood loss 
• Physical exam should include vitals (including postural if worried about GI bleeding) and a digital rectal exam 

for direct visualization of the stool to confirm, in addition to the remainder of the exam 
• Initial labs to consider include CBC, BUN (may be elevated with upper GI bleeding), INR 
• If the patient is actively bleeding, suggest calling GI on call and/or the ER for assessment, possible 

resuscitation, and possible endoscopic procedure. 
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7. Pharmacologic Therapy 

• In the absence of H. pylori infection, or if symptoms continue despite H. pylori eradication, a trial of PPI may 

benefit some patients.  

• Initial PPI therapy should be once daily, 30 minutes before breakfast on an empty stomach.  

o If there is inadequate response after 4-8 weeks, step up to BID dosing.   

o If symptoms are controlled, it is advisable for most patients to titrate the PPI down to the lowest effective 

dose, and attempt once yearly to taper or stop PPI use. 

• If ineffective after 4-8 weeks at higher dosage, consider discontinuing PPI, and initiating a trial of domperidone, 

a prokinetic agent that can help with gastric emptying (Note: evidence is weak).   

o The Canadian Association of Gastroenterology suggests domperidone for patients under age 60 as a 

conditional recommendation with very low quality evidence. 

o Prior to initiating domperidone, a careful review of contraindications is required. Ensure the QT interval is 

normal, no family history of sudden cardiac death, and no medications that may prolong the QT interval. 

The American College of Gastroenterology recommends a baseline electrocardiogram and withholding of 

treatment with domperidone if the corrected QT is >470 ms in male and 450 ms in female patients.  

Follow-up electrocardiogram on treatment with domperidone is also advised.   

o Details on domperidone and potential risks/contraindications can be found at 

https://myhealth.alberta.ca/Health/medications/Pages/conditions.aspx?hwid=fdb6090 

o Domperidone can be used in escalating dosages, suggest starting at 5mg TID-AC, titrating up to 10 mg 

TID-AC as a 2-4 week trial. 

• A trial of low-dose TCA therapy can also be considered.  The Canadian Association of Gastroenterology 

suggests TCA therapy as a conditional recommendation with low quality evidence.  

• There are insufficient data to recommend the routine use of bismuth, antacids, simethicone, misoprostol, anti-

cholinergics, anti-spasmodics, SSRIs, herbal therapies, probiotics or psychological therapies in dyspepsia. 

However, these therapies may benefit some patients, and thus a trial with assessment of response may be 

reasonable if clinically appropriate, and could be undertaken while awaiting specialist consultation. 

Physician Resources and References 

Physician Resources and References 
• ACG and CAG Clinical Guidelines: Management of Dyspepsia. American Journal of Gastroenterology 2017 

Jul;112(7):988-1013.  https://www.cag-acg.org/images/publications/CAG_CPG_Dyspepsia_AJG_Aug2017.pdf 

• Ansari S, Ford AC. Initial management of dyspepsia in primary care: an evidence-based approach. Br J Gen Pract. 
2013;63(614):498-9.  https://bjgp.org/content/63/614/498 

• Diagnosis and Treatment of Chronic Undiagnosed Dyspepsia in Adults. Toward Optimized Practice.  
http://www.topalbertadoctors.org/cpgs/11950971 

• Veldhuyzen van Zanten SJO, Flook N, Chiba N, et al. An evidence-based approach to the management of 
uninvestigated dyspepsia in the era of Helicobacter pylori. CMAJ: Canadian Medical Association Journal. 2000; 
162:S3-S23.  http://www.cmaj.ca/content/162/12_suppl/S3 

• American Society of Gastrointestinal Endoscopy Standards of Practice Committee. The role of endoscopy in dyspepsia. 
Gastrointestinal Endoscopy 2007. 66:1071-5.    
https://www.asge.org/docs/default-source/education/practice_guidelines/doc-dyspepsia_aip.pdf?sfvrsn=6 
 

https://myhealth.alberta.ca/Health/medications/Pages/conditions.aspx?hwid=fdb6090
https://www.cag-acg.org/images/publications/CAG_CPG_Dyspepsia_AJG_Aug2017.pdf
https://bjgp.org/content/63/614/498
http://www.topalbertadoctors.org/cpgs/11950971
http://www.cmaj.ca/content/162/12_suppl/S3
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Patient Resources - Information 

Description Website 

General information on dyspepsia 
(MyHealth.Alberta.ca) 

https://myhealth.alberta.ca/health/pages/conditions.aspx?Hwid=tm6322  

General information on dyspepsia 
(Canadian Digestive Health 

Foundation)  
https://cdhf.ca/digestive-disorders/dyspepsia/what-is-dyspepsia/  

General information on dyspepsia 
(UpToDate® – Beyond the Basics 

Patient information) 

http://www.uptodate.com/contents/upset-stomach-functional-dyspepsia-in-adults-beyond-
thebasics?source=search_result&search=dyspepsia+patient+info&selectedTitle=2~150  

Information on domperidone 
(MyHealth.Alberta.ca)  

https://myhealth.alberta.ca/Health/medications/Pages/conditions.aspx?hwid=fdb6090 

 

Patient Resources – Services Available 

Description Website 
Services for patients with chronic 

conditions 
(Alberta Healthy Living Program - AHS) 

https://www.albertahealthservices.ca/info/page13984.aspx 

Supports to quit smoking 
(Alberta Quits) 

https://www.albertaquits.ca/ 

Supports to help people better manage 
their own health 

(Better Choices, Better Health - AHS) 
https://www.albertahealthservices.ca/services/bcbh.aspx  

Supports for working towards healthy 
lifestyle goals and weight management 

(Weight Management – AHS) 
https://www.albertahealthservices.ca/info/Page15163.aspx 

Programs to help achieve a healthy 
weight  

(Weight Wise – AHS) 
https://www.albertahealthservices.ca/info/Page13245.aspx 

 

  

https://myhealth.alberta.ca/health/pages/conditions.aspx?Hwid=tm6322
https://cdhf.ca/digestive-disorders/dyspepsia/what-is-dyspepsia/
http://www.uptodate.com/contents/upset-stomach-functional-dyspepsia-in-adults-beyond-thebasics?source=search_result&search=dyspepsia+patient+info&selectedTitle=2%7E150
http://www.uptodate.com/contents/upset-stomach-functional-dyspepsia-in-adults-beyond-thebasics?source=search_result&search=dyspepsia+patient+info&selectedTitle=2%7E150
https://myhealth.alberta.ca/Health/medications/Pages/conditions.aspx?hwid=fdb6090
https://www.albertahealthservices.ca/info/page13984.aspx
https://www.albertaquits.ca/
https://www.albertahealthservices.ca/services/bcbh.aspx
https://www.albertahealthservices.ca/info/Page15163.aspx
https://www.albertahealthservices.ca/info/Page13245.aspx
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Background on Primary Care Pathways 

• Digestive health primary care pathways were originally co-developed in 2015 by gastroenterologists from the 

Cumming School of Medicine at the University of Calgary and family physicians representing Primary Care 

Networks in the Calgary Zone.   

• The pathways were intended to provide evidence-based guidance to support primary care providers in caring for 

patients with common digestive health conditions within the medical home.  

• Based on the successful adoption of the primary care pathways within the Calgary Zone, and their impact on timely 

access to quality care, the Digestive Health Strategic Clinical Network made the decision in 2017 to lead an 

initiative to validate the applicability of the pathways for all of Alberta and to spread availability and foster adoption 

of the pathways across Alberta. 

Authors and Conflict of Interest Declaration 

• Prior to provincial spread of this primary care pathway, it was reviewed and revised under the auspices of the 

Digestive Health Strategic Clinical Network in 2018, by a multi-disciplinary team led by family physicians and 

gastroenterologists.  Names of participating reviewers and their conflict of interest declarations are available on 

request.  No conflicts were declared. 

Pathway Review Process and Timelines 

• Primary care pathways undergo scheduled review every three years, or earlier if there is a clinically significant 

change in knowledge or practice.  The next scheduled review is February 2022, however we welcome feedback at 

any time.  Please submit your comments to the Digestive Health Strategic Clinical Network at 

Digestivehealth.SCN@ahs.ca. 

 

 

DISCLAIMER 

This pathway represents evidence-based best practice but does not override the individual responsibility of health care professionals to 
make decisions appropriate to their patients using their own clinical judgment given their patients’ specific clinical conditions, in 
consultation with patients/alternate decision makers. The pathway is not a substitute for clinical judgment or advice of a qualified health 
care professional. It is expected that all users will seek advice of other appropriately qualified and regulated health care providers with 
any issues transcending their specific knowledge, scope of regulated practice or professional competence. 

mailto:Digestivehealth.SCN@ahs.ca


1. Who should be tested for H. pylori? 
• Patients with dyspepsia symptoms
• Patients with history of peptic ulcer/upper GI bleed who are 
   contemplating use of NSAIDs or antiplatelets
• Patients with first degree relative with history of gastric cancer

Refer for 
consultation/
gastroscopy

2. Alarm features
Dyspepsia symptoms plus one or more of the following:
• Age >60 with new and persistent symptoms (>3 months)
• GI bleeding (melena or hematemesis) or anemia - do CBC, INR, PTT
• Progressive dysphagia
• Persistent vomiting (not associated with cannabis use)
• Unintended weight loss (≥5-10% of body weight over 6 months)
• Personal history of peptic ulcer disease
• First degree relative with history of esophageal or gastric cancer

3. Diagnosis
• Test using HpSAT or UBT
• Before testing, patient must be off antibiotics x4   
   weeks and off PPI at least 3 days

Helicobacter Pylori (H. pylori) Primary Care Pathway
See “Expanded Details” section for more information on the numbered boxes

Yes

No

Last updated: March 2019

Treat according 
to dyspepsia 

pathway
Negative

Positive

4. Treatment
• Round 1: CLAMET Quad or BMT Quad
• Round 2 (if needed): CLAMET Quad or BMT Quad
• Round 3 (if needed): Levo Amox
• Round 4 (if needed): Rif-Amox or refer to GI

6. Treatment failure
• Proceed to next round
   of treatment
• Option to refer to GI after
   3 failed treatment attempts

5. Confirm eradication
• HpSAT or UBT at least 4 weeks after finishing 
  treatment
• Before testing, patient must be off antibiotics x4 
  weeks and off PPI at least 3 days

No

Yes, no symptoms = DONE

Yes, continued 
symptoms
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Expanded Details – Assessment and Treatment 

1. Who should be tested for Helicobacter Pylori (Hp)?  

 Patients with dyspepsia, characterized by epigastric pain or discomfort that may be triggered by eating and 

may be accompanied by a sense of abdominal distention or “bloating”, early satiety, or loss of appetite.  

o For patients with dyspepsia symptoms, testing for Hp may be completed prior to trial of PPI or after PPI 

treatment. 

o The primary care pathway for dyspepsia can be found at <link> 

 Patients with a history of peptic ulcer disease or upper GI bleed.  

 Patients who have a first-degree relative with history of gastric cancer should be considered for testing once in 

adulthood. 

 NOTE: many Hp infected patients are asymptomatic. 

 Most studies suggest that Hp does not play a role in gastro-esophageal reflux disease (GERD), and patients 

are understandably disappointed when their GERD does not improve after eradication of Hp.  

o The primary care pathway for GERD can be found at <link> 

 There is no clear evidence-based guideline in Canada for testing asymptomatic individuals based on country 

of birth or Indigenous status. 

2. Alarm Features (warranting consideration of referral for consultation/gastroscopy) 

 Dyspepsia symptoms or Hp diagnosis accompanied by one or more of the following: 

o Age >60 with new and persistent symptoms (>3 months) 

o GI bleeding (hematemesis or melena -– see primer on black stool below) or anemia (if yes, complete 

CBC, INR, PTT as part of referral) 

o Progressive dysphagia   

o Persistent vomiting (not associated with cannabis use) 

o Unintended weight loss (≥ 5-10% of body weight over 6 months) 

o Personal history of peptic ulcer disease 

o First degree relative with a history of esophageal or gastric cancer. 

 For these patients, it is appropriate to test for H. pylori while they are waiting for consultation/ 

gastroscopy, and to initiate treatment if there is a positive result.   

Primer on black stool 

 Possible causes of black stool 

o Upper GI bleeding 

o Slow right-sided colonic bleeding 

o Epistaxis or hemoptysis with swallowed blood 

 Melena is dark/black, sticky, tarry, and has a distinct odour 

 Patient history should include: 

o Any prior GI bleeds or ulcer disease 

o Taking ASA, NSAIDs, anticoagulation, Pepto Bismol, or iron supplements 

o Significant consumption of black licorice 

o Significant alcohol history or hepatitis risk factors 

o Any other signs of bleeding (e.g. coffee ground emesis, hematemesis, hematochezia, or bright red blood 

per rectum) 

o Any dysphagia, abdominal pain, change in bowel movements, constitutional symptoms or 

signs/symptoms of significant blood loss 
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3. Diagnosis  

 Depending on local availability, test with the Hp stool antigen test (HpSAT) or the urea breath test (UBT). 

o HpSAT is the preferred test in the Calgary Zone (due to equivalent accuracy, ease of access and 

collection for the patient, and faster turnaround time).  

 False positive results with both UBT and HpSAT are rare, but false negatives may result from recent use of 

antibiotics or anti-secretory drugs (PPI or H2-receptor antagonists).  

 Accurate test results depend on proper preparation: 

o Patients should be off antibiotics for at least 4 weeks before the test.  

o Patients should not take bismuth preparations (e.g. Pepto Bismol) for two weeks before the test. 

o Patients should be off PPIs at least 3 days before the test, but preferably this should be 2 weeks.  

o Patients with symptoms may take antacids up to 24 hours before their test. 

 Patient preparation instructions can be found at the following links: 

o Dynalife (UBT): https://dynalife.ca/Portals/0/pdf/Patient%20instructions/Urea%20breath.pdf  

o Calgary Lab Services (HpSAT): http://www.calgarylabservices.com/files/CLSForms/MI6176.pdf  

o Calgary Lab Services (UBT): http://www.calgarylabservices.com/files/CLSForms/CH3067.pdf  

4. Treatment  

 Standard triple therapy regimens (HpPAC, PPI Clarithromycin with amoxicillin, or metronidazole) are no 

longer recommended (Canadian Association of Gastroenterology, 2016) due to changing resistance. 

 Pregnant and nursing women should not be treated for Hp.  

 To determine the appropriate treatment regimen for children with Hp infection, consult a pediatric 

gastroenterologist through Specialist Link or Advice Request (depending on local availability).  

 For all other patients, treat as follows: 

Helicobacter pylori treatment regimens for patients (NOT ALLERGIC TO PENICILLIN) 

First 
Round 

CLAMET Quad for 14 days           

• PPI standard dose BID 

• Clarithromycin 500mg BID                OR 

• Amoxicillin 1000mg BID 

• Metronidazole 500mg BID 

BMT Quad for 14 days  

• PPI standard dose BID  

• Bismuth subsalicylate 2 tabs QID (524mg) 

• Metronidazole 500mg QID  

• Tetracycline 500mg QID  

Second 
Round 

• If CLAMET Quad was used as initial treatment, use BMT Quad for second round 

• If BMT Quad was used as initial treatment, use CLAMET Quad or consider Levo-Amox 

Third 
Round 

Levo-Amox for 14 days 

• PPI standard dose BID 

• Amoxicillin 1000mg BID 

• Levofloxacin 250mg BID 

Fourth 
Round 

If Hp has not been eradicated after three rounds of treatment, the family physician may: 

 Provide Rif-Amox treatment as noted below, if comfortable doing so 

o NOTE: Rifabutin may require special authorization for patients with Alberta Blue Cross coverage 

 Consult with GI through Specialist Link or Advice Request (as locally available) 

 Refer to GI 

Primer on black stool - continued 

 Physical exam should include vitals (including postural if worried about GI bleeding) and a digital rectal exam 
for direct visualization of the stool to confirm, in addition to the remainder of the exam 

 Initial labs to consider include CBC, BUN (may be elevated with upper GI bleeding), INR 

 If the patient is actively bleeding, suggest calling GI on call and/or the ER for assessment, possible 
resuscitation, and possible endoscopic procedure. 

 

https://dynalife.ca/Portals/0/pdf/Patient%20instructions/Urea%20breath.pdf
http://www.calgarylabservices.com/files/CLSForms/MI6176.pdf
http://www.calgarylabservices.com/files/CLSForms/CH3067.pdf
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Rif-Amox for 10 days 

• PPI standard dose BID 

• Rifabutin 150mg BID 

• Amoxicillin 1000mg BID 

IMPORTANT:  Rifabutin has rarely been associated with potentially serious myelotoxicity (low 

white cell or platelet count). The pros and cons of fourth-line therapy should be decided on a case-by-

case basis. 

 

Helicobacter pylori treatment regimens for patients (ALLERGIC TO PENICILLIN/AMOXICILLIN) 

First Round Bismuth Quadruple Regimen for 14 days 

1. PPI (1 tablet) two times a day 

2. Bismuth subsalicylate (Pepto Bismol ®) (2 tablets) four times a day 

3. Metronidazole (500mg) four times a day 

4. Tetracycline (500mg) four times a day 

Second Round Modified Triple Therapy (PCM) for 14 days 

1. Pantoprazole (40mg) two times a day 

2. Clarithromycin (500mg) two times a day 

3. Metronidazole (500mg) two times a day 

* It is recommended to give all Hp treatments in a blister pack to improve adherence. 
 

5. Confirm eradication  

 After treatment, patients should be retested for Hp, no sooner than 4 weeks after completing treatment.  

Retesting too soon risks a false negative test.  

 The patient must be off all antibiotics (including antibiotics for Hp treatment) for at least 4 weeks and off PPIs 

for at least 3 days (preferably 2 weeks). 

 Once cured, re-infection rate is <2%. 

 If symptoms persist, refer to the dyspepsia pathway at <link> for additional treatment options. 

6. Treatment failure 

 Treatment failure may be due to antibiotic resistance, but intolerance or non-adherence must also be explored 

with the patient.   

 After treatment failure, there is no point in retrying the same regimen - see chart for next option. 

 Referral to GI may be made after three failed rounds of treatment if the family physician does not feel 

comfortable assessing for/prescribing Rif-Amox treatment. In the referral, outline testing and treatment 

provided to date.  

Additional Background on Helicobacter Pylori Infection 

Epidemiology 

 Overall prevalence in Canada is about 20-30%, depending on age. 

 Prevalence is considerably higher in First Nations communities and in immigrants from developing countries in 

South America, Africa, and Asia. Prevalence of antibiotic resistant strains of Hp is higher in certain immigrant 

populations (Southeast Asia, Central America, and South America). 

 Infection most commonly occurs during childhood.  

Complications 

 About 5-15% of patients with Hp will develop duodenal or gastric ulcers.  This is higher in patients who 

chronically use nonsteroidal anti-inflammatory drugs including low-dose aspirin.  
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 Hp increases the risk of gastric adenocarcinoma and MALT lymphoma but overall the lifetime risk of this is 

very low, less than 1%.   

 There is an increased risk of gastric cancer among First Nations people and immigrants from developing 

countries such as South America and Asia. 

Patient Resources 

 Patient information sheets on each treatment regimen are attached. 

 See also MyHealth.Alberta.ca:  

https://myhealth.alberta.ca/health/pages/conditions.aspx?hwid=abh0960&#abh0961  

Physician References 

 The Toronto Consensus for the Treatment of Helicobacter pylori Infection in Adults.  

https://www.cag-acg.org/images/publications/Hp_Toronto_Consensus_2016.pdf  

Background on Primary Care Pathways 

 Digestive health primary care pathways were originally co-developed in 2015 by gastroenterologists from the 

Cumming School of Medicine at the University of Calgary and family physicians representing Primary Care 

Networks in the Calgary Zone.   

 The pathways were intended to provide evidence-based guidance to support primary care providers in caring for 

patients with common digestive health conditions within the medical home.  

 Based on the successful adoption of the primary care pathways within the Calgary Zone, and their impact on timely 

access to quality care, the Digestive Health Strategic Clinical Network made the decision in 2017 to lead an 

initiative to validate the applicability of the pathways for all of Alberta and to spread availability and foster adoption 

of the pathways across Alberta. 

Authors and Conflict of Interest Declaration 

 Prior to provincial spread of this primary care pathway, it was reviewed and revised under the auspices of the 

Digestive Health Strategic Clinical Network in 2018, by a multi-disciplinary team led by family physicians and 

gastroenterologists.  Names of participating reviewers and their conflict of interest declarations are available on 

request.  No conflicts were declared. 

Pathway Review Process and Timelines 

 Primary care pathways undergo scheduled review every three years, or earlier if there is a clinically significant 

change in knowledge or practice.  The next scheduled review is February 2022, however we welcome feedback at 

any time.  Please submit your comments to the Digestive Health Strategic Clinical Network at 

Digestivehealth.SCN@ahs.ca. 

DISCLAIMER 

This pathway represents evidence-based best practice but does not override the individual responsibility of health care professionals to 

make decisions appropriate to their patients using their own clinical judgment given their patients’ specific clinical conditions, in 

consultation with patients/alternate decision makers. The pathway is not a substitute for clinical judgment or advice of a qualified health 

care professional. It is expected that all users will seek advice of other appropriately qualified and regulated health care providers with 

any issues transcending their specific knowledge, scope of regulated practice or professional competence. 

https://myhealth.alberta.ca/health/pages/conditions.aspx?hwid=abh0960&#abh0961
https://www.cag-acg.org/images/publications/Hp_Toronto_Consensus_2016.pdf
mailto:Digestivehealth.SCN@ahs.ca
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Taking CLAMET-PPI Treatment  
 
What is CLAMET-PPI?  

Your doctor has prescribed CLAMET-PPI treatment because you have an infection of the stomach (H. 

pylori). CLAMET-PPI treatment gets its name from the medicine in it (clarithromycin, amoxicillin, 

metronidazole, and a proton pump inhibitor).  

How do I take CLAMET-PPI?  

 Most people take CLAMET-PPI treatment without having any problems. If you’re pregnant or 

breastfeeding, you can’t take CLAMET-PPI treatment.  

 You’ll need to take the medicine listed below for 14 days. To make it easier, ask your pharmacist to 

put your prescriptions in a bubble pack. CLAMET-PPI treatment costs about $160 if generic 

medicine is used.  

 If you don’t take the treatment as recommended, it will not work as well.  

CLAMET-PPI Treatment 

Medicine Dose How Often 

Clarithromycin  500 mg (take 1 capsule) 2 times a day 

Amoxicillin  1000 mg (take 2 capsules) 2 times a day 

Metronidazole  500 mg (take 1 tablet) 2 times a day 

Proton pump inhibitor  take 1 pill 2 times a day 

 
Clarithromycin (Biaxin®): This antibiotic is often used to treat lung and ear infections, but works well to 

treat H. pylori. Common side effects include making things taste different, loose stools, and nausea.  

Amoxicillin (generic): This antibiotic is often used to treat lung and bladder infections, but works well 

against H. pylori. Common side effects include loose stools and a rash. If you get a rash while taking this 

medicine, stop taking it right away and contact your doctor. If you’ve ever had a reaction to penicillin, tell 

your doctor before you start taking this medicine.  

Metronidazole (Flagyl®): This antibiotic is used for many gastrointestinal infections. Common side 

effects include nausea, a metal taste in the mouth, and loose stools. Don’t drink alcohol when you take 

this drug because it can cause bad side effects (e.g. low blood pressure, heart palpitations, chest pain).  

Proton pump inhibitor: This medicine blocks the stomach from making acid, which helps the antibiotics 

work better. All proton pump inhibitors work the same whether they’re brand name or generic.  

Do I need to know anything else about taking antibiotics?  

Antibiotics can cause bad diarrhea and may interact with some types of medicine like warfarin 

(Coumadin®). If you take other medicine, talk to your prescribing doctor or pharmacist before you take 

CLAMET-PPI.  
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Taking BMT-PPI Treatment  
 
What is BMT-PPI?  

Your doctor has prescribed BMT-PPI treatment because you have an infection of the stomach (H. pylori). 

BMT-PPI treatment gets its name from the medicine in it (bismuth subsalicylate, metronidazole, 

tetracycline, and a proton pump inhibitor).  

How do I take BMT-PPI?  

 Most people take BMT-PPI treatment without having any problems. If you’re pregnant or 

breastfeeding, you can’t take BMT-PPI treatment.  

 You’ll need to take the medicine listed below for 14 days. To make it easier, ask your pharmacist to 

put your prescriptions in a bubble pack. BMT-PPI treatment costs about $95 if generic medicine is 

used.  

 If you don’t take the treatment as recommended, it will not work as well.  

BMT-PPI Treatment 

Medicine Dose How Often 

Bismuth subsalicylate (Pepto-Bismol®)  524 mg (take 2 caplets) 4 times a day 

Metronidazole  500 mg (take 1 tablet) 4 times a day 

Tetracycline  500 mg (take 1 capsule) 4 times a day 

Proton pump inhibitor  take 1 pill 2 times a day 

 
Bismuth subsalicylate (Pepto-Bismol®): This is an over-the-counter medicine to treat indigestion, which 

works well to treat H. pylori. Common side effects include making your bowel movements a dark colour 

and it can also make the tongue look black—these effects go away after the medicine is stopped. Tell 

your doctor if you have kidney problems before you start taking this medicine.  

Metronidazole (Flagyl®): This antibiotic is used for many gastrointestinal infections. Common side 

effects include nausea, a metal taste in the mouth, and loose stools. Don’t drink alcohol when you take 

this medicine because it can cause bad side effects (e.g. low blood pressure, heart palpitations, chest 

pain).  

Tetracycline: This medicine is used for lung and skin infections, but it works well to treat H. pylori. Most 

people have no side effects, but some people get nausea, vomiting, loose stools, and a rash. This 

medicine makes people more sensitive to UV light, so stay out of the sun while taking it.  

Proton pump inhibitor: This medicine blocks the stomach from making acid, which helps the antibiotics 

work better. All proton pump inhibitors work the same whether they’re brand name or generic.  

Do I need to know anything else about taking antibiotics?  

Antibiotics can cause bad diarrhea and may interact with some types of medicine like warfarin 

(Coumadin®). If you take other medicine, talk to your prescribing doctor or pharmacist before you take 

BMT-PPI.  
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Taking LevoAmox-PPI Treatment  
 
What is LevoAmox-PPI?  

Your doctor has prescribed LevoAmox-PPI treatment because you have an infection of the stomach (H. 

pylori). LevoAmox-PPI treatment gets its name from the medicine in it (levofloxacin, amoxicillin, and a 

proton pump inhibitor).  

How do I take LevoAmox-PPI?  

 Most people take LevoAmox-PPI treatment without having any problems. If you’re pregnant or 

breastfeeding, you can’t take LevoAmox-PPI treatment.  

 You’ll need to take the medicine listed below for 14 days. To make it easier, ask your pharmacist to 

put your prescriptions in a bubble pack. LevoAmox-PPI treatment costs about $110 if generic 

medicine is used.  

 If you don’t take the treatment as recommended, it will not work as well.  

LevoAmox-PPI Treatment 

Medicine Dose How Often 

Levofloxacin  250 mg (take 1 tablet) 2 times a day 

Amoxicillin  1000 mg (take 2 capsules) 2 times a day 

Proton pump inhibitor  take 1 pill 2 times a day 

 
Levofloxacin (Levaquin®): This antibiotic is often used to treat lung, bladder, sinus, and skin infections, 

but works well to treat H. pylori that hasn’t responded to other treatment. Common side effects include 

headaches, nausea, and diarrhea. If you have liver or kidney problems, tell your doctor before you start 

taking this medicine. Don’t take this medicine if you have an allergy to antibiotics like ciprofloxacin.  

Amoxicillin (generic): This antibiotic is often used to treat lung and bladder infections, but works well 

against H. pylori. Common side effects include loose stools and a rash. If you get a rash while taking this 

medicine, stop taking it right away and contact your doctor. If you’ve ever had a reaction to penicillin, tell 

your doctor before you start taking this medicine.  

Proton pump inhibitor: This medicine blocks the stomach from making acid, which helps the antibiotics 

work better. All proton pump inhibitors work the same whether they’re brand name or generic.  

Do I need to know anything else about taking antibiotics?  

Antibiotics can cause bad diarrhea and may interact with some types of medicine like warfarin 

(Coumadin®). If you take other medicine, talk to your prescribing doctor or pharmacist before you take 

LevoAmox-PPI.  
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Taking RifAmox-PPI Treatment  
 
What is RifAmox-PPI?  

Your doctor has prescribed RifAmox-PPI treatment because you have an infection of the stomach (H. 

pylori). RifAmox-PPI treatment gets its name from the medicine in it (rifabutin, amoxicillin, and a proton 

pump inhibitor).  

How do I take RifAmox-PPI?  

 Most people take RifAmox-PPI treatment without having any problems. If you’re pregnant or 

breastfeeding, you can’t take RifAmox-PPI treatment.  

 You’ll need to take the medicine listed below for 10 days. To make it easier, ask your pharmacist to 

put your prescriptions in a bubble pack. RifAmox-PPI treatment costs about $170 if generic medicine 

is used.  

 If you don’t take the treatment as recommended, it will not work as well.  

RifAmox-PPI Treatment 

Medicine Dose How Often 

Rifabutin 150 mg (take 1 tablet) 2 times a day 

Amoxicillin  1000 mg (take 2 capsules) 2 times a day 

Proton pump inhibitor  take 1 pill 2 times a day 

 
Rifabutin (Mycobutin®): This antibiotic is often used to treat tuberculosis, but works well to treat H. pylori. 

Rifabutin is expensive and it may take a few days for your drugstore to get. It causes a metal taste in the 

mouth and makes your urine orange or red. Side effects include headaches, nausea, diarrhea, rash, or 

muscle/joint pain. Rarely, people can have liver or bone marrow problems.  

Amoxicillin (generic): This antibiotic is often used to treat lung and bladder infections, but works well 

against H. pylori. Common side effects include loose stools and a rash. If you get a rash while taking this 

medicine, stop taking it right away and contact your doctor. If you’ve ever had a reaction to penicillin, tell 

your doctor before you start taking this medicine.  

Proton pump inhibitor: This medicine blocks the stomach from making acid, which helps the antibiotics 

work better. All proton pump inhibitors work the same whether they’re brand name or generic.  

Do I need to know anything else about taking antibiotics?  

Antibiotics can cause bad diarrhea and may interact with some types of medicine like warfarin 

(Coumadin®). If you take other medicine, talk to your prescribing doctor or pharmacist before you take 

RifAmox-PPI.  

 



1. Symptoms of GERD
Predominant Heartburn +/- regurgitation.
If chest pain predominant, do cardiac 
workup.

2. Is it dyspepsia?
• Epigastric discomfort/pain
• Upper abdominal bloating

GERD Primary Care Pathway
See “Expanded details” section for more information on the numbered boxes

Last updated March 2019

Follow
dyspepsia 
pathwayNo Yes

3. Alarm features (one or more)
• Age >60 with new and persistent symptoms (>3 months)
• GI bleeding (hematemesis or melena) or anemia - do CBC, INR, PTT
• Progressive dysphagia
• Persistent vomiting (not associated with cannabis use)
• Unintended weight loss (≥5-10% of body weight over 6 months)
• Personal history of peptic ulcer disease
• First degree relative with history of esophageal or gastric cancer

Refer for 
consultation / 
endoscopy

Yes

Yes

4. Non-pharmacological principles
• Smoking cessation
• Weight loss
• Elimination of triggers

No

5. Pharmacologic therapy

PPI trial
Once daily for

4-8 weeks

Optimize PPI
Twice daily for

4-8 weeks

Inadequate response

PPI Maintenance
• Lowest effective dose
• Consider annual trial

of deprescribing

Discontinue or titrate 
down to lowest 
effective dose

Inadequate
response

Symptoms
return

Ineffective

Mild, infrequent
symptoms

< 2 times / week
Yes

H � RA or
Antacids
(PRN)

No

Symptoms
≥ 2 times / week

Yes Symptoms
resolve


