
Workshop #1 – Dyspepsia Cases 

Learning Objectives: 

At the end of this session participants will be able to: 

-Determine which patients with dyspepsia require early endoscopic evaluation 

-Describe a stepwise approach to the management of dyspepsia without alarm symptoms 

-Utilize the Alberta Enhanced Primary Care Pathway for dyspepsia management and referral 

 

Case 1 

Lawrence Wong is a 74 year old man who presents to your office with 3 months of epigastric pain. There 

is no nausea, vomiting or dysphagia, and he has not noticed melena or hematochezia. His weight is 

stable. He was initially managing the pain with acetaminophen and Tums, but it is increasing in severity. 

He recalls having a duodenal ulcer identified on barium upper GI series 30 years ago and thinks he was 

given some medication at that time. He wonders if this could be another ulcer?  

 

His only comorbidity is Type 2 diabetes on metformin. His father died of some sort of abdominal 

malignancy in his 60’s, but this was in China and Lawrence does not have his father’s medical records.  

 

Question 1 

What is your differential diagnosis? 

 

-Discuss definition of dyspepsia: pain/discomfort localized to the epigastric area. 

- dDx: peptic ulcer, gastric malignancy, H pylori related gastritis, make sure not taking NSAIDs, GERD 

-Ethnicity, personal history of duodenal ulcer suspicious for H pylori, with increased risk of recurrent ulcer 

or gastric malignancy. 

-Family history of possible GI malignancy as well.  

-New, progressive symptoms in a patient over 50 are more concerning for organic disease, and patient 

should be referred for endoscopy (can be done through SHARP program). 

 

Question 2 

What would be your next step in managing this patient? 

 



-As above, this patient should be referred for endoscopy (SHARP program).  

-Check hemoglobin, consider liver enzymes, lipase, abdominal ultrasound 

-Could consider PPI in the meantime, and make sure he is not taking NSAIDs. 

-H pylori can be looked for at the time of endoscopy. 

-Discuss first decision node of the Dyspepsia Primary Care Pathway: Alarm features or new symptoms 

over age 50 should be investigated early.  

-(Our primary care pathway is more conservative than the 2017 CAG guideline, which suggests 

endoscopy over age 60 due to cost-effectiveness data, but there is a caveat based on ethnicity, as gastric 

cancer risk is higher in patients born/raised in Southeast Asian countries. CAG guideline also does not 

support endoscopic investigation for alarm symptoms in patients under 60 due to poor positive predictive 

value, with <1% chance of malignancy even with alarm symptoms). 

 

Case follow-up: Patient undergoes gastroscopy, which identifies a clean based duodenal ulcer. Biopsies 

are +ve for Helicobacter pylori. 

 

Question 3 

Based on the findings on the endoscopy, what would your treatment be at this time? 

 

-As per TOP guidelines, and AHS Primary Care Pathway: 

-CLAMET x 14 days (PPI BID + Clarithromycin 500 mg BID + Amoxicillin 1000 mg BID + Metronidazole 500 

mg BID) 

-Bismuth quadruple Rx 14 days (PPI BID+ Bismuth subsalicylate 2 tabs QID + Metronidazole 375 mg QID + 

tetracycline 500 mg QID) 

-3rd line: PPI BID + Amoxicillin 1000 mg BID + Levofloxacin 250 mg BID x 14 days 

-Will require PPI BID x 8 weeks for ulcer healing 

-Remember to check for clearance of H pylori with urea breath test 

-No need for lifelong PPI. 

 

Case 2 

Michelle Jordan is a 32 year old accountant who presents with epigastric pain and upper abdominal 

bloating. It has been present for 2 years, waxing and waning in severity. It is exacerbated by eating and 

she has tried eliminating dairy and gluten with no improvement in symptoms. She has post-prandial 



nausea, but no vomiting, dysphagia, heartburn or bleeding. She has gained 20 pounds in the past 5 

years.  Her bowel motions are regular.  

 

She also has a history of migraine and takes Advil 2 tablets per week when she has a headache. Her only 

other medication is digestive enzymes that she purchased from a health food store. There is no family 

history of ulcer or GI malignancy.  

 

Question 1 

What is your differential diagnosis? 

 

-This is uninvestigated dyspepsia.  

-Consider GERD, NSAID related dyspepsia, celiac disease, H pylori, functional dyspepsia. 

-No alarm symptoms despite chronicity is reassuring for low risk of organic pathology. 

 

Question 2 

What would your management be at this time? 

 

-Discuss Dyspepsia Primary Care Pathway. 

-Heartburn is not a predominant symptom, so stay on the dyspepsia pathway rather than the GERD 

pathway. Could discuss that for patients with symptoms of GERD we do not recommend urea breath 

testing as H pylori does not cause GERD 

-Discontinue NSAIDs, discontinue digestive enzymes 

-discuss other lifestyle factors: alcohol, caffeine, food triggers, sleep, stress, smoking, cannabis 

-Baseline labs: CBC, ferritin, celiac serology. Could consider abdominal ultrasound, liver enzymes.  

-Urea breath test 

-PPI trial (QD for 8 weeks, can be increased to BID for 8 weeks) 

-If no response to PPI, domperidone trial (very low quality evidence, but supported by 2017 CAG/ACG 

guideline. 

 

2. The investigations you ordered were all normal. The patient follows your recommendations and 

prescribed therapy but returns to tell you that she feels no better at all. What do you do now? 

 



After all of the above steps have been completed, the patient can be referred via SHARP for investigation 

of dyspepsia.  

 

3. The patient undergoes a gastroscopy, which is normal. Biopsies are negative for H pylori. She comes 

back to see you regarding ongoing pain management. What can you offer her? 

 

-Diagnosis now is functional dyspepsia 

-Tricyclic antidepressants have some evidence in functional dyspepsia. No evidence for SSRIs.  

-Guidelines support cognitive behavioural therapy, although this is usually needing to be paid for 

privately by the patient. 
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