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Prevalence of symptoms of dyspepsia in the community

Roger Jones, Susan Lydeard

Abstract
To study the prevalence of dyspepsia in the com-
munity a postal questionnaire was sent to 2697
patients who were selected at random from the lists
of patients registered in two health centres in
Hampshire. A total of 2066 returned questionnaires
were suitable for analysis (response rate 77%). It was
found that the six month prevalence of dyspepsia
was 38%. There was considerable overlap between
symptoms of heartburn and upper abdominal pain,
with over half of patients with dyspepsia experienc-
ing both. One in four of these patients had consulted
their general practitioner during that time. The
proportion of patients with dyspepsia who consulted
their general practitioner varied widely among the
eight doctors who participated in the study, from
17% to 45%. Frequency of symptoms tended to fall
with age, particularly in men, while the proportion of
patients with dyspepsia who sought medical advice
increased with age. Almost one in five of the 2066
patients had been investigated with radiology or
endoscopy at some time, and 143 (7%) of them
claimed to have had a diagnosis of peptic ulcer.

Introduction
Dyspepsia is a common reason for patients to consult

general practitioners and accounts for 3-4% of consul-
tations. Dyspepsia is also a common symptom in the
community, although little information about the
epidemiology of dyspepsia has been published since
the studies of Doll et al' and Weir and Backett,' who
found a prevalence of appreciable dyspepsia of 25-
30%. There is evidence, however, that the epidemio-
logy and possibly the natural history of peptic ulcer
disease has changed substantially in recent decades."~
For example, older women who take nonsteroidal anti-
inflammatory drugs are now at special risk.9 Despite
the introduction of potent agents for healing ulcers
peptic ulceration remains a serious medical problem:
30000 people are admitted to hospital in the United
Kingdom each year with upper gastrointestinal
haemorrhage and 3000 die. '
To be able to make the right decisions for managing

such common disorders in general practice we need to
know their clinical epidemiology. We now have access to
expensive tools for investigating and treating dyspepsia
and to use them wisely we need up to date information
about the importance ofcommon symptoms.

This paper reports on a study of the pattern,
prevalence, and distribution of dyspepsia in the com-
munity with particular reference to the use of self care
and primary care, and our findings may help general
practitioners to formulate appropriate management
responses.

Patients and methods
The patients we studied were drawn from the lists of

eight general practitioners from health centre practices
in the city of Southampton, Hampshire, and in the
market town of Andover, Hampshire. Patients were
divided by sex and stratified into 10 year age bands
from age 20 and over. A one in five sample was
obtained within each age band, using tables of random
numbers.
On a postal questionnaire, previously validated and

shown to be reliable, information was sought about
occupation, employment, and whether the respondent
had ever had "indigestion" for more than a few days,
whether the symptoms were in the upper abdomen or
whether they had the characteristics of heartburn,
whether they had been present in the preceding six
months, and whether the respondent had consulted a
doctor about them. Information was also obtained
about whether respondents had had a diagnosis of
peptic ulcer and had ever had a barium meal or
endoscopy. One reminder was sent. The data were
analysed using a standard SAS package.

Results
A total of 2697 questionnaires were sent out, and

2066 (77%) of these could be evaluated. Response rates
varied considerably among participating doctors (table
I) and among patients in different age groups (table
II), with response rates within the 10 year age bands
ranging fron 65% to 88%.
Non-responders-A review of the notes of a one in

four sample of non-responders showed that they were
low users of medical care (mean yearly consultation
rate 1 5). No patients with peptic ulcer disease were
identified in this group (n=98). Only four had men-
tioned dyspeptic symptoms in consultations during the
preceding six months.

Demographic characteristics-Men and women were
represented almost equally in the study (939 (45%)
men and 1127 (55%) women). Table III gives the social

TABLE i-Response rates to postal questionnaire ofpatients ofeight participating general practitioners

Doctor

A B C D E F G H Total

No of questionnaires sent 333 359 322 400 401 276 308 296 2697
No (0/o) responding 236 (71) 273 (76) 200 (62) 327 (82) 317 (79) 215 (78) 246 (80) 252 (85) 2066
No(%)goneawayordeceased 47(14) 29 (8) 55(17) 24 (6) 36 (9) 19 (7) 16 (5) 9 (3) 236
No(%)ofnon-responders 50(15) 57(16) 67(21) 49(12) 48(12) 42(15) 46(15) 35(12) 395

BMJ VOLUME 298 7 JANUARY 1989

Department of Primary
Medical Care, University
of Southampton
Roger Jones, MRCGP, senior
lecturer
Susan Lydeard, BSC, research
assistant

Correspondence to: Dr
Roger Jones, Aldermoor
Health Centre, Aldermoor
Close, Southampton SO1
6ST.

BrMedJ7 1989;298:30-2.

30

 on 19 A
pril 2024 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

M
J: first published as 10.1136/bm

j.298.6665.30 on 7 January 1989. D
ow

nloaded from
 

http://www.bmj.com/


TABLE II-Response rates to postal questionnaire ofpatients by age grouip

Age (years)

20-29 30-39 40-49 50-59 60-69 70-79 + 80 Total

No of questionnaires sent 564 565 448 364 369 262 125 2697
No (%) responding 368 (65) 413 (73) 347 (77) 293 80) 325 (88) 220 (84) 100 (80) 2066 (77)/,.)
No(%)goneawavordeceased 67(12) 56(10) 35 (8) 32 (9) 15 (4) 16 (6) 15(12) 236 (9%)
No(%)ofnon-responders 129(23) 96(17) 66(15) 39(11) 29 (8) 26(10) 10 (8) 395(15%()

TABLE iII-Social class distribution of 2066 respondents in Andover
and Southampton

No (%) of respondents

Social class Andover (n= 1030) Southampton (n= 1036)

I 62 (6) 21 (2)
II 381 (37) 238 (23)
III non-manual 165 (16) 176 (17)
III manual 330 (32) 415 (40)
IV 82 (8) 124 (12)
V 10 (1) 62 (6)

Upper abdominal
symptoms

class distribution of the respondents in Southampton
(urban) and Andover (semirural). Fewer respondents
in Southampton were in employment than in Andover
(549 (53%) v 680 (66%)), owing partly to higher
unemployment in Southampton (4 9% v 2 5%) but
mainly to a large proportion of retired people living
there (33-5% v 20 3%). When these data were com-

pared with enumeration district figures from the Office
of Population Censuses and Surveys they showed that
the samples obtained in Southampton and Andover
were representative of the populations from which they
were drawn.
Symptoms ofdyspepsia- Figure 1 shows that over one

third of the respondents had never had dyspepsia and a

quarter had suffered in the past but not in the previous

n-2066

38% Dyspepsia in past 6 months
(n=785)

FIG 1-Frequency of dyspeptic symptoms in patients and use of self
care and primary care

32 6% 42 *7 %$O 24-7%

n= 256 335 194

FIG 2-Distribution of upper abdominal symptoms and heartburn in
patients with dyspepsia in previous six months

six months. The six month prevalence of dyspepsia was
38%, and only one in four of these patients with
dyspepsia had consulted their general practitioner. In
each health centre almost identical proportions of
respondents had experienced both upper abdominal
pain or discomfort (543 (52-8%) in Andover, 535
(51-6%) in Southampton) and heartburn (474 (46%),
471 (45 5%)). Figure 2 shows, however, that almost
half of those with dyspepsia had both of these symp-
toms. Although similar proportions of respondents
had had the symptoms in the preceding six months
(392 (38%) in Andover, 414 (40%) in Southampton),
many more patients in Southampton had consulted
general practitioners about them (366 (35 3%) v 209
(20 4%)). There were considerable differences in con-
sultation rates for dyspepsia among the eight doctors
(table IV). Table V gives the prevalence of symptoms
experienced in the previous six months by patients by
age and sex. There is a progressive fall in the frequency
of symptoms with age, especially in men, but the
proportion of patients who sought medical advice
gradually increases with age.

Peptic ulceration-Over twice as many patients in

Southampton as in Andover said that a peptic ulcer
had been diagnosed (104 (10 0%) v 47 (4 6%)), and
twice as many of those were men, this relation holding
across all age groups.

Investigations-Similar proportions of patients (175
(17%) in Andover, 207 (20%) in Southampton) claimed
to have had barium meal examinations, although the
preponderance of men over women was less, and 64
(6 2%) patients in Andover and 75 (7 2%) in Southamp-

TABLE IV-Variation in consultation rates ofpatients for dyspepsia among general practitionters

Doctor

A B C D E F G H Total

No(%)ofrespondents 236(71) 273(76) 200(62) 327(82) 317(79) 215(78) 246(80) 252(85) 2066
Six month prevalence for dyspepsia

(%) 98 (42) 117 (43) 76 (38) 125 (38) 117 (37) 86 (40) 86 (35) 101 (40) 806
No (%) who consulted general

practitioner 44(45) 46(39) 20(27) 37(30) 26 (22( 16(19) 15(17) 22(22) 226
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TABLE v-Prevalence ofsymptoms ofdyspepsia and number ofconsultations by age and sex

Age (years)

20-29 30-39 40-49 50-59 60-69 70-79 + 80 Total

No (%) of respondents
Women 195 (53) 223 (54) 180 (52) 147 (50) 176 (54) 132 (60) 74 (74) 1127 (55%)
Men 173 (47) 190 (46) 167 (48) 146 (50) 149 (46) 88 (40) 26 (26) 939 (45%)

Six month prevalence of dyspepsia
Women 77 (39) 90 (40) 69 (38) 55 (37) 67 (38) 49 (37) 18 (24) 425 (38%)
Men 76 (44) 80 (42) 62 (37) 50 (35) 49 (33) 28 (31) 4 (15) 349 (37%)

No who consulted general practitioner
Women 13 (7) 20 (9) 16 (9) 19 (13) 29 (16) 26 (20) 12 (16) 135 (12%)
Men 13 (8) 14 (7) 13 (8) 15 (10) 21 (14) 14 (16) 3 (12) 93 (10%)

ton said that they had had an upper gastrointestinal
endoscopy. Of the patients with dyspepsia in the
previous six months who had not consulted their
general practitioner (n=578), a tenth had either been
investigated for or had had a diagnosis of peptic ulcer at
some time in the past.

Validity and repeatability-The questionnaire was
found to be valid by sample interview and review of
patients' notes (n= 150) and repeatable by sending a
second questionnaire (n= 100).

Discussion
The results of this study show that the prevalence of

symptoms of dyspepsia (38%) has changed little since
the surveys carried out by Doll et al (30%) in 1951 ' and
by Weir and Backett (25%) in 1968,2 although the
observation periods in all three studies were different.
Weir and Backett expressed the number of patients
with peptic ulcers as a rate of all patients with
dyspepsia ascertained-305/1000 compared with
Doll's rate of 178/1000 and ours of roughly 260/1000.

Self care is obviously important and the extent of its
use seems to be related to age, with less than a fifth of
patients aged between 20 and 40 consulting their
general practitioners, and most elderly patients seek-
ing medical advice. Perhaps symptoms are more severe
in older patients, although this seems unlikely, or
perhaps older patients perceive these symptoms as
being more serious. This trend is at least reassuring
because the risk not only of gastrointestinal malig-
nancy but of peptic ulceration is in part a function of
increasing age.
The wide range of consultation rates among the

general practitioners suggests that styles of work and,
subsequently patients' expectations are also likely to
influence behaviour. Although we have no information
on the use of investigations by individual general
practitioners in this study, the finding that only one in
10 of the non-consulting patients had previously been
investigated suggests that recent dyspepsia, as defined
here, refers largely to undiagnosed symptoms rather
than proven peptic ulcer disease.
Making a clinical diagnosis of dyspepsia is often not

straightforward, and endoscopic diagnoses are often at
odds with clinical impressions." An international
working party on dyspepsia recently classified symp-
toms into several categories and asserted, for example,
that gastro-oesophageal reflux could be diagnosed on
the basis of several clinical features. 12 Our results, how-
ever, suggest that there is considerable overlap
between those patients who have upper abdominal
pain, discomfort, or fullness and those with symptoms
more typical of reflux, including retrosternal pain and
heartburn. Most of the patients with heartburn also
had upper abdominal pain and vice versa. This is one
reason why early clinical diagnosis may have to give
way to endoscopic or radiological investigation.
The extent ofinvestigations that patients reported in

the study is surprising, with almost one fifth of the

sample having had a barium meal and 138 (7%) an
endoscopy. The similar age distribution of patients for
both investigations suggest that barium meals are still
used preferentially over endoscopy; this may represent
not only differences in the availability of the investiga-
tions but also a persisting view of the barium meal as
the first examination in dyspepsia. The superior
sensitivity and specificity of endoscopy'3 suggest that
this is inappropriate.
The findings confirm that symptoms of dyspepsia

are common in the community and suggest that there
has been no substantial change in frequency since the
studies of Doll and colleagues in 1951 and Weir and
Backett in 1968. The prevalence of the symptoms bears
an inverse relation to the age of the patients, particu-
larly in men, and the overlap between upper abdominal
and retrosternal symptoms suggest that it is difficult to
divide symptoms of dyspepsia neatly into those of
oesophageal and gastroduodenal origin. The results of
the study show that self care is important in managing
these symptoms, with a minority of patients consulting
their general practitioners about symptoms, and this
consultation rate increases with age. Nevertheless,
many patients were investigated for dyspepsia and
about one in 10 of respondents in this study thought
that they had a diagnosis of peptic ulcer at some time.
The patients we studied form the basis of a continu-

ing study on the natural history of dyspepsia which will
consider other questions about the evolution of symp-
toms and peptic ulcer disease over time and their
management by patients and their doctors.
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