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SUMMARY
We report the results of general practitioners’ views on
Helicobacter pylori-associated dyspepsia and use of
screening tests in the community. The use of office serology
tests in screening is of concern as independent validation in
specialist units has been disappointing.
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Introduction
Recent guidelines by the European H. pylori Study Group have
examinaed current issues in dyspepsia management and particu-
larly addressed the role of the general practitioner (GP). We
report the results of a survey of fundholding GPs’ current views
in relation to Helicobacter pylori-associated dyspepsia and
demand for a locally available 13-carbon urea breath test.1

Method
In April 1997, a postal questionnaire was sent to a random selec-
tion of GPs from each fundholding practice in Northern Ireland
(n = 153). Fundholding GPs were targeted, as no funds had been
identified for this test within the National Health Service in
Northern Ireland. A single reminder was sent to non-responders
after four weeks, and returned questionnaires were analysed after
three months.

Results
A total of 115 (75%) questionnaires were returned. One question-
naire was incomplete and therefore not included in the analysis. 

Twenty-one per cent of practitioners expressed a special inter-
est in gastroenterology. All practitioners had previously pre-
scribed H. pylori eradication therapy and 59% had at some point
prescribed eradication therapy without knowledge of H. pylori
status. Of these 59%, 70% cited history of peptic ulcer disease as
a reason for doing so, 35% because no test was available, 34%

did so at the patient’s request, 9% because the patient declined to
be tested, and 5% for other reasons.

Seventy-eight per cent of practitioners used screening tests for
H. pylori. Of these practitioners, some used more than one test
(one test, 73%; two tests, 23%; and three tests, 4%). Office serol-
ogy; e.g. Helisal test, was the most commonly used (45%), fol-
lowed by laboratory serology (44%), and urea breath test (11%).
Thirty-two per cent of practitioners used office serology only.
Table 1 shows the indications for use of these tests. When the
tests were used in follow-up post eradication therapy (n = 31),
seven practitioners had access to the urea breath test and 24 used
serology (seven used office serology only).

The most common (88%) eradication regimen used was triple
therapy; 12% used dual therapy only. Fifty-two per cent contin-
ued acid suppressant therapy post-eradication. Eighty-eight per
cent of practitioners would use the breath test if available, 2%
would not, and 10% were undecided.

Discussion
There are limitations in extrapolating the results of this survey to
GPs as a whole, as quite a high proportion (21%) of practitioners
expressed a special interest in gastroenterology and only fund-
holding practitioners were surveyed. 

All practitioners surveyed had some knowledge of H. pylori,
as they had previously prescribed eradication therapy. The com-
monest reason for prescribing eradication therapy without
knowledge of H. pylori status was for a history of peptic ulcer
disease (PUD) (diagnosed either by gastroscopy or barium meal),
which is understandable as 90% to 95% of duodenal ulcers and
60% to 95% of gastric ulcers are associated with H. pylori infec-
tion.2 The lack of facilities for testing was also an important fac-
tor in one-third of cases, as was the patient’s wish to receive
eradication therapy. 

Seventy-eight per cent of practitioners used screening tests and
32% used office serology only. Our experience of this test has
not proved satisfactory (sensitivity = 80% and specificity =
82%),3 other centres have also had less satisfactory results.4 The
widespread use of the Helisal test in our community prior to
independent validation is of concern and is probably related to
sponsorship of this test by pharmaceutical companies. Use of
office-based serological tests is not supported by the Maastricht
guidelines.5

Approximately 68% of practitioners screened patients on
maintenance antisecretory therapy without a history of PUD.
This may be because they believe that eradication therapy
improves symptoms of gastro-oesophageal reflux disease
(GORD) or non-ulcer dyspepsia (NUD). While some patients
with NUD may improve following eradication therapy,6 there is
no evidence that patients with GORD improve.5 However, the
Maastricht guidelines advise eradication of H. pylori in patients
requiring long-term acid suppression for GORD as they may be
at increased risk of developing gastric atrophy.5

Forty-nine per cent of practitioners screened young dyspeptic
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patients with a view to empirical eradication in line with recent
guidelines.5 Forty-three per cent tested patients for H. pylori at
their request, which highlights increased public awareness of H.
pylori. Twenty-two per cent of practitioners would eradicate H.
pylori in patients with a family history of gastric cancer, which is
supported by the Maastricht guidelines, although the evidence
for this is equivocal. 

The potential extra alimentary disease associations ofH. pylori
do not appear to influence management, and current evidence
suggests that the benefit of treatment is uncertain.5

One-third of practitioners (n = 31) used the tests in follow-up
post-eradication, and, of these, seven (23%) had access to office
serology only. The breath test can determine success of eradica-
tion therapy four weeks after discontinuing treatment; laboratory
serology takes at least six months to become negative.2 Office-
based tests have not been designed to determine the success of
treatment, and little is known about how long they remain posi-
tive after eradication: it may be up to two years.

Encouragingly, 88% of practitioners used triple therapy in
eradication. However, 52% continued acid suppressant therapy
after eradication. This may have been as a matter of course or to
treat symptoms of co-existing GORD. Continued antisecretory
therapy following eradication therapy is now considered unnec-
essary in PUD.5

We anticipate piloting the breath test to GPs and advise its use
in initial screening. The breath test costs £25; in contrast, gas-
troscopy costs £200. Our unit has recently shown that empirical
eradication of the young dyspeptic patient referred to a hospital
clinic saves 73% of gastroscopies in this group.7
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Table 1. Responses from GPs to the question: ‘In which patients do you use H. pylori screening tests?’

Response Percentage

Dyspeptic patients with a history of peptic ulcer disease (PUD) 89
Dyspeptic patients on maintenance antisecretory therapy without a history of PUD 68
Young patients who will receive empirical eradication without investigation 49
At patient’s request 43
Young patients as a means of selection for further investigation 39
Follow-up post-eradication therapy 35
Patients with a family history of gastric cancer, irrespective of dyspepsia 22
Any dyspeptic 13
Other potential disease associations; e.g. heart disease 1


