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ABSTRACT

Background: Most researches on Gastrointestinal (Gl) disorders are conducted in secondary health care
settings, yet majority patients present at a primary health care level. Functional dyspepsia (Idiopathic or non
ulcer dyspepsia) constitutes a tremendous workload in primary care. This study aims to assess the knowledge
of general practitioners regarding functional dyspepsia.

Methods: Data was collected through a cross sectional study in 2016, targeting 18 towns of Karachi. Multi-
stage sampling technique was employed. A total of n=250 general practitioners were inducted in the study.
Data was collected through self administered questionnaire developed from the ROME Il guidelines of func-
fional dyspepsia. Descriptive analysis was carried out through SPSS 21.

Results: From the total n=250 general practitioners only 17.5% were able to correctly identify the correct
definition of functional dyspepsia. Less than 1% knew that ROME Il guidelines are being followed for man-
agement of functional dyspepsia. The diagnostic criterion for functional dyspepsia was known to only 15%
general practitioners. Only two alarm signs were identified by the participants of the study.

Conclusion: The average number of patients seen by General Practitioners is high yet their knowledge is

weak and practices are not according to the standard guidelines
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INTRODUCTION

Most researches on Gastrointestinal (Gl) disorders
are conducted in secondary health care yet majori-
ty patients are consulted at primary health care
level." In UK alone, Gl problems accounts for around
ten percent of cases in primary health care level, at
least half of this workload are attributed to dyspep-
sia.? A recent study conducted in Rwanda on
Healthcare Workers to assess the prevalence of
dyspepsia revealed a high frequency.® Frequently
dyspepsia is deemed fo be functional as it is a diag-
nosis of exclusion.*Functional dyspepsia (Idiopathic
or non ulcer dyspepsia)constifutes a fremendous
workload in primary care.! Functional dyspepsia
(FD) is defined as “persistent or recurrent pain or

discomfort characterized by bothersome postpran
dial fullness, early safiety, epigastric pain and burn-
ing in gastroduodenal region for a minimum of 12
weeks in past 6 months before diagnosis with at
least one day per week or more in absence of
clinical, biochemical, endoscopic, and ultrasono-
graphic evidence of organic disease that would
account for the symptoms”.° It is a common health
and social problem?¢ with frequency lying between
8%-23% in Asia.” In another study conducted in
various regions of Asia(China, Hong Kong, Indone-
sia, Korea, Malaysia, Singapore, Taiwan, Thailand
and Vietnam), forty three percent had FD after
confirmation.® Majority patients are treated exclu-
sively in primary care? where strategies are patient
centered and symptom based.? Uncertainty in

PAKISTAN JOURNAL OF MEDICINE AND DENTISTRY 2018, VOL. 7 (02)




WASFA FAROOQ, SUMAIYYA AJAZ, ANUM MARI, MUNEEB SHAHID, MUNTAHA BANGLANI, SAEEDA BAIG, MOAZZAM ALI SHAHID

diagnosis barricades from procuring opfimal freat-
ment’® hence management strategies vary among
general practitioners''. Inadequate management
concerning functional dyspepsia has been demon-
strated by earlier studies in Scandinavian countries
with GPs prescribing empirical therapy to 90%
dyspeptic patients without confirmatory investigo-
tions.? Analogous findings were seen In Germany
22% GPs used inadequate regimens »whereas 59%
in Ireland™ and 20% in Scofland were seen with
similar practices14.

Not only does dyspepsia management in primary
care vary from the patients treated in hospitals '
extensive differences are seen in clinical diagnosis
and management when inter GP practices are
compared in patfients with similar symptoms''.
Although rarely fatal ifs infermittent, recurrent
nature* high prevalence with costly management 'S
and sufferers generating a substantial workload on
GPs* hence should be dealt effectively and
efficiently.’”> Most primary care practitioners fail to
acquiesce with guidelines and therefore expedient
practices are compromised when managing
dyspepsia patients.'® This lack of unanimity among
GPs regarding functional dyspepsia management
represents a snag.'é The colossal burden of function-
al dyspepsia? with its high population prevalence’
and hefty impairment on quality of life’imposes a
profracted burden on healthcare services and
society.® Keeping in view the direct, indirect and
infangible costs for dyspepsia which are higher in
Asia ¢, its chronic relapsing nature, lack of effective
therapy for control of symptoms® along with paucity
of data and scarcity of such studies in our part of
the world we sought to identify and glean the varia-
tfions in knowledge of general practitioners regard-
ing functional dyspepsia so that evidence and
practice gap may be bridged and deficient areas
in GP practice can be targeted for countering the
incommensurate measures taken by GPs.

METHODS

It was a Cross sectional study conducted in 2016 in
all the 18 towns of Karachi. The target population
was general practitioners. A sample of n=267 gener-
al practitioners was calculated at 95% confidence
level based on 50% proportion and 6% margin of
error.Multistage sampling technique was used. In
the first stage two Union Councils were selected
randomly from each town. The list of General Practi-
tioners practicing in the selected union council was
acquired from the PMA House and from every town
7-8 general practitioners were selected through
convenience sampling fechnique. The inclusion
criteria were general practitioners of both genders
having an MBBS degree with atf least 3 years experi-
ence and seeing af least 20 patients per day.

Proforma was developed through literature review.

It was divided into two parts: demographic profile
of the participant and knowledge and practice
portion related to functional dyspepsia. It was
reviewed by a Family physician and Gastroenterol-
ogist and their comments were incorporated. Data
was collected by primary investigators themselves.
The purpose of study was explained to the partici-
pants and they were informed that the data will not
be used for any other purpose. While filling the ques-
fionnaires participants were not allowed to consult
books or access the internet. Written consent was
tfaken and anonymity of the partficipants was main-
tained throughout the study.

Data was entered on Statistical Package of Social
Sciences (SPSS) version 20. Mean and standard
deviation was calculated for numerical variables
like age and number of patients. Frequencies and
percentages were calculated for categorical
variables like years of experience, knowledge and
practice.

RESULTS

The total number of participants incorporated in the
final study were n=250 after removal of incomplete-
ly filled questionnaires. The mean age of the partici-
pants was 47+/- 16 years. Out of the total partici-
pants, n=79 (31.6%) were females and remaining
n=171 (68.4%) were males. Out of the fotal partici-
pants, Nn=171 (68.4%) had only basic MBBS degree.
While n=56 (31.6%) had MBBS with a postgraduate
degree. Twelve doctors (21.4%) had Diploma in
Family Medicine while remaining n=44 (78.6%) had
other relevant degrees. Work experience of partici-
pants showed that n=118 (47.2%) had greater than
5 years of working experience, n=70 (28%) had
between 2-5 years of working experience and
remaining n=62 (24.8%) had less than 2 years of
working experience. When the participants were
inquired about their average daily OPD, n= 46
(18.4%) were seeing more than 50 patients daily.
More than half of the participants n=138 (55.2%)
were seeing 20-30 patients daily while n=66 (26.4%)
general practitioners were seeing 30-50 patients
daily.

When dyspeptic patient turnover was inquired
majority doctors n=105 (42%) were seeing 3 and
more patients of dyspepsia daily in their OPDs. While
n=83 (33%) general practitioners were seeing 2-3
patients daily and lesser number of doctors n=62
(25%) were treating around 1 patient daily with
dyspepsia. When the knowledge regarding the
definition of functional dyspepsia was assessed,
fragically only n=44 (17.6%) were able to define it
correctly. About the guidelines only n=2 (1%)
correctly knew that these are the Rome Il diagnos-
fic guidelines. Knowledge regarding subcategories
of functional dyspepsia is demonstrated in Table 1.
Regarding the knowledge related to the age group

PAKISTAN JOURNAL OF MEDICINE AND DENTISTRY 2018, VOL. 7 (02) 43




in which functional dyspepsia is more common,
majority n=134 (54%) replied correctly that FD is
more prevalent in young fo middle age group.
Knowledge regarding gender was also correct as
majority n=176 (70.4%) affirmed that females tend
to suffer more from functional dyspepsia. Interest-
ingly very few general pracftitioners correctly identi-
fied the diagnostic criteria for functional disorder.
Only n=38 (15.2%) and n=37 (14.8%) were able to
identify bothersome postprandial fullness and early
satfiety as two main symptoms which are occurring
several times a week as the diagnostic criteria
(Table 2).

Similarly only one quarter n= 62 (25%) general prac-
fitioners were able to correctly identify Epigastric
pain in funcfional dyspepsia. When knowledge
regarding the differential diagnosis of functional
dyspepsia was assessed, only GERD n=112 (45%)
and Peptic Ulcer Disease n=108 (43%) were affrmed
by majority while knowledge regarding the other
differential diagnosis remained vague a shown in
Figure 1.The drugs identified by General Practi-
fioners that can cause dyspepsia were NSAIDS n=54
(21.6%). bisphosphonates n=85 (34%). iron supple-
ment n=32 (12.8%) and chemo prophylactic agents
n=56 (22.4%).

When knowledge regarding freatment duratfion of
dyspepsia before undergoing investigation was
assessed, general practitioners gave a mixed
response. Only n=93 (37%) identified correctly
between 6-8 weeks. According fo the majority
general practitioners, urgent diagnosis is required
when patients complain of nausea n=164 (66%) and
loss of weight n=172 (69%). Only two alarm signs for
functional dyspepsia were correctly identified by
majority general practitioners, Family history of Gl
Cancer n=158 (63%) and Gl blood loss n=114 (46%).

Table 1: Frequency of Participants having correct
knowledge regarding subcategories of Functional
dyspepsia

DEVELOPING INTEREST IN EVIDENCE BASED MEDICINE THROUGH BASIC GENETIC RESEARCH IN UNDERGRADUATE MEDICAL STUDENTS

Table 2: Frequency of Participants having correct
knowledge regarding the diagnostic criteria of
Functional dyspepsia

n | %
Bothersome postprandial fullness| 38| 15.2
Postprandial nausea 551220
Upper abdominal bloating 84133.6
Excessive belching 36| 144
Early satiation that prevents 37(14.8
having a full meal

| [}

Pancreatic Disease

e
Medication Side Effects 2

GI Malignancy 10

Hepatobiliiary diseases

|
GERD s

e — |
Peptic Ukcer Disease ad

n A
Postprandial 17 6.8
distress syndrome
Post-traumatic 18 7.2
stress syndrome
Functional 53 21.2
intestinal
syndrome
Functional gastric | 121 48.4
syndrome
Epigastric pain 41 16.4
syndrome

Figure 1: Percentage of Participants having correct
knowledge regarding the differential diagnosis of
Functional dyspepsia

DISCUSSION

Studies among Asian regions have demonstrated
diagnosis of FD by merely thirty-three percent of
General Practitioners. Only forty percent of these
GP’'s knew about FD and even less than that had
heard about the Rome criteria.’® Similar to other
studies, our results displayed that most practitioners
were unaware of the definition of dyspepsia in ifs
frue sense. A very negligible number of practitioners
knew about the latest Rome guidelines regarding
functional dyspepsia. It has also been seen that
guidelines causing terminatfion of developed
clinical behavior pose a difficulty in compliance
rather than those suggesting adding a new behav-
ior." In order to change practice, consensus recom-
mendations or clinical guidelines must strive to give
a scienfifically based, clinically relevant message,
and succeed in getting that message across to the
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appropriate audience, who in turn must be willing
and able to act on it."”” Our study demonstrated
functional dyspepsia common in age group 35-53
years as responded by majority of practitioners.
Most studies conducted in Asia till dates have been
unable to affiliate FD with any particular age
range.” Another study based on endoscopy
conducted in Peshawar showed the mean age of
adult patients as 43.5 years £ 15.6 years '8, Based on
the knowledge of practitioners, females have more
FD compared to males.Numerous population
based studies in Asia have elucidated that FD
frequency was unrelated to gender except for one
Japanese study that showed male dominance.”

Our study showed that only a quarter of the practi-
fioners were clear with the diagnostic criteria of FD.
This is worrisome as studies have shown that FD diag-
nosis relies on symptoms without performing endos-
copy.? Overlapping symptoms of FD, Inflasnmatory
Bowel Syndrome and Reflux disease is common in
Asia.” Our results also displayed variation in treat-
ment duration of practitioners. In FD, evidence is
quite vague as there is wide variatfion in freatment
strategies.” Treatment models from USA included
“test and treat” pursued by endoscopy in failure
cases, however, the UK model differed in that PPI
freatment would precede endoscopy referral.
Analysis based on USA studies demonstrates that PPI
tfrial before endoscopy is more cost effective.?!
According to a Meta analysis PPl regimen stands
more effective for FD patients compared fo testing
and freating of H pylori.?? According fo studies many
GP's prescribe empirical therapy without going for
confirmation and only 10% patients are referred for
endoscopy.’ These differences have been
observed among different specialties and in
newcomers as well as experts. Even after the given
evidence, practitioners perceive that decisions
regarding FD management in fellow workers would
be similar to them and believe there is uniformity in
their practices.?® Patients coming to primary health
care with functional Gl disorders are different from
the ones in hospitals while GP's and specialists work-
ing in hospitals may differ in their opinion.'The
infricacy involved with epidemiological studies of
functional dyspepsia is that FD is basically a diagno-
sis of exclusion after endoscopy.'? Based on
Meta-analysis from FD patients,the most successful
management is H Pylori eradication whereas
Randomized Confrolled Trials document that H
Pylori treatment is not beneficial.? Knowledge was
vague in our study regarding the alarm signs of
Dyspepsia. Being indecisive regarding diagnosis
may progress towards ambiguous decisions
concerning the best alternative freatment. % In
dyspepsia, lack of unanimity about treatment
presents a byzantine situation, as does the prescrip-
fion of powerful and expensive drugs for relief of
symptoms alone.?

Quadality in health care banks on two key factors;

quality of decisions and the judgment regarding-
measures to be taken along with the quality of
execution.” FD although non fatal clearly attenu-
ates patients’ life quality and serves as a consider-
able financial load on the healthcare system due to
regular clinical consultations, medication and time
off work.It is a significant burden on society due to
ufilization of health care services, reduced produc-
tivity and absenteeism from work.?®

Our study had few limitations. One that practi-
fioner’s response may not reflect their actual deci-
sion while practically handling the patients. The
most accurate methodology for judging patient
care comes when direct interaction of patients with
practitioners is observed. But this method has its
limitations due to Hawthorne effect where practi-
fioners vary their management keeping in view that
they are being observed. We pursued numerous
steps to guarantee validity of confent including
consultation with key practitioners in FD, formal
assessment by proficient personnel in constructing
this questionnaire along with pilot frial of question-
naire for clarity. Multi factorial interventions should
be executed for making certain that latest FD
guidelines are followed by paying accent to areas
pointed in this research.'One way of improvement
would be to utilize pharmaceuticals to instruct prac-
fitioners regarding drugs proven to be efficient,
connecfting them to information present in medical
literature. Studies have elucidated that in-person
education displayed improvement in accurateness
of prescriptions including prescription of antibiotics.
2 However, as observed in past endeavors, to apply
proof based only on guidelines, can be unsuccess-
ful for altering treatment tactics. Mixture of meth-
ods needs to be incorporated if we aspire to
observe stable changes in practice. * It is of para-
mount significance that possible barricades are
recognized and practitioners approve and sustain
guidelines for execution. Further differences in the
community should be analyzed and practitioners
dealing with Gl patients should be trained accord-
ingly. Our data may endow researchers and policy
formulators to establish quality improvement mea-
sures focused on minimizing alterafions in usage of
resources, narrowing practitioners to best decisions,
augmenting care and leading to cost effective-
ness.

CONCLUSION

Our study illustrated dilemmas and discrepancies in
approaches for freatment of Functional Dyspepsia,
rather than marking out a singular pathway. In
conclusion, our study gives support fo literature that
despite consensus on treatment, practitioners vary
in their judgment for optimal tfreatment. Research-
ers should pave the way for making this scientfific
proof understandable and correspond to practi-
fioners in a manner that they are able to under-
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stand and implement this in their clinical practice.
Scientific evidence translates to evidence based
care and improvement of patient's health along
with cost effectiveness.
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