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Abstract: Dyspepsia is a common complaint seen in the community and patients applying to health institutions and its 
definition has changed in recent years. It has many reasons among which gastroesophageal reflux disease, peptic ulcer and 
functional dyspepsia are the most common. Prevalence numbers changing between 3% and 40% were reported in the studies 
made in Europe, North America and Oceanian countries. Just like the medicine use in all chronic diseases, there are factors 
affecting the treatment adherence of dyspepsia patients. The reasons for inadherence in dyspepsia treatment were studied in 
this compilation. 
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1. Introduction 

Dyspepsia is a Greek origin word combined from dys 
meaning difficulty or bad and pepsis meaning ripening and 
digesting. The latest definition of dyspepsia is epigastric 
centred pain or discomfort which may generally be related or 
unrelated to eating or of recurrent or continuous character and 
it may have just started when the patient applied to a doctor or 
be present for months or even years (1,2,3,4). 

Dyspepsia is higher in males than females and the 
prevalence is low in elder people (5). In different societies it 
was found the dyspepsia prevalence changes between 25-50% 
(3,4,5,6). If pathological causing dyspepsia can be detected in 
examinations on patients applying with dyspepsia complaint, 
this kind of dyspepsia are defined as functional dyspepsia if it 
is not found responsible for organic dyspepsia, a local or 
systematic disease (3). In a large-scale dyspepsia questionnaire 
made on 3543 cases in our country, it was determined that the 
average age was 38 and 30.8% of the cases had applied with a 
symptom. Also in the endoscopic examination of the cases 
with dyspeptic symptoms, gastritis in 32.6%, duodenal ulcer in 
23.4%, gastric ulcer in 2% and normal findings in 41.8% were 
determined (7). 

Cases which apply with dyspepsia for the first time and 
have no alarm symptoms should be examined psychiatrically 
and physically and medical history should be learned. 
Empirical acid suppression treatment should be started in 

patients younger than 55 years of age who have chronic 
symptoms but no alarm symptoms, if there is no response or 
the symptoms recur, H. pylori should be tested and eradication 
treatment should be made (4,8,9). If symptoms continue after 
H. pylori eradication and in those with negative H. pylori or 
were empirically treated, endoscopic examination is required. 
In cases over 45 years of old and have alarm symptom, in 
addition to gastrointestinal endoscopic examination, processes 
such as biochemical tests, ultrasonography and gastroduodenal 
manometry should be mandatory (4,10,11). Alarm symptoms 
in dyspepsis are listed in Table 1.(4) 

Table 1. Alarm symptoms in dyspepsia. 

� Symptoms which have just started over 55 years old 
� GIS cancer story in family 
� Unexplainable iron deficiency anaemia 
� Icterus 
� Unintentional weight loss 
� GIS bleeding 
� Stomach operation story 

1.1. Factors Affecting Treatment Adherence 

Treatment adherence can be defined under two titles and 
both should be present for a successful treatment: 

a. Compliance: Adherence of patient to the appointments, 
medical advices, organizing living conditions to the 
disease and treatment, 

b. Cooperation, adherence: It may be defined as patient 
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taking the prescribed medicine with the required 
number and duration, going to the medical institution 
appointments without delay (12,13,14). The aim should 
be stating patient and doctor demands, sharing 
responsibilities, making collaboration for treatment 
plan. Patient should know what, when and where to use 
and how to ask for help.  

The patient who refused the treatment at the beginning 
should not be considered negatively. Missing only one 
appointment with a reasonable cause (such a trip abroad) 
should not be defined as inadherence (15,16,17). In their 
study on treatment under direct observance, O'Boyle et al 
defined patients' not taking medicine more than seven 
successive days as treatment inadherence(14,18). Patient 
medicine usage can be categorized in four groups: 

1. Appropriate use: The patient takes medicine in the 
recommended way (adherent patient). 

2. Incomplete use: Patient uses medicines less than the 
recommended amount (inadherent patient). 

3. Over use: Patient uses medicines more than the 

recommended amount (inadherent patient). 
4. Wrong use: Patient takes medicine in different times 

and more or less than the recommended amount 
(inadherent patient). 

Although there is inadherence in the last three conditions, 
as patient taking medicine less than the recommended 
amount is considered inadherence, the others are classified as 
adherent by mistake. In the end they are all affective on the 
effects and side effects of the treatment (14,19). 

1.2. Factors Affecting Patient Adherence 

It is impossible to guess which patient would be inadherent 
to the treatment. Treatment inadherence may be present in all 
kinds of diseases and patients in any socio-demographical 
group. As the importance of patient adherence is understood, 
investigation of the affecting factors accelerated. These can be 
grouped as reasons about the patient and/or disease and 
medicines (Table 2) (14,20). 

Table 2. Factors affecting the treatment adherence in dyspepsia patients. 

Reasons about the patient and disease 

Personal characteristics of the patients 
Patients' disease situations 
Leaving treatment before 
Addiction 
Psychological disorders 
Physical problems, oblivescence 
Discontent for medical personnel 
Misunderstanding and uninforming 
Fears about medicine side effects 
Not understanding the severity of the disease 
Insufficient follow-up 
Sociocultural factors (unemployment, homelessness, etc.) 
Misconceptions about the disease 
Duration of treatment regime 
Additional chronic disease and medicine use 
Hospitalization 
Patient education 
Reasons about medicines 
Not understanding medicine regime 
Medicine regimes hard to use 
Medicine side effects  
Treatment cost 
Disliking the medicine 
Inability to find the medicine 

 
The most common treatment adherence problem observed 

is patients not applying to treatment methods or disregarding 
the disease unless dyspeptic complaints arise. The factors 
which make the patients most uncomfortable are dyspeptic 
complaints increasing at night and waking the patient up. Even 
when this is a common situation, patients try to relieve their 
complaints with food or irregular anti-acid medicine intake. 
Additional medicine use of patients also being important, as 
the number of medicines used increases, the patients care less 
about all the diseases and themselves. So patients want to 
decrease the number of medicines they use and first of all they 
stop using dyspepsia medicines they consider as the least 
necessary. 

2. Results and Recommendations 

It was observed that the kinds of anti-acid forms used for 
dyspepsia is not important for treatment adherence and the 
important fact was patient adherence characteristics. 
Especially in patients with alarm symptoms shown in Table 1, 
it was observed that sparing the required time for patient 
education on the importance of the disease and its treatment 
is the most important factor in treatment adherence.  

Dyspepsia has a long treatment requiring sufficient time 
and dose. The aim in situations requiring long-term medicine 
use is to convince the patient for taking the medicines and 
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coming for controls until the end of the treatment. Patient 
and health personnel have the most important role here. 
Many methods from patient-doctor cooperation, awarding 
the patient following the treatment and controls regularly can 
be tried (Table 3)(14). 

Table 3. Methods increasing treatment adherence. 

� Patient-doctor cooperation 
� Decreasing special technical terms 
� Decreasing cultural differences 
� Problems in clinics or dispensaries 
� Incentive and strengthening methods 
� Treatment under direct observation 
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