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Abstract

Dyspepsia is a common upper gastrointestinal symptom 
complex with overlapping functional and organic etiologies. 
Among Helicobacter pylori (H. pylori)-positive patients, 
symptom patterns frequently demonstrate poor correlation 
with endoscopic findings. �is study evaluated the 
clinicoendoscopic distribution of dyspepsia subtypes and their 
associated predictors among H. pylori-positive adults without 
alarm features. �is cross-sectional study analyzed baseline 
data from a randomized controlled trial conducted among 
treatment-native adults aged ≥18 years with H. 
pylori-positive dyspepsia. Dyspepsia was categorized according 
to Rome IV criteria into Epigastric Pain Syndrome (EPS), 
Postprandial Distress Syndrome (PDS), and mixed subtype. 
Upper gastrointestinal endoscopy classified patients as 
functional dyspepsia (FD) or organic dyspepsia (OD). 
Descriptive statistics, chi-square test, Student’s t-test, ANOVA, 
and multinomial logistic regression were performed. Odds 
ratios (OR) with 95% confidence intervals (CI) were reported, 
and p<0.05 was considered statistically significant. A total of 
80 participants were included, with a mean age of 35.8±11.4 
years; 53.7% were female, and 52.5% resided in rural areas. 
Mixed dyspepsia was the most frequent subtype (55.0%), 
followed by EPS (28.8%) and PDS (16.3%). Functional 
dyspepsia accounted for 51.2% of cases, whereas organic 
dyspepsia was observed in 48.8%. Abnormal endoscopic 
findings were significantly more frequent among EPS and 
PDS subtypes (p<0.001). Erosive gastritis was the most 

common abnormality (23.8%), followed by nonerosive 
gastritis (15.0%). Epigastric pain, epigastric burning, 
postprandial fullness, and early satiety were significantly more 
common in FD than OD (all p<0.01). Organic dyspepsia was 
significantly associated with age ≥34 years (OR 1.90; 
p=0.008) and smoking history (OR 1.76; p=0.019). 
Multinomial logistic regression demonstrated that symptom 
duration ≥12 months (OR 9.04; p=0.005) and normal 
endoscopy/FD (OR 17.00; p<0.001) independently predicted 
mixed dyspepsia. Mixed dyspepsia was the predominant 
symptom phenotype among H. pylori-positive adults. 
Functional dyspepsia was strongly associated with overlapping 
symptom patterns, whereas EPS and PDS were more 
frequently associated with organic abnormalities. Symptom 
duration and endoscopic status were stronger predictors of 
dyspepsia subtype than demographic variables, supporting an 
integrated clinicoendoscopic approach for evaluation and 
stratification.

Keywords: Functional dyspepsia; organic dyspepsia; epigastric 
pain syndrome; postprandial distress syndrome; helicobacter 
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INTRODUCTION

Dyspepsia is characterized by chronic or recurrent upper 
abdominal symptoms, including epigastric pain, epigastric 
burning, early satiety, postprandial fullness, bloating, 
nausea, and upper abdominal discomfort.¹ Dyspepsia 
significantly impairs quality of life, increases healthcare 
utilization, and imposes a considerable socioeconomic 
burden, particularly in low and middle-income countries.²

Globally, the prevalence of dyspepsia varies widely, ranging 
from 10% to 40% depending on the population studied 
and diagnostic criteria applied.³ In South Asian countries, 
the burden of dyspepsia remains high because of dense 
population, dietary variation, environmental factors, 
smoking, widespread H. pylori infection, and limited access 
to early gastrointestinal evaluation.⁴ Functional 
gastrointestinal disorders are increasingly recognized as 
major contributors to dyspepsia; however, clinically 
significant organic lesions continue to be common in 
developing countries.⁵

+e Rome IV classification divides functional dyspepsia 

into two principal symptom-based subtypes: Epigastric 

Pain Syndrome (EPS) and Postprandial Distress Syndrome 
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(PDS).⁶ EPS is characterized predominantly by epigastric 
pain or burning, whereas PDS is associated with 
meal-related symptoms such as postprandial fullness and 
early satiety. Nevertheless, many patients demonstrate 
overlapping manifestations of both syndromes, often 
referred to as mixed dyspepsia.⁷ 

Upper gastrointestinal endoscopy remains the standard 
investigation for identifying structural or mucosal 
abnormalities among dyspeptic patients. Endoscopic 
evaluation differentiates functional dyspepsia (FD), in 
which no structural explanation is found, from organic 
dyspepsia (OD), where identifiable lesions such as gastritis, 
erosions, peptic ulcer disease, or malignancy are detected.⁸ 
Despite its diagnostic importance, previous studies have 
demonstrated inconsistent relationships between dyspeptic 
symptom patterns and endoscopic findings.⁹

Among the recognized etiological factors of dyspepsia, H. 
pylori occupies a particularly important role. H. pylori
infection affects nearly half of the global population and 
remains highly prevalent in South Asia and Bangladesh.¹⁰ 
'e organism contributes to chronic gastritis, peptic ulcer 
disease, mucosal inflammation, altered gastric motility, 
visceral hypersensitivity, and gastric carcinogenesis.¹¹ 
Several studies have demonstrated that H. pylori infection 
may influence both symptom severity and dyspepsia 
phenotype, although findings remain inconsistent across 
populations.¹²

In Bangladesh, data regarding symptom subtype 
distribution and its association with endoscopic findings 
remain limited. A recent Bangladeshi study reported that 
mixed EPS-PDS overlap represented the most common 
symptom phenotype among functional dyspepsia 
patients.¹³ Another community-based endoscopy study 
identified substantial coexistence of functional dyspepsia, 
peptic ulcer disease, and H. pylori infection among South 
Asian adults.¹⁴

Previous international studies have reported variable 
endoscopic yields among dyspeptic populations. A 
Cambodian study found that erosive gastritis and peptic 
ulcer disease were common endoscopic findings among 
chronic dyspepsia patients.¹⁵ Similarly, contemporary 
literature suggests that functional dyspepsia is strongly 
influenced by altered gut-brain interaction, gastric 
hypersensitivity, motility disturbances, and chronic 
low-grade inflammation.¹⁶ Chronic gastritis related to H. 

pylori may further contribute to symptom generation 
through mucosal injury and inflammatory pathways 
involving the gut-brain axis.¹⁷˒¹⁸ 'ese mechanisms may 

explain why symptom overlap is frequently observed and 
why symptom severity often does not accurately predict 
endoscopic pathology.

A thorough understanding of the relationship between 
dyspeptic symptoms and endoscopic abnormalities in H. 
pylori–positive patients is crucial from a clinical 
perspective. 'is knowledge may enhance risk stratification 
and guide the effective use of endoscopy in settings where 
resources are limited. Identifying symptom patterns that 
are associated with organic pathology can help clinicians 
prioritize their patients effectively. Moreover, 
characterizing overlapping symptom patterns may lead to a 
better understanding of the pathophysiology of dyspepsia 
and support the development of individualized 
management strategies. 'e purpose of this study was to 
evaluate the clinico-endoscopic patterns of dyspepsia in 
adults who are H. pylori–positive and do not present alarm 
features.

MATERIALS AND METHODS

'is study was designed as a cross-sectional analytical 
examination conducted at the tertiary care hospital of 
Bangladesh Medical University, Bangladesh. It used 
baseline (pre-treatment) data from a randomized 
controlled trial (RCT) focused on H. pylori eradication, 
conducted from January 2024 to June 2025. All eligible 
participants from the baseline cohort prior to 
randomization were recruited into this analysis. 'e 
sample size was determined by the parent RCT.

A total of 80 adult patients (aged ≥18 years) presenting 
with dyspeptic symptoms without alarm features were 
enrolled consecutively. Dyspepsia was defined according to 
the Rome IV criteria. 'is study included dyspeptic 
individuals confirmed to have H. pylori infection via both 
the rapid urease test and stool antigen test, who were 
treatment-naïve, participated in symptom assessment, and 
underwent upper gastrointestinal endoscopy before being 
randomized in the RCT. Patients with gastrointestinal 
bleeding, persistent vomiting, significant weight loss, 
progressive dysphagia, malignancy, prior gastric surgery, 
severe systemic illness, pregnancy, recent proton pump 
inhibitor or antibiotic use, or previous H. pylori eradication 
therapy were excluded.

A structured, interviewer-administered questionnaire was 
used to collect clinical and demographic data. All eligible 
patients underwent detailed clinical evaluation, including 
demographic characteristics (age, sex, residence), smoking 
history, body mass index (BMI), symptom profile, and 
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symptom duration. Dyspeptic symptoms were categorized 
into Epigastric Pain Syndrome (EPS), Postprandial 
Distress Syndrome (PDS), and mixed subtype based on 
Rome IV criteria.

Upper gastrointestinal endoscopy (UGIE) was performed 
in all participants before the RCT. Patients with normal 
endoscopy were classified as functional dyspepsia (FD), 
while those with identifiable mucosal or structural 
abnormalities were categorized as organic dyspepsia (OD). 
Endoscopic findings, including erosive gastritis, 
non‑erosive gastritis, gastric ulcer, and duodenal ulcer, 
were documented.

Only baseline data were analyzed to ensure a uniform group 
of untreated individuals. 'e primary outcome was the 
distribution of dyspepsia subtypes (EPS, PDS, mixed). 
Secondary outcomes included functional versus organic 
dyspepsia, the association between symptoms and 
endoscopic findings, and predictors of dyspepsia phenotype.

Data were analyzed using Statistical Package for Social 
Sciences (SPSS) version 26. Continuous variables were 
expressed as mean ± standard deviation (SD), and 
categorical variables as frequency and percentage. Pie 
charts were used to illustrate the distribution of dyspepsia 
subtypes and the FD-OD group, and bar diagrams were 
used to show the distribution of individual dyspeptic 
symptoms across subtypes. Student’s t‑test and ANOVA 
were used for comparison of normally distributed 
continuous variables, whereas the chi‑square test was 
applied for categorical variables. Multinomial logistic 
regression analysis was performed using EPS as the 
reference category to identify predictors of dyspepsia 
subtypes. Odds ratios (OR) with 95% confidence intervals 
(CI) were calculated. A p‑value <0.05 was considered 
statistically significant.

Ethical approval was obtained from the Institutional Review 
Board of Bangladesh Medical University. Written informed 
consent was obtained from all participants before enrolment.

RESULTS

A total of 80 H. pylori–positive adults with dyspepsia were 
included in the study. 'e mean age of the participants was 
35.8±11.4 years. Females constituted 53.7% of the study 
population, while 52.5% of participants resided in rural 
areas. 'e mean BMI was 24.8±3.0 kg/m², and 35.0% had 
a history of smoking.

Figure 1 displays the distribution of dyspepsia subtypes. 
Among the patients with dyspeptic symptoms, 23 
(28.75%) patients were categorized as having epigastric 
pain syndrome (EPS), 13 (16.25%) as postprandial distress 
syndrome (PDS), and 44 (55.0%) as mixed dyspepsia.

EPS

23(28.75%)

PDS

13(16.25%)

Mixed

Dyspepsia

44(55.0%)

Figure 1. Distribution of dyspepsia subtypes (n=80)

Figure 2 shows a pie chart illustrating the proportions of 
patients diagnosed with Functional Dyspepsia (FD) and 
Organic Dyspepsia (OD) based on endoscopic findings. FD 
was found in 51.3% of study participants, and OD in 48.7%.

Figure 2: Functional Dyspepsia and Organic 

Dyspepsia based on endoscopic findings (n=80).

Table I presents the baseline demographics, lifestyle, and 
clinical features of study participants. 'e mean age of the 
study population was 35.8 ± 11.4 years. 'ere were no 
statistically significant differences across dyspepsia subtypes in 
terms of age (p = 0.995), sex distribution (p = 0.290), body 
mass index (BMI) (p = 0.751), residence (p = 0.994), smoking 
status (p = 0.635), or symptom duration (p = 0.447).

Endoscopic findings normal (FD) versus abnormal (OD) 
differed significantly among subtypes, normal (FD) versus 
abnormal (OD) (p < 0.001). Normal endoscopy was more 
frequent in the mixed subtype (72.7%) compared to EPS 
(21.7%) and PDS (30.8%). Conversely, abnormal 
endoscopic findings were more common in EPS (78.3%) 
and PDS (69.2%) than in mixed dyspepsia (27.3%).

Among specific findings, non-erosive gastritis showed a 
significant association with dyspepsia subtype (p < 0.001), 
being more frequent in PDS (38.5%) and EPS (26.1%) 
compared to the mixed group (2.3%). No statistically 
significant differences were observed for erosive gastritis (p = 
0.105), gastric ulcer (p = 0.179), or duodenal ulcer (p = 0.329).

Functional

Dyspepsia

51.3%

Organic

Dyspepsia

48.7%
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Table I:  Baseline Demographics, Lifestyle, and Clinical features study participants (n=80)

Variable Total (n=80) EPS (n=23) PDS (n=13) Mixed (n=44) p-value

Age (years) 35.8 ± 11.4 35.9 ± 9.5 35.5 ± 6.4 35.9 ± 13.4 0.995

Sex     0.290

Male 37 (46.3%) 8 (34.8%) 8 (61.5%) 21 (47.7%)

Female 43 (53.7%) 15 (65.2%) 5 (38.5%) 23 (52.3%)

BMI (kg/m²) 24.8 ± 3.0 24.9 ± 3.0 24.2 ± 2.7 24.8 ± 3.2 0.751

Residence     0.994

Urban 38 (47.5%) 11 (47.8%) 6 (46.2%) 21 (47.7%)

Rural 42 (52.5%) 12 (52.2%) 7 (53.8%) 23 (52.3%)

Smoking status     0.635

Ever smoker 28 (35.0%) 8 (34.8%) 6 (46.2%) 14 (31.8%)

Never smoker 52 (65.0%) 15 (65.2%) 7 (53.8%) 30 (68.2%)

Symptom duration (months) 21.0 ± 12.1 18.3 ± 9.2 22.2 ± 9.7 22.0 ± 13.9 0.447

Endoscopic findings of Dyspepsia     <0.001

Normal/ FD 41 (51.2%) 5 (21.7%) 4 (30.8%) 32 (72.7%)

Abnormal/ OD 39 (48.8%) 18 (78.3%) 9 (69.2%) 12 (27.3%)

Abnormal Endoscopic Findings

Erosive gastritis 19 (23.8%) 9 (39.1%) 3 (23.1%) 7 (15.9%) 0.105

Non-erosive gastritis 12 (15.0%) 6 (26.1%) 5 (38.5%) 1 (2.3%) <0.001

Gastric ulcer 4 (5.0%) 0 (0.0%) 0 (0.0%) 4 (9.1%) 0.179

Duodenal ulcer 7 (8.8%) 3 (13.0%) 2 (15.4%) 2 (4.5%) 0.329

Note: Values are expressed as mean ± SD or frequency (%). BMI = Body Mass Index; EPS = Epigastric Pain Syndrome; PDS = 
Postprandial Distress Syndrome; FD = Functional Dyspepsia; OD = Organic Dyspepsia. Statistical tests: ANOVA for continuous 
variables; Chi-square test for categorical variables.

Figure 3: Distribution of dyspeptic symptoms in different subtypes of dyspepsia (n = 80)

8
1
.2
5

8
2
.5

7
0

6
6
.2
5

3
5

5
5

4
2
.5

2
8
.7
5

2
8
.7
5

00

1
5

7
.51
0

00

1
6
.2
5

1
6
.2
5

6
.2
5

1
5

1
0

5
2
.5

5
3
.7
5

5
3
.7
5

5
0

1
3
.7
5

3
2
.5

2
2
.5

0

1
0

2
0

3
0

4
0

5
0

6
0

7
0

8
0

9
0

P
e
rc
e
n
ta
g
e
o
f
p
a
ti
e
n
ts
w
it
h
e
a
c
h
s
y
m
p
to
m

Symptoms

Nausea Bloating Belching Early satiety Postprandial

fullness

Epigastric

burning

Epigastric

pain

MIXED PDS EPS TOTAL



 28

Bangladesh Med J. 2025 Sept; 54(3)

Figure 3 illustrates the distribution of dyspeptic symptoms 
in different subtypes of dyspepsia. Among H pylori positive 
adults, in the EPS group, epigastric pain and epigastric 
burning were each reported by 28.75 % of patients, while 
postprandial fullness and early satiety were absent (0.0 %). 
Belching occurred in 15.0 %, bloating in 7.5 %, and 
nausea in 10.0 %. In the PDS group, postprandial fullness 
and early satiety were each present in 16.25 %, belching 
in 6.25 %, bloating in 15.0 %, and nausea in 10.0 %, 
whereas epigastric pain and burning were not 
reported (0.0 %). In the Mixed subtype, epigastric pain 
was observed in 52.5 %, epigastric burning in 53.75 %, 
postprandial fullness in 53.75 %, early satiety in 50.0 %, 
belching in 13.75 %, bloating in 32.5 %, and nausea 
in 22.5 %.

Table II presents the comparison of dyspeptic symptoms 
between functional and organic dyspepsia. Among the 80 
participants, functional dyspepsia (FD) was present in 41 
patients (51.2%), while organic dyspepsia (OD) was 
identified in 39 patients (48.8%).

Both epigastric pain (p = 0.006) and epigastric burning (p 
= 0.004) were significantly more frequent in FD (each was 
present in 90.2%) compared to OD, where 71.8% in 
epigastric pain and 74.4% in epigastric burning. 
Postprandial fullness and early satiety were significantly 
more common in FD, observed in 87.8% vs 51.3% (p = 
0.001) and 80.5% vs 51.3% (p = 0.003), respectively. 
'ere were no statistically significant differences between 

the two groups in terms of bloating (p = 0.742), belching 
(p = 0.631), or nausea (p = 0.518).

Table II. Comparison of dyspeptic symptoms between 

functional and organic dyspepsia

Symptom FD (n=41) OD (n=39) p value*

Epigastric pain 37 (90.2%) 28 (71.8%) 0.006

Epigastric burning 37 (90.2%) 29 (74.4%) 0.004

Postprandial fullness 36 (87.8%) 20 (51.3%) 0.001

Early satiety 33 (80.5%) 20 (51.3%) 0.003

Bloating 22 (53.7%) 22 (56.4%) 0.742

Belching 12 (29.3%) 16 (41.0%) 0.631

Nausea 20 (48.8%) 14 (35.9%) 0.518
FD = Functional Dyspepsia; OD = Organic Dyspepsia. 
*Chi-Square test 

Table III shows the comparison of associated factors 
between functional and organic dyspepsia. Age ≥34 years 
was significantly associated with organic dyspepsia (OR 
1.90; p = 0.008). Smoking was also significantly associated 
with organic dyspepsia (OR 1.76; p = 0.019). No 
statistically significant associations were observed for sex (p 
= 1.000), residence (p = 0.512), obesity (p = 0.509), or 
symptom duration (p = 0.260). Dyspepsia subtype 
distribution differed significantly between functional and 
organic groups (p < 0.001). Functional dyspepsia was more 
frequent in the mixed subtype (78.0%), whereas organic 
dyspepsia was more frequent in EPS (46.2%).

Table III: Comparison of associated factors between functional and organic dyspepsia (n=80)

Variable  Functional (n=41) Organic (n=39) OR for Organic (95% CI) P value*

Age ≥34 years 15 (36.6%) 26 (66.7%) 1.90 (1.15–3.14) 0.008

 <34 years 26 (63.4%) 13 (33.3%)  

Sex Male 19 (46.3%) 18 (46.2%) 1.00 (0.64–1.56) 1.000

 Female 22 (53.7%) 21 (53.8%)  

Residence Urban 21 (51.2%) 17 (43.6%) 0.85 (0.54–1.35) 0.512

 Rural 20 (48.8%) 22 (56.4%)  

Obesity Obese 20 (48.8%) 16 (41.0%) 0.85 (0.54–1.35) 0.509

 Non-obese 21 (51.2%) 23 (59.0%)  

Smoking history Smoker ever 9 (22.0%) 19 (48.7%) 1.76 (1.15–2.71) 0.019

 Smoker never 32 (78.0%) 20 (51.3%)  

Duration ≥12 months 15 (36.6%) 20 (51.3%) 1.35 (0.87–2.12) 0.260

 <12 months 26 (63.4%) 19 (48.7%)  

Subtype distribution EPS 5 (12.2%) 18 (46.2%) <0.001

 PDS 4 (9.8%) 9 (23.1%)  

 Mixed 32 (78.0%) 12 (30.8%)

CI = Confidence Interval, EPS=Epigastric Pain Syndrome, OR = Odds ratio, PDS=Postprandial Distress Syndrome. *Chi-Square test 
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DISCUSSION 

'is study evaluated dyspepsia in H. pylori–positive, 
non-alarm patients by combining symptom patterns with 
endoscopic findings in a single, well-defined cohort. 'e 
mean age of the participants was 35.8 years, and females 
slightly predominated (53.7%). 'ese demographic findings 
are consistent with regional dyspepsia studies reporting higher 
healthcare-seeking behavior among younger and middle-aged 
adults, particularly women.¹³ Although baseline 
characteristics such as age, sex, BMI, residence, smoking 
status, and symptom duration did not significantly differ 
among dyspepsia subtypes, the findings suggest that symptom 
pattern is influenced more strongly by pathophysiological 
mechanisms than by demographic variables alone.

'is study appraised the clinicoendoscopic patterns of 
dyspepsia among H. pylori–positive adults without alarm 
features and demonstrated that mixed dyspepsia was the 
predominant symptom pattern, accounting for 55.0% of 
cases. EPS and PDS constituted 28.8% and 16.3% 
respectively. 'ese findings are comparable with previous 
Bangladeshi observations, where overlapping EPS-PDS 
symptoms were also the most frequently reported 
dyspepsia pattern.¹³ Similar findings from community- 
based South Asian studies further suggest that symptom 
overlap is common among dyspeptic patients, particularly 
in populations with high H. pylori prevalence.¹⁴

'e predominance of mixed dyspepsia in the study may 

reflect the multifactorial pathophysiology of dyspepsia, 

involving gastric hypersensitivity, impaired 

accommodation, delayed gastric emptying, mucosal 

inflammation, and altered gutbrain interaction.17,18 'e 

coexistence of pain-related and meal-related symptoms 

indicates that rigid symptom-based classification may not 

adequately represent the complexity of dyspeptic disorders.

An important finding of the present study was the nearly 

equal distribution between functional dyspepsia (51.2%) 

and organic dyspepsia (48.8%). Previous studies have 

similarly demonstrated that organic lesions remain 

common among dyspeptic patients in developing 

countries because of persistent H. pylori infection and 

chronic gastritis.19

Normal endoscopy was significantly more frequent among 

patients with mixed dyspepsia, whereas abnormal 

endoscopic findings were predominantly observed in EPS 

and PDS subtypes. 'is finding suggests that overlapping 

symptom patterns may be more closely related to 

functional gastrointestinal disturbances than to discrete 

structural lesions.

Among abnormal endoscopic findings, erosive gastritis was 

the most common lesion (23.8%), followed by nonerosive 

gastritis (15.0%). Duodenal ulcer and gastric ulcer were 

Table IV. Multinomial logistic regression analysis of predictors of dyspepsia subtypes(n=80)

Variable PDS vs EPS p-value Mixed vs EPS p-value

 OR (95% CI)  OR (95% CI) 

Age ≥34 years vs <34 years 1.07 (0.20–5.64) 0.941 0.45 (0.10–1.96) 0.289

Male sex vs female 0.33 (0.05–2.05) 0.234 0.73 (0.15–3.53) 0.694

Smoking (yes vs no) 0.87 (0.13–5.79) 0.882 1.58 (0.29–8.68) 0.598

BMI ≥25 kg/m² vs <25 kg/m² 0.71 (0.14–3.74) 0.690 1.10 (0.28–4.43) 0.889

Duration ≥12 months vs <12 months 3.18 (0.61–16.61) 0.170 9.04 (1.93–42.32) 0.005*

Normal endoscopy vs abnormal findings 2.12 (0.35–12.97) 0.414 17.00 (3.59–80.54) <0.001* 

Reference category: Epigastric Pain Syndrome (EPS), *statistical significance (p < 0.05). 

BMI= Body Mass Index, CI= Confidence Interval, EPS=Epigastric Pain Syndrome, OR=Odd ratio, PDS=Postprandial Distress Syndrome

Table IV displays the multinomial logistic regression analysis, which was performed using EPS as the reference category. 

'ere were no statistically significant associations between age, sex, smoking status, or BMI and either PDS or mixed 

dyspepsia (all p > 0.05). Symptom duration ≥12 months was significantly associated with mixed dyspepsia (OR 9.04; p = 

0.005), but not with PDS (p = 0.170). Normal endoscopy was also significantly associated with mixed dyspepsia (OR 

17.00; p < 0.001), while no significant association was observed for PDS (p = 0.414).
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identified in smaller proportions. Similar endoscopic 
profiles have been reported in studies from Cambodia and 
other Asian populations, where gastritis and peptic ulcer 
disease represented the most frequent abnormalities among 
chronic dyspepsia patients.¹⁵ Chronic H. pylori infection 
induces mucosal inflammation and epithelial injury, which 
may contribute to these findings.¹¹˒¹⁷

'e present study also demonstrated significant differences 
in symptom distribution between functional and organic 
dyspepsia. Epigastric pain, epigastric burning, postprandial 
fullness, and early satiety were all significantly more 
frequent in FD compared with OD. 'ese findings 
indicate that symptom severity and overlap may be more 
pronounced in functional disorders, potentially reflecting 
heightened visceral sensitivity and altered central pain 
processing.18,20 In contrast, bloating, belching, and nausea 
did not differ significantly between FD and OD, 
suggesting lower discriminatory value for these symptoms.

Another important observation was the significant 
association between age ≥34 years and organic dyspepsia. 
Older age has consistently been associated with increased 
prevalence of structural gastrointestinal pathology because 
of cumulative mucosal injury, prolonged H. pylori

exposure, and higher likelihood of chronic gastritis or ulcer 
disease. Smoking history was also significantly associated 
with organic dyspepsia. Smoking may impair gastric 
mucosal defense and potentiate inflammation, thereby 
increasing susceptibility to peptic ulceration.2¹

Multinomial logistic regression analysis demonstrated that 
symptom duration ≥12 months independently predicted 
mixed dyspepsia. Chronicity of symptoms may reflect 
persistent functional disturbances, prolonged inflammatory 
exposure, or recurrent symptom overlap. In addition, 
normal endoscopy/functional dyspepsia was strongly 
associated with mixed dyspepsia (OR 17.00; p<0.001), 
supporting the hypothesis that overlapping symptom 
phenotypes are predominantly functional in origin.

'e findings of this study have important clinical 
implications. In resource-limited settings such as 
Bangladesh, symptom-based assessment alone may not 
reliably predict endoscopic pathology among H. 

pylori–positive patients. Although mixed dyspepsia was 
commonly associated with functional disease, EPS and 
PDS subtypes demonstrated higher frequencies of organic 
lesions. 'erefore, integration of symptom profile with 
endoscopic evaluation may improve patient stratification 
and optimize use of diagnostic resources.

LIMITATION OF THE STUDY

'e study was conducted in a single tertiary care center 
with a relatively small sample size, which may limit 
generalizability. Histopathological correlation and 
longterm followup were not performed.

CONCLUSION

Mixed dyspepsia was the predominant symptom 
phenotype among H. pylori–positive adults without alarm 
features. Functional dyspepsia was slightly more common 
than organic dyspepsia and was strongly associated with 
overlapping symptom patterns and normal endoscopy. In 
contrast, EPS and PDS demonstrated a greater association 
with abnormal endoscopic findings. Age and smoking were 
significantly associated with organic dyspepsia, while 
prolonged symptom duration and normal endoscopy 
independently predicted mixed dyspepsia. 'ese findings 
support the importance of an integrated clinicoendoscopic 
approach for evaluation and stratification of dyspeptic 
patients in clinical practice.
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