
Helicobacter pylori, the aetiological agent for some non-ulcer dyspepsia, peptic ulcer disease, gastric MALT lymphoma 
and gastric cancer has attained superbug status. 

In February 2017, it was listed as a high priority organism by the World 
Health Organisation along with other notable pathogens including 
Neisseria gonorrhoeae, methicillin resistant Staphylococcus aureus 
(MRSA) and Vancomycin resistant Enterococci (VRE), as posing the 
greatest threat to human health. There was a call for urgent attention to 
the development of new antibiotics and treatments because of significant 
emerging antibiotic resistance.1  

At least three new international guidelines2,3,4,5 have called for a paradigm 
shift in therapy and raise concerns about the first-line use of empiric triple 
therapy, namely a proton pump inhibitor + amoxicillin + clarithromycin 
(PAC ) no  longer being able to achieve reliable cure rates. Indeed, the 
current Therapeutic Guidelines: Gastrointestinal version 66 still advocates 
this as first line therapy for seven days with the replacement of amoxicillin 
by metronidazole (PMC) if penicillin allergic. 

How has this situation arisen?  

Firstly, there is a ‘bystander effect’ where widespread antibiotic 
usage in the community with even brief exposures to nitroimidazoles 
(metronidazole), quinolones or macrolides (including clarithromycin) 
might result in resistance developing in a silent H.pylori infection. 

Australia has one of the highest rates of antibiotic prescribing in the world. 
In the AURA 2017 report, community prescriptions had risen to 25.4 DDDs 
per 1,000 inhabitants per day. This was a 6.7% increase in DDDs per 1,000 
inhabitants per day compared with 2014.7

Unlike many other infections, empiric treatment has been the norm and 
regional or national antibiograms for H.pylori are not routinely available. 
Indeed, laboratories can culture the organism from gastric biopsies and 
perform susceptibility testing, but this usually only ccurs after multiple 
treatment failures so the results are biased towards resistance. 

Nonetheless, data from Sullivan Nicolaides Pathology confirms that 
resistance is a major issue in treatment failures (Figure 1). Clarithromycin 
resistance rates for 169 culture isolates over the past six years, approach 
81% and 69% for metronidazole!  While not advocating that cultures 
and susceptibility testing are performed prior to treatment of all H.pylori 
infections, this lack of information can be a major barrier to effective and 
reliable therapy. Similarly, the literature is replete with superiority studies 
and meta-analyses when one or another of various regimens produced 
variable results but the susceptibility data has not been considered or 
accounted for. 

Some of the key points that have arisen from a re-examination of the 
guidelines include:

1. Who to test: uninvestigated dyspepsia, peptic ulcer disease past 
and present, gastric MALT lymphoma, gastric cancer; long term 
aspirin and NSAID use; iron deficiency anaemia and idiopathic 
thrombocytopenia (ITP). The Maastricht guidelines advocate broader 
population screening and treatment for areas and individuals at high 
risk for gastric cancer and even suggests the general screening and 
treatment may be cost effective.

2. Treat all confirmed infections. Previously, there was a 
recommendation that asymptomatic individuals may not require 
treatment. 

3. Therapy should be based on local Antimicrobial Resistance (AMR) 
patterns if available (Figure 2). 

4. PAC and PMC (clarithromycin based therapy) should be avoided 
unless H.pylori clarithromycin resistance is known to be < 15%. 
Where this is not known, consider prior individual antibiotic exposure 
and individual patient allergies and interactions. If used it should be 
continued for 14 days.

5. There is a general consensus from the guidelines that first line 
therapy should otherwise include bismuth or concomitant quadruple 
therapy. The duration of therapy recommended is 14 days and not 
seven days. 

6. It is important to confirm eradication with stool antigen tests or urea 
breath tests (UBT) at least four to six weeks after therapy and off 

 PPI s and antibiotics. This latter prerequisite is important if false  
 negative test results are to be avoided. 

7. If a treatment failure occurs do not treat with the same regimen and 
ensure that the major components of failed first line therapy are not 
included in a retreatment regimen. 

8. Second line options include PBMT, with possible consideration of 
other therapies if supported by antibiotic susceptibility testing.

9. Failure of second line therapy should prompt gastric/duodenal 
biopsies, culture and sensitivity testing. 

10. The evidence for concomitant probiotic therapy for the purpose 
of reducing adverse side effects from antibiotics or improving 
eradication rates is not supported at this point in time. 

11. There may be a future role of non-culture based methods – e.g. both 
detection of the organism and antibiotic resistance markers using 
PCR directly from a faecal sample prior to initial therapy. 

For more information around laboratory testing refer to Gastrointestinal 
Pathology New insights and advances. To obtain a copy of this 
publication please contact your Medical Liaison Manager  
T 1300 767 284   E education@snp.com.au
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Figure 1: Antibiotic susceptibility testing H.pylori SNP 2012-2018 (n=177)

Figure 2: Treatment algorithm for H.pylori
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 Sensitive 33 54 154 176 73 83

 Intermediate 4

 Resistant 136 122 23 1 25 13

% (I + R)* 80.9% 69.3% 13.0% 0.6% 25.5% 13.5%
* % (Intermediate + Resistant)


