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Background: Helicobacter pylori infection is the main cause of gastritis, gastroduodenal ulcer disease, MALT

lymphoma, and adenocarcinoma of the stomach. The reported prevalence of H. pylori in the adult population

in Turkey is 67.6%�81.3%. A national meta-analysis showed that the average H. pylori eradication rate with

proton pump inhibitor-based triple regimens in Turkey had decreased from 84% in 1997 to 55.3% in 2004,

suggesting a need to evaluate alternative regimens.

Materials and methods: The study was a prospective, single-center trial with a parallel group design. After the

selection procedure, consecutive out-patients were assigned to one of six study groups using random sampling

numbers. All patients received amoxicillin 1,000 mg b.i.d. and clarithromycin 500 mg b.i.d. along with

ranitidine bismuth citrate 400 mg b.i.d., or omeprazole 20 mg b.i.d., or lansoprazole 30 mg b.i.d., or

rabeprazole 20 mg b.i.d., or pantoprazole 40 mg b.i.d., or esomeprazole 40 mg b.i.d. for 14 days.

Results: When we look at the eradication rates of the treatment groups, only two groups (ranitidine bismuth

citrate and rabeprazole groups) had eradication rates greater than 80%, both at intention to treat and per

protocol analyses. The other four groups (omeprazole, lansoprazole, pantoprazole, and esomeprazole groups)

showed statistically significant lower eradication rates both at intention to treat (between 57.6 and 66.7%) and

per protocol (between 60.3 and 72.1%) analyses when compared with ranitidine bismuth citrate and

rabeprazole groups (pB.05).

Conclusion: Ranitidine bismuth citrate and/or rabeprazole based triple therapies must be preferred for the

first-line treatment of H. pylori infection.
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H
elicobacter pylori (H. pylori) infection is the

main cause of gastritis, gastroduodenal ulcer

disease, and mucosa associated lymphoid tissue

lymphoma and adenocarcinoma of the stomach. Pre-

valence of H. pylori infection in adults varies in different

parts of the world depending on the social and economic

standards of the population. While the prevalence among

the middle-aged population in developing countries is

about 80%, it is only 20%�50% in developed countries (1,

2). The reported prevalence of H. pylori in the adult

population in Turkey is 67.6%�81.3% (3�5). The treat-

ment of H. pylori is still a big challenge in the era of rising

antibiotic resistance. The Maastricht III consensus report

recommended proton pump inhibitor (PPI) or ranitidine

bismuth citrate (RBC) based triple regimen with clari-

thromycin and amoxicillin or metronidazole as first-line

therapy (6). The strong inhibition of gastric acid secretion

with PPIs made it the treatment of choice for many

clinicians. Therefore, standard triple therapies containing

a proton pump inhibitor and two antibiotics are the most

commonly used treatments for H. pylori eradication in

clinical practice. Consensus conferences have recom-

mended therapeutic regimens that achieve H. pylori

cure rates higher than 80% on an ‘intention-to-treat’

(ITT) basis (6, 7). However, during the last few years,

several studies have reported ITT eradication rates lower

than 75% (8�11) and even lower than 50% (12, 13) with

PPI-based regimens. A national meta-analysis showed
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that the average H. pylori eradication rate with PPI-based

triple regimens in Turkey had decreased from 84% in

1997 to 55.3% in 2004 (14), suggesting a need to evaluate

alternative regimens.

In this study, we aimed to investigate the current

success rate with 2 weeks of RBC-based and PPI-based

triple therapy regimens for eradication of H. pylori.

Patients and methods
The study was a prospective study including consecutive

H. pylori positive dyspeptic and peptic ulcer patients

referred to our gastroenterology clinic. During endo-

scopy, two antrum and two corpus biopsies were taken

for histological examination and, in addition, two antrum

biopsies were taken for rapid urease test. A patient was

considered to be infected when both tests (histology and

rapid urease test) were found positive. The exclusion

criteria were under 18 years of age, pregnancy, presence

of clinically significant comorbidities (insulin dependent

diabetes mellitus, neoplastic diseases, coagulopathies and

severe hepatic, renal or cardiorespiratory diseases), pre-

vious gastric surgery, known allergies to any of the drugs

used in the study, and previous H. pylori eradication

therapy. The protocol was approved by the local ethical

committee and informed consent was obtained from all

of the patients.

The study was a single-center trial with a parallel group

design. After the selection procedure, consecutive out-

patients were assigned to one of six study groups using

random sampling numbers. We put six cards with

numbers between one and six on them in a pocket, then

the patient picked one of them. When all of the cards

were picked, we put them back into the pocket and

started the picking again. All patients received amox-

icillin 1,000 mg b.i.d. and clarithromycin 500 mg b.i.d.

along with RBC 400 mg b.i.d. (RBC-AC group), or

omeprazole 20 mg b.i.d. (OAC group), or lansoprazole 30

mg b.i.d. (LAC group), or rabeprazole 20 mg b.i.d. (RAC

group), or pantoprazole 40 mg b.i.d. (PAC group), or

esomeprazole 40 mg b.i.d. (EsAC group) for 14 days.

Patients were advised of the possibility of having a

metallic taste, nausea, and diarrhea during the treatment

period. Compliance was evaluated at the end of the

treatment by pill count and was considered good if more

than 90% of medication had been taken. H. pylori

eradication was defined as a negative 13C-urea breath

test (UBT) performed 6�8 weeks after completion of the

eradication therapy. The UBT was carried out by

operators unaware of therapy and patients’ past H. pylori

status.

Statistical analysis
The Chi-square test was used to determine the difference

in eradication between the groups. Both ITT and per

protocol (PP) analyses were performed. Independent t-

test was used for determination of difference in age and

two proportions test for the difference in gender, smok-

ing, and the use of aspirin and NSAIDs. A p-value less

than 0.05 was considered significant. All statistical

analyses were performed using the SPSS 13 software.

Results
There were 396 patients randomized for the study (66

patients for each of the six study groups). Seventeen

patients were dropped from the study (Table 1). Five

patients were stopped taking drugs because of side effects

(two allergies, two diarrhea, and one numbness). Five

patients were excluded from the study because of poor

compliance and seven patients lost to follow-up. When we

look at the characteristics (sex, age, smoking status, and

aspirin or NSAID usage) of the groups, we cannot detect

any statistical difference between the groups. Also, there

is no difference between the groups according to the

etiology, nearly one-fourth of the patients of all of the

groups had peptic ulcer disease and the rest had H. pylori

gastritis.

When we look at the eradication rates of the treatment

groups (Table 1), only two groups had eradication rates

greater than 80%, both at ITT and PP analyses. These are

the RBC-AC and RAC groups. The other four groups

(OAC, LAC, PAC, and EsAC groups) showed statistically

significant lower eradication rates both at ITT (between

57.6 and 66.7%) and PP (between 60.3 and 72.1%)

analyses when compared with the RBC-AC and RAC

group (pB0.05).

Table 2 shows eradication rates of the different

subgroups. We cannot detect any difference between

males and females, smokers or non-smokers, aspirin

users or non-users, NSAID users and non-users, and

lastly the peptic ulcer group and H. pylori gastritis group.

Discussion
The Maastricht III consensus report recommended PPI-

or RBC-based triple regimen with clarithromycin and

amoxicillin or metronidazole as first-line therapy (6).

Consensus conferences have recommended therapeutic

regimens that achieve H. pylori cure rates higher than

80% on an ITT basis (6, 7). However, recent studies from

many countries have reported the failure of these regi-

mens (8�13). A national meta-analysis showed that the

average H. pylori eradication rate with PPI-based triple

regimens in Turkey had decreased from 84% in 1997 to

55.3% in 2004 (14).

Bismuth exerts a direct bactericidal effect on H. pylori.

To date, no resistance to bismuth has been reported. The

RBC has been developed as a unique novel compound

that presents, on one hand, the antisecretory activity of

ranitidine and, on the other, the mucosal protective and

anti-H. pylori effects of certain other bismuth salts (15,

16). Furthermore, the frequency or the severity of adverse
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effects reported with PPI- and RBC-based regimens has

been similar. A meta-analysis showed that the efficacy of

RBC-based triple regimens was similar or even higher

than that based on PPIs, perhaps due to a synergistic

interaction of RBC with some antibiotics (17).

One recently published trial compared a 10-day

bismuth-based regime containing metronidazole, tetracy-

cline, and omeprazole (OBMT) against a 7-day course of

triple therapy with OAC. Eradication rates were 93.3%

with OBMT and 69.6% with OAC in the PP population

(pB0.001) and 79.8 and 55.4%, respectively, in the ITT

population (18). An older study that looked at a 14-day

OBMT regime had showed an eradication rate of 95% by

ITT analysis (19). An in vitro synergy between RBC and

clarithromycin or tetracycline against resistant H. pylori

strains makes the combination of these drugs more

logical than PPI-based H. pylori eradication therapies

as first-line treatment (20). Also, bismuth-based therapies

have an efficacy of 76% in second-line therapy on the

basis of pooled analysis (21). In Turkey, clarithromycin

resistance has reached to 50% (22). The eradication rate

of RBC-based triple regimens reported from Turkey

varies between 74.6 and 95.9%. In one of these studies,

an 80% eradication rate was reported in clarithromycin-

resistant cases with RBC, amoxicillin, and clarithromycin

(22). So our RBC-based triple therapy success rate was

consistent with the international and national results.

Our PPI-based triple therapy results were as expected

with the exception of rabeprazole-based triple therapy.

Rabeprazole can achieve optimal acid suppression since

the first administration and can maintain this advantage

in the following days of therapy. Moreover, rabeprazole

has the highest pKa (�5.0, the pH at which a drug

becomes 50% protonated); hence, the molecule can be

activated at higher pH levels much faster than other PPIs.

Due to its peculiar catabolic pathway, i.e. a prevalent

metabolism through a non-enzymatic pathway, rabepra-

zole is less susceptible to the influence of genetic

polymorphisms for CYP2C19 (which encodes a member

of the cytochrome P450 superfamily), resulting in minor

influences on its pharmacokinetics and pharmacody-

namics (23). A recently done meta-analysis concluded

that the efficacy of first-line triple therapies based on

omeprazole and lansoprazole at the standard doses is

dependent on CYP2C19 genotype status, which appears

not to affect the efficacy of the regimens including

rabeprazole (24).

Antibiotics have varying stability at acid pH. Amox-

icillin is unstable at low pH, but its half-life is still 15

hours at a pH of 2. In contrast, clarithromycin is

particularly sensitive to degradation with acid and has

a half-life of less than 1 hour at pH 2 (25). Rabeprazole,

as we mentioned, provides reliable control of gastric acid

secretion, with more potent antisecretory activity than

that in other PPIs such as omeprazole and lansoprazole,

a more rapid rise in intragastric pH, and less effect of

CYP2C19 on its metabolism (23�26). So, the use of PPIs,

especially rabeprazole, in antimicrobial regimens that

contain clarithromycin is particularly important in pre-

venting degradation of clarithromycin by acid.

The H. pylori eradication rate by triple therapy based

on a PPI, amoxicillin, and clarithromycin is thought to be

affected by age, smoking habits, drug compliance, poly-

morphisms of the CYP2C19 gene, drug susceptibility,

and clarithromycin resistance (27). In particular, clari-

thromycin resistance is viewed to have a large effect on

Table 2. Eradication rates in different subgroups

Characteristic Group Total number Eradicated number (%)

Completion of study All patients

Completed study

396

379

272 (68.7%)

272 (71.8%)

Gender Male

Female

214

165

147 (68.7%)

125 (75.8%)

Smoking Yes

No

147

232

103 (70.1%)

169 (72.8%)

Aspirin use Yes

No

53

326

40 (75.5%)

232 (71%)

NSAID use Yes

No

75

304

50 (73.3%)

217 (71.4%)

Peptic ulcer H. pylori gastritis *

*

94

285

68 (72.3%)

204 (71.6%)

Note: Statistically significant difference was not present between the groups.
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the eradication rate. That arises from the big deteriora-

tion in eradication rate from about 80.6 to 98.3% for

clarithromycin susceptible bacteria to 0%�33.3% for

clarithromycin resistant bacteria (28). On the other

hand, the eradication rate for triple therapies is reported

to depend on the degree of acid secretion suppression, in

addition to clarithromycin resistance, and the importance

of acid secretion suppression has also drawn attention

(29). It is thought that the PPIs ability to suppress acid

secretion affects the eradication more for clarithromycin-

resistant H. pylori. While the eradication rates in

omeprazole and lansoprazole groups decreased signifi-

cantly over time, no apparent decline in eradication rate

was seen for the rabeprazole group (27). Also, rabepra-

zole itself is indicated to possess antibiotic effects against

H. pylori and it might have helped as well.

In the current situation where prevalence of primary

resistance to clarithromycin increased, it was difficult to

ascertain the reasons why differences arose in the effec-

tiveness of H. pylori eradication by acid secretion-

suppressing agents and triple therapy based on a PPI.

However, the eradication rate for large-scale triple

therapy using rabeprazole is reported to be good and to

be ]90% in spite of an increase in the clarithromycin

resistance in recent years (30). But most of the studies

reported in the literature were from Japan and China.

There are two studies from Turkey reporting rabeprazole-

based treatment success. The first one was a national

report that detected 90% eradication rate with 14 days

rabeprazole, amoxicillin, and clarithromycin therapy in

10 patients (31). The second one was a modified

sequential therapy (rabeprazole and amoxicillin 7 days

followed by rabeprazole, metronidazole, and levofloxacin

for 7 days) that reported 82.5% ITT and 86.7% PP

eradication rates in the treatment of naive patients (32).

So together with these results we can suggest that when

using PPI-based triple therapy, it is more logical to prefer

rabeprazole. But before recommending routine use of

rabeprazole we have to test this on a larger scale, and also

in patients with documented clarithromycin resistant H.

pylori. The selection of a PPI should also be important in

first-line eradication today and we need to make it clearer

thereafter.

Ranitidine bismuth citrate emerged in 1991 as a highly

effective drug, but the lack of worldwide availability and a

fall in the product’s promotion have led to a limited use of

this valuable compound. Rabeprazole is the last devel-

oped and probably most potent PPI that have different

features (has the highest pKa between the PPIs, more

potent and rapid rise in intragastric pH, and less effect of

CYP2C19 polymorphism on its metabolism). In conclu-

sion, according to our results, RBC and/or rabeprazole-

based triple therapies must be preferred for the first-line

treatment of H. pylori infection.

Conflict of interest and funding
The authors have not received any funding or benefits

from industry or elsewhere to conduct this study.

References

1. Suerbaum S, Michetti P. Helicobacter pylori infection. N Engl J

Med. 2002; 347: 1175�86.

2. Malaty HM, Graham DY. Importance of childhood socio-

economic status on the current prevalence of Helicobacter pylori

infection. Gut. 1994; 35: 742�5.

3. Us D, Hascelik G. Seroprevalence of Helicobacter pylori

infection in an asymptomatic Turkish population. J Infect.

1998; 37: 148�50.

4. Akin L, Tezcan S, Hascelik G, Cakir B. Seroprevalence and

some correlates of Helicobacter pylori at adult ages in Gulveren

Health District, Ankara, Turkey. Epidemiol Infect. 2004; 132:

847�56.

5. Seyda T, Derya C, Fusun A, Meliha K. The relationship of

Helicobacter pylori positivity with age, sex and ABO/Rhesus

blood groups in patients with gastrointestinal complaints in

Turkey. Helicobacter. 2007; 12: 244�50.

6. Malfertheiner P, Megraud F, O’Morain C, Bazzoli F, El-Omar

E, Graham D, et al. Current concepts in the management of

Helicobacter pylori infection: the Maastricht III Consensus

Report. Gut. 2007; 56: 772�81.

7. Howden CW, Hunt RH. Guidelines for the management of

Helicobacter pylori infection. Ad Hoc Committee on Practice

Parameters of the American College of Gastroenterology. Am J

Gastroenterol. 1998; 93: 2330�8.

8. Paoluzi P, Iacopini F, Crispino P, Nardi F, Bella A, Rivera M, et

al. 2-week triple therapy for Helicobacter pylori infection is

better than 1-week in clinical practice: a large prospective single-

center randomized study. Helicobacter. 2006; 11: 562�8.

9. Vakil N, Lanza F, Schwartz H, Barth J. Seven-day therapy for

Helicobacter pylori in the United States. Aliment Pharmacol

Ther. 2004; 20: 99�107.

10. Calvet X, Ducons J, Bujanda L, Bory F, Montserrat A, Gisbert

JP. Seven versus ten days of rabeprazole triple therapy for

Helicobacter pylori eradication: a multicenter randomized trial.

Am J Gastroenterol. 2005; 100: 1696�701.

11. Della Monica P, Lavagna A, Masoero G, Lombardo L, Crocella

L, Pera A. Effectiveness of Helicobacter pylori eradication

treatments in a primary care setting in Italy. Aliment Pharmacol

Ther. 2002; 16: 1269�75.

12. Altintas E, Sezgin O, Ulu O, Aydin O, Camdeviren H.

Maastricht II treatment scheme and efficacy of different proton

pump inhibitors in eradicating Helicobacter pylori. World J

Gastroenterol. 2004; 10: 1656�8.

13. Gumurdulu Y, Serin E, Ozer B, Kayaselcuk F, Ozsahin K, Cosar

AM, et al. Low eradication rate of Helicobacter pylori with

triple 7�14 days and quadruple therapy in Turkey. World J

Gastroenterol. 2004; 10: 668�71.

14. Kadayifci A, Buyukhatipoglu H, Cemil Savas M, Simsek I.

Eradication of Helicobacter pylori with triple therapy: an

epidemiologic analysis of trends in Turkey over 10 years. Clin

Ther. 2006; 28: 1960�6.

15. Chiba N, Hunt RH, Thomson AB. Ranitidine bismuth citrate.

Can J Gastroenterol. 2001; 15: 389�98.

16. Vakil N, Cutler A. Ten-day triple therapy with ranitidine

bismuth citrate, amoxicillin, and clarithromycin in eradicating

Helicobacter pylori. Am J Gastroenterol. 1999; 94: 1197�9.

17. Gisbert JP, Gonzalez L, Calvet X. Systematic review and meta-

analysis: proton pump inhibitor vs. ranitidine bismuth citrate

rbc and ppi based triple therapies

Citation: Libyan J Med 2011, 6: 8412 - DOI: 10.3402/ljm.v6i0.8412 5
(page number not for citation purpose)



plus two antibiotics in Helicobacter pylori eradication. Helico-

bacter. 2005; 10: 157�71.

18. Malfertheiner P, Megraud F, Giguere M, Riviere M. Quadruple

therapy with bismuth subcitrate potassium, metronidazole,

tetracycline, and omeprazole is superior to triple therapy with

omeprazole, amoxicillin, and clarithromycin in the eradication

of Helicobacter pylori [abstract]. Gastroenterology. 2010;

138(Suppl 1): 33.

19. Dore MP, Graham DY, Mele R, Marras L, Nieddu S, Manca A,

et al. Colloidal bismuth subcitrate-based twice-a-day quadruple

therapy as primary or salvage therapy for Helicobacter pylori

infection. Am J Gastroenterol. 2002; 97: 857�60.

20. Midolo PD, Lambert JR, Kerr TG, Tee W. In vitro synergy

between ranitidine bismuth citrate and tetracycline or clarithro-

mycin against resistant strains of Helicobacter pylori. Eur J Clin

Microbiol Infect Dis. 1999; 18: 832�4.

21. O’Connor A, Gisbert JP, McNamara D, O’Morain C. Treat-

ment of Helicobacter pylori infection 2010. Helicobacter. 2010;

15(Suppl 1): 46�52.

22. Aydin A, Onder GF, Akarca US, Tekin F, Tuncyurek M,

Musoglu A. The efficacy of two-week therapy with ranitidine

bismuth citrate, amoxicillin and clarithromycin on Helicobacter

pylori eradication in clarithromycin-resistant and -sensitive

cases. Turk J Gastroenterol. 2005; 16: 203�6.

23. Pace F, Pallotta S, Casalini S, Porro GB. A review of

rabeprazole in the treatment of acid-related diseases. Ther Clin

Risk Manag. 2007; 3: 363�79.

24. Zhao F, Wang J, Yang Y, Wang X, Shi R, Xu Z, et al. Effect of

CYP2C19 genetic polymorphisms on the efficacy of proton

pump inhibitor-based triple therapy for Helicobacter pylori

eradication: a meta-analysis. Helicobacter. 2008; 13: 532�41.

25. Erah PO, Goddard AF, Barrett DA, Shaw PN, Spiller RC. The

stability of amoxicillin, clarithromycin and metronidazole in

gastric juice: relevance to the treatment of Helicobacter pylori

infection. J Antimicrob Chemother. 1997; 39: 5�12.

26. Vakil N, Megraud F. Eradication therapy for Helicobacter

pylori. Gastroenterology. 2007; 133: 985�1001.

27. Sasaki M, Ogasawara N, Utsumi K, Kawamura N, Kamiya T,

Kataoka H, et al. Changes in 12-year first-line eradication rate

of Helicobacter pylori based on triple therapy with proton pump

inhibitor, amoxicillin and clarithromycin. J Clin Biochem Nutr.

2010; 47: 53�8.

28. Murakami K, Sato R, Okimoto T, Nasu M, Fujioka T, Kodama

M, et al. Eradication rates of clarithromycin-resistant Helico-

bacter pylori using either rabeprazole or lansoprazole plus

amoxicillin and clarithromycin. Aliment Pharmacol Ther.

2002; 16: 1933�8.

29. Sugimoto M, Furuta T, Shirai N, Kodaira C, Nishino M, Ikuma

M, et al. Evidence that degree and duration of acid suppression

are related to Helicobacter pylori eradication by triple therapy.

Helicobacter. 2007; 12: 317�23.

30. Kuwayama H, Asaka M, Sugiyama T, Fukuda Y, Aoyama N,

Hirai Y, et al. Japan Rabeprazole Study Group. Rabeprazole-

based eradication therapy for Helicobacter pylori: a large-scale

study in Japan. Aliment Pharmacol Ther. 2007; 25: 1105�13.

31. Sokmen HM, Demirsoy H, Karaca C, Kesici B, Ozdil K,

Ersoy O, et al. Comparison of rabeprazole and ranitidine

bismuth citrate with triple combination of amoxicillin, clari-

thromycin and metronidazole in the eradication of Helicobacter

pylori. J Clin Sci Doctor. 2005; 11: 245�9.

32. Aydin A, Oruc N, Turan I, Ozutemiz O, Tuncyurek M,

Musoglu A. The modified sequential treatment regimen contain-

ing levofloxacin for Helicobacter pylori eradication in Turkey.

Helicobacter. 2009; 14: 520�4.

*Huseyin Alkim
Nisantasi Ihlamur Yolu No: 51-1
Unsal Karahan Sitesi, C Blok, D: 49
TR-34363 Tesvikiye, Sisli
Istanbul, Turkey
Tel: �90 (212) 2339446
Fax: �90 (212) 5710040
Email: alkim65@gmail.com

Huseyin Alkim et al.

6
(page number not for citation purpose)

Citation: Libyan J Med 2011, 6: 8412 - DOI: 10.3402/ljm.v6i0.8412


