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IR ERELRA THEZIMY  BLAFSHORAREMERER - AXHHRS &M
WERAF AR A0 #T R - A — %32 o f clarithromycindit 2 £ S ag 3 E (&) P TR
R4 RZARHE Z b — ik S RFEFARBBI0% IR E F - AREM 10-14 RSB X 4R
e ik 14 RREXRSHE 14 R R PR E R 10-14 RS ELH] w3 & — iz ik 06 7 da FTIR
RAFHAR S » BB E — B R AR TR A% ° H4h » 4 vonoprazan Z B — %
%4 % J& % (vonoprazan-tetracycline = & /% 7% * vonoprazan-amoxicillin = & /& 7% * vonoprazan-
amoxicillin-bismuth = &~#% 7% ) & vonoprazan-amoxicillin-clarithromycin = & % 78 H & % 2 ik
HAR - EFRZIAE KRG ER > A T ARG IR A PTIRARAT 2860 & s
PIIRARAT B 3 — 8RB R IR » T A 3 — 4 ik 0 &8 W & — ik ~ /A levofloxacin
& A8y B Uk 0 8, # levofloxacin-amoxicillin = 4% 7%  levofloxacin-amoxicillin @ 4 & 7% »
tetracycline-levofloxacin 9 & ik ~ & & — &k AL EM T Ei6Hk - §F 8 EHBREA
BORF o ERRIEAT A TR AT A 2 B SRR KRBT EM AR A o FRZ - miA R m
BN - BATIRH B ©

RRsEEE | WPIMRHEAEE (Helicobacter pylori, H. pylori)
clarithromycin #1221 (clarithromycin resistance)
=&—&JE (triple therapy)

PO&—%& (quadruple therapy)
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» BRI TES B
o — (S B PUB AR RS A

Bl 058 A7 ERT R B T sl A TR I Rk
% (The Kyoto Global Consensus Report) 7 £ 3%
PR AT R PR R D 7 RE R R 90% BRETRA HE
HEFR A BRI © - (RIB T M G BT 2
{EEL BT B b P R IR A O (The

Real-world Practice & Expectation of Asia-Pacific

BB

Physicians and Patients in Helicobacter Pylori
Eradication, REAP-HP) Z [ iAE M FCHURES
8 X RAT R Y PR B AR BTG R Y IR AR 2 PR T
Hhy 92%* -

AR - BEE S BRTTSE R PRI - BEH
W28 7B I (proton pump inhibitor,
PPI)-clarithromycin-amoxicillin £ #& = & — &

BT PR AT R PR ERAE S A TREZ

B o MM =G —FRBRE A My IR
BAEPUE R DI ~ SEYRIE T sl &
TN A TR A ° - A e PR AR
¥ clarithromycin T 2 14 #J F 15-20% ° &
clarithromycin $/7 28 4 38 5% K7 » 7 & 14 KRR
#e = SR E R B R R 90%° o HRFEK
% B8 %% clarithromycin §7T 28 M £ i 10% -

KIL AR HE = & — BEARR R R R ERT RN
90% ° Ry T HEmBAF IR et EIGRAIPRER » $2
H T SRR 7RG A & 8 (bismuth)
P& —#E ~ FEBRRINY & —REE P R Ry IE
% (sequential therapy) ~ £ (concomitant
therapy) * IR & 1% (hybrid therapy) 5 RS
JR 1k (reverse hybrid therapy) ~ /= Bl & — &1k
(high-dose dual therapy) 5 DL vonoprazan J £ i
M AR R =k 10 o B —RUR IR
BT VY 5 9 1 S LA B 5 — R P R AR B

1E# = 5 —F&% (Standard triple therapy)

Proton pump inhibitor (PPI) 1 44 HREX 14 K
Amoxicillin 154 HFX 14 K
Clarithromycin 500 Z HR/EX 14 K

BN &—&% (Bismuth quadruple therapy)

Proton pump inhibitor (PPI) 144 HREIR 10-14 X
Tripotassium dicitrato bismuthate 300 5w HPY9ZR 10-14 K
Metronidazole 250 2358 Elute/e 10-14 K
Tetracycline 500 =5 HPY9X 10-14 K
RIIEREE (Sequential therapy)
Proton pump inhibitor (PPI) 1 ¥ HR§R 14 K
Amoxicillin 15 H/X GRS
Clarithromycin 500 Z 5L HRX ® 7R
Metronidazole 500 250 HRmK EWIPN

B— : RSEEWPIRRREREERE
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HAEHEE (Concomitant therapy)
Proton pump inhibitor (PPI) 144 HR/EX 10-14 K
Amoxicillin 15 HFdX 10-14 K
Clarithromycin 500 25 HRX 10-14 K
Metronidazole 500 Z 3., H R 10-14 K
REE (Hybrid therapy)
Proton pump inhibitor (PPI) 144 H/X 14 K
Amoxicillin 154 H K 14 K
Clarithromycin 500 Z 5% HR/ER EWIPN
Metronidazole 500 Ze HREX WIS
REEREEEL (Reverse hybrid therapy)
Proton pump inhibitor (PPI) 154 HR/EX 14 K
Amoxicillin 15 HREIZ 14 K
Clarithromycin 500 Z 5L HRX R 7K
Metronidazole 500 Z HR/IR B 7 R
SE8 A% (High-dose dual therapy)
Proton pump inhibitor (PPI) 144 HPYX 14 K
Amoxicillin 750 B, HPgx 14 K

B— : RSEBUMPIRIITEIFERE (/&)

BREFRERE 7 12 - B ERFTE clarithromycin
PUEEREIIMIE - AR 10-14 RILAEFE -
14 RIBGHEE » 14 RIKERE G ~ 14 KRS
FEE 10-14 R EBRHIY & —FE AR A IR
TERF R R » 38 2o 58 — R FE R BR R =R ] 5
FEGHEE 9095515 o

AR - B FCRER o S B s T
P2 #1115l 7] (potassium-competitive acid blocker) &
B — i 4= 9 1% (A vonoprazan-tetracycline —.
& J& 1% ~ vonoprazan-amoxicillin —. & # 1% >
vonoprazan-amoxicillin-bismuth = &% 3 2 H

#% —) Mvonoprazan-amoxicillin-clarithromycin

=ABRENEEBRZIBRERR - A—MHEHEKH
F B K [ Y I SR R ¢ AE penicillin i@ B B
# > {# F§ vonoprazan-tetracycline 75 #53% » 4k
= FEIB M (intention-to-treat) 43 AT R B8 =8 1] LA
32§J 92% » RITEHI A RIE 14%'° 5 HI—KH

& H I 9C #EH R ¢ = P & amoxicllin-bismuth-
vonoprazan = £ 15 16 5 WA T IR e AR B KGRy
MR RGN 3 BT BB 8 20 BT o2 BR B =R 431
Fs 96% K2 100%'7 » mﬂﬁﬂ%%ﬁi%@ 7% ° [AIRF -
& 2 il W& 1 B A% 5 B BHOR ¢ 7 K vonoprazan-
amoxicillin—clarithromycin = 7% B BRERE

FAREHE = 5975 18 o« K2k » & vonoprazan 2 B
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x— SIS EBHRIUREIIFIE ( potassium-competitive acid blocker ) ZEB—in4REE ( vonoprazan-tetracycline
&L ~ vonoprazan-amoxicillin Z &% ~ vonoprazan-amoxicillin-bismuth = &% ) & vonoprazan-amoxicillin-

clarithromycin = &E%

L B2 el PN
Vonoprazan-tetracycline vonoprazan (20 25 > FEHWX) 14 K

CHERE

Vonoprazan-amoxicillin

CHERE

Vonoprazan-amoxicillin-bismuth

tetracycline (HSEE <70 AT : 500 5w » BHFH =K ; #8E>70 )T ©
500 Z3e - FEHPIX

vonoprazan (20 Z 3 » FEHMX) 14 K
amoxicillin (750 Z5% » FHPYR)

vonoprazan ( 20 Z 5% » 5 HFEXK ) amoxicillin ( 750 25 » & HPYX ) 14 K

=59 tripotassium dicitrato bismuthate (300 Z 5% » & HIYX
Vonoprazan-amoxicillin-clarithromycin ~ vonoprazan (20 Z 5z * & HRHXR ) 14 K
—HRE amoxicillin (1000 25 » 4 HFRZK)

clarithromycin (500 253 » FFHRFAX)

—PUAERERBEF LA ] RE R 2K o T Y
MR B Z G o

£ iR PIETEAR R BR R RA

— LR P BUR ¢ 7E 2019 4 - 1Y
F 1% g 17 B ¥ clarithromycin » metronidazole
levofloxacin ~ amoxicillin FI tetracycline Y #i £&
KRB Ry 81% ~ 77% ~ 51% ~ 0% K1 0% o H Al
BRIRRIR TR S [ A A o0 AR AR« BRIy
& — %  levofloxacin-amoxicillin = & 3%
levofloxacin-amoxicillin P4 & #& 1% ~ tetracycline-
levofloxacin Y& 83 fe s il | — A (2
% ) ° levofloxacin-amoxicillin = & ¥ 1% & i
] levofloxacin 500 Z 7o &5 H — X ~ amoxicillin
1 55 H A K e Sl - B T (AR &= )
HRRZR 20 o fx 30T i — JE b 5% S et sl B e e
78 * 10 K levofloxacin-amoxicillin = &5 & 1% 4F
T T B Y P R A TR R Y B8 RIG T8 » R
a5 FE M1 (per-protocol analysis) Y R B 3R
8 B 69%2! o 38 X levofloxacin-amoxicillin = &
FEIEBR B R B 221 £ Z R K Ry levofloxacin 7L
BERRPRAY RSN o $4] (bismuth salts) G2
T80 P BE A TR B R R R 22— TE A
AR RR © 7EI6I% levofloxacin HTBER PRI
14 X proton pump inhibitor-bismuth-levofloxacin-
amoxicillin P& BIE Y BRBE &R 14 X proton

pump inhibitor-levofloxacin-amoxicillin = 5 % 1%
(71% Lk 37%)% -

HFFRBRARERZZ LR ET
Tetracycline-levofloxacin P4 & % 1% (TL Y &
PR R BE AR My PR HE AR B R 2 3R
#E » $% ] esomeprazole 40 % ¢ H /i K
tripotassium dicitrato bismuthate 300 Z 3% °
H P9 2K » tetracycline 500 Z ¢ = L 7
A levofloxacin 500 % 3¢, » H—X 5K
[ Ry 10-14 K - — JE B #8352 >4 B -
FH A 104 P B8 f A T JRR G Y A B R TR Iy
10 K TL VY & #% 1 1Y BR B =R BE 2 = R 10 K
esomeprazole-amoxicillin-levofloxacin = &5 ¥ 1%
(98% Lt 68%)*' - 53— TEBEM S G ERER - 72
1= levofloxacin $T 8 38 (51%) KU # & » 10 K TL
VY & % 3£ kb 10 K amoxicillin-levofloxacin PY &
LR ABRE 2 o B Lol B R
TL VY& FEAEHE A P e AR e a5
HARREE -

TR B AR AR S T B A e PR e
PR R R 5 2 2 AR RN
BE7- B IR amoxicillin (> 3 54/ H) » ]
S W pH E R FFLE 6.5 DL I » fEwm CYP2C19
FERIFUANMA] - AT HELR amoxicillin Y ML AR IR FE 1S
SE AE [ 2 fi A T Y A A B A1 3R BE (MIIC) LA
B2 BN —TERE R E RGN - 14 K0S
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R FIRMPIRIRIFERERA

FRERHE 2EY) TERER B
Bismuth-containing quadruple therapy e R PPT (B H IR 14 K
SIS tripotassium dicitrato bismuthate (300 Z3¢ * £:HPYXK)

tetracycline (500 Z 5 @ FEHIYX

metronidazole (500 Z 3% » FEH=X)
Levofloxacin-amoxicillin HEHER & PPI (FEH R ) 14 X
= e levofloxacin (500 Z3g * FH—X)

amoxicillin (1 5% » FEHHX)
Levofloxacin-amoxicillin e & PPI (FHK 10-14 X
VA& tripotassium dicitrato bismuthate (300 257, * FFHPYR)

levofloxacin (500 2% » HFH—X)

amoxicillin (500 Z 3¢ » FHIYX
Levofloxacin-tetracycline e PPI (FFHR) 10-14 K
Vo9& tripotassium dicitrato bismuthate (300 Z 5% » & HPYX )

levofloxacin (500 %23z » fEH—X)

tetracycline (500 2% » FFHIYX
High-dose dual therapy HEM & PPI (EH YR 14 K

T O

amoxicillin (750 253 » FFHPYR)

P R A Y TR e AT B Ry BRI IRI
B B 3R = A 10 KR 51 5 7 (89% L 52%) -

H Ed 7 K levofloxacin-amoxicillin = 75 ¥ £ Y &
B R E (79%)% o 16 135 B 1 53 — T FE 1% 5 i
ABEUR 0 14 REH & S RIER 14 KR
VU 55 95 15 A I T e A I SRR SRR TR (rescue
treatment) RFAYSSCRAEE, (76% LE 81%)% -

55 = AR PTRRIE IR B R R A
—IEHGE S RIS R B
e TR e A R R A TG PRI - W PR AR B
clarithromycin » metronidazole * levofloxacin »
amoxicillin 1 tetracycline FYHTEEZ 53 By 83% »
83% ~ 83% ~ 6% H10%" - R F§ 7 T vy 3t 35
(Maastricht V/Florence Consensus report) * 1E&5 —
WREAFTIR FEAR R IR Y - B TR FTIE AR
A BT 5 R EURK M I3 (susceptibility testing)
B TT A B A i S 1 B IR 43 #@ I (molecular
determination of genotype resistance)’® © FTH —
T R s B IR SR I 8% T 205 7 4 IR A 1 K
Qe - HrPg 160 A7 38521 S 1 B IR 5 [ %

(genotype resistance-guided therapy) @ H 5K &
4] 43 M7 (intent-to-treat analysis) [ B 3% Ky 78% °
SN 148 (L E 2 R B RE - HIGFEEN
IINTIEBRE R Ry 72.2%! © Vonoprazan i —FEH
73t T R B (potassium competitive acid
blocker * P-CAB) » H I H B /- AR E R S
BB HEE] o R —ERE RS AR R
1058 — 4R B PR e A2 B 16 IRF > LA vonoprazan
R Bt 2 sitafloxacin = EFRIAREREBR LIS
e 1 e 3 O ) Ry B i W sitafloxacin = 5
32,

#E G
1 clarithromycin JTEER G - A2HE =
E— L E A E R 90% HIBRE R - Rk

BEF 10-14 REPERE L ~ 14 RIBE WL - 14 R
SRR EHEE I 10-14 RESFINUE —FERIG
PR PR AT B JRR A » H AT SR 5 AR
FIERIET B PR RS 5 BEAIPY &% ~ TL
VO R e i P B RS - RS = R TR
R w iGN - R IR ML PR e AR R I P
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Helicobacter pylori (H. pylori) infection is the main cause of gastric cancer. Many studies have shown that
eradicating H. pylori can significantly reduce the occurrence of gastric cancer. If eradication treatment can be
performed before the occurrence of H. pylori-related precancerous lesions, it will be more effective in preventing
gastric cancer. In recent years, with the increase in drug-resistant strains around the world, the eradication rate of
H. pylori, which is the standard triple therapy commonly used by doctors, has been declining in various countries.
Therefore, many new anti-H. pylori regimens have been developed. This article summarizes the current new
developments in the eradication treatment of H. pylori. In areas with high clarithromycin resistance rates (such as
Taiwan), the standard triple therapy of 7 days or 14 days can no longer achieve a bactericidal rate of more than
90%. It is recommended to use 10~14-day concomitant therapy, 14-day hybrid therapy, 14-day reverse hybrid
therapy, 14-day sequential therapy, or 10~14-day bismuth-containing quadruple therapy to treat H. pyloriinfection.
The bactericidal rate of these first-line therapies can reach or exceed 90%. In addition, single antibiotic therapy
containing vonoprazan (vonoprazan-tetracycline dual therapy, vonoprazan-amoxicillin dual therapy, vonoprazan-
amoxicillin-bismuth triple therapy) and vonoprazan-amoxicillin-clarithromycin triple therapy also have excellent
bactericidal effects. In recent years, it has received considerable attention and is very likely to revolutionize the
entire treatment of H. pyloriin the future. When the first-line treatment for H. pylorifails, second-line therapy can be
used, including bismuth quadruple therapy, levofloxacin-based therapy, including levofloxacin-amoxicillin triple
therapy, levofloxacin-amoxicillin quadruple therapy, tetracycline-levofloxacin quadruple therapy, high-dose dual
therapy, or resistance-guided therapy. When the second-line treatment fails again, it is recommended to perform
H. pylori culture and sensitivity testing or molecular determination of drug resistance genotypes, and then perform
antibacterial treatment according to bacterial drug resistance.
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