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 This review is a comprehensive summary of different variants of anti-

Helicobacter pylori therapy from past strategies to the current state of the 

art. Nowadays we see a progressive decreasing of eradication rate in 

many countries in case of use standard triple therapy. It can be 

associated with high clarithromycin resistance of Helicobacter pylori. 

Gradual increase in number of the used antibiotics, the increase in 

duration of treatment, use of new antibacterial compounds and schemes 

of treatment do not lead to a long-term positive effect on eradication rate 

and on preservation of risk of development of side reactions. It is 

necessary to pay active attention to new approaches to treatment and 

alternative options of therapy of an Helicobacter pylori infection. One of 

the most perspective methods of improving the efficacy of eradication 

can be the usage of probiotics, especially in addition to standard therapy. 

Probiotics have some mechanisms to influence on Helicobacter pylori: 

lactic acid production, synthesis of bacteriocins and antimicrobial 

metabolites, concurrence for adhesion sites, the reparation of the barrier 

function of the stomach mucosa, a decrease of inflammation and 

increase of immunity of infected humans. Bismuth subcitrate is very 

effective in eradication, cytoprotection, and atrophic changes regression 

and can be recommended for eradication schemes as classic 

quadrotherapy also as a 4th additional component in classic triple 

therapy. 
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1. Introduction 

For last three decades, researchers consider Helicobacter pylori to be the hot topic and keep a strong focus 

on it. There are numerous lines of anti-H. pylori therapy. Since 80s up until now eradication therapy was 

constantly changing. It is being altered nowadays as well. Several lines of therapy didn’t establish 

appropriate efficacy when others remain to be highly effective up until now. Along with old methods, there 

are active discussions on implementing new compounds and alternative methods to impair on this infection. 

The stages of development of eradication therapy could be divided into two sub-periods: before Maastricht 

and after Maastricht, between which Fourth Maastricht Consensus era is a real state of the art. We see the 
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high probability for new methods of treatment to take a turn, many of which are under development 

nowadays. 

 

2. Past Treatment Strategies 

 

2.1 Before maastricht consensus period  

B.J. Marshall and J.R. Warren were the first who could isolate a microorganism in human stomach mucosa 

and the first who could cultivate it in 1982 [1]. After that, these scientists made several additional 

experiments confirm an important role of Helicobacter pylori (Campylobacter pyloridis) in the pathogenesis 

of chronic gastritis and ulcer disease. The main experiment was performed by B.J. Marshall who drank 

liquid with pure culture of this microorganism and after 10 days he have a symptoms, endoscopic and 

morphological evidence of acute gastritis and H. pylori (C. pyloridis) in stomach mucosa 

[http://www.ncbi.nlm.nih.gov/pubmed/25167944]. After that B.J. Marshall eradicated H. pylori (C. 

pyloridis)-associated gastritis using bismuth and metronidazole [3]. J.R. Warren и B.J. Marshall could show 

that antibiotics are effective in majority of cases of chronic gastritis and duodenal ulcer [3], [4]. 
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