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TTeesstt  aanndd  ttrreeaatt  ffoorr  HHeelliiccoobbaacctteerr  ppyylloorrii  ((HHPP))  iinn  DDyyssppeeppssiiaa  
          QQuuiicckk  RReeffeerreennccee  GGuuiiddee  ffoorr  PPrriimmaarryy  CCaarree  

                            FFoorr  ccoonnssuullttaattiioonn  aanndd  llooccaall  aaddaappttaattiioonn  

NICE cancer guidance advises that patients aged 55 years and older, with new unexplained & persistent 

(over 4-6 weeks) recent onset dyspepsia, should be referred urgently for endoscopy, to exclude cancer
A 1,2

 

WHEN TO TEST FOR HELICOBACTER
A+ 2-5

 
 

 Patients with uncomplicated dyspepsia unresponsive to lifestyle change, antacids, single course of PPI for 1 
month

2,3,6,7 
and without alarm symptoms.

A+1 
  

The prevalence of H. pylori in developed countries
8-11

 is falling
B+

 and is lower than 15% in many areas in the UK;
12

 therefore a trial 
of PPI should usually be prescribed before a H. pylori test unless chance of HP is higher than 20% 

13a
(i.e. ethnicity,

9,10
 older age, 

high risk area for HP) in which case the patient should have a test for HP first or in parallel with that of PPI.
D 

 Patients with a past history of gastric ulcer or duodenal ulcer (DU) who have not previously been tested
.A+ 13 b  

 

 Patients before starting or taking NSAIDs,
A+ 14

  especially if a prior history of gastro-duodenal ulcers.13c                                                                                                                          
Both H.pylori and NSAIDs are independent risk factors for peptic ulcer, so eradication will not remove all risk.

A 13c14  

 Unexplained iron-deficiency anaemia,
A+

 idiopathic thrombocytopenic purpura
 A

 & vitamin B12 deficiency
 B 13d 

WHEN NOT TO TEST FOR HELICOBACTER
A 

 Gastro-Oesophageal Reflux Disease
A
 
2,13e

                        
 

 Children with functional dyspepsia.
A+ 16,17 

WHICH NON-INVASIVE HELICOBACTER TEST IN UNCOMPLICATED DYSPEPSIA 

UBT18 and stool antigen tests are the most accurateA+13f 

 

 

 

 

 

 

 

 

WHEN TO TREAT HELICOBACTER  

 

Urea breath test (UBT).
A+ 18-21

 Most accurate test 

 Needs prescription (BNF 1.3.1)
22

 and staff time to do test 

Stool helicobacter antigen test (SAT).
A+

 
23,24 

 Pea-sized piece of stool to local lab (check availability of test).  

DETECT CURRENT INFECTION 
DO NOT perform UBT

B 25,26 
or stool 

antigen test within at least 2 weeks of  
PPI

B
 
27,28

 or 4 weeks of antibiotics,
B 21,27

  
as these drugs suppress bacteria and 
may lead to false negatives 

Blood serology in plain bottle.
A+

 (Low cost, lower accuracy)
29-31

 
 Has very good negative predictive value at current low 

prevalence in the developed countries.
8-12,32

 
 Most useful in patients with acute GI bleed when blood and PPI 

use interacts with UBT and SAT.
A+ 27

 
 Detects antibody - does not differentiate active from past 

infection.
29

   

Near patient serology tests are not 
accurate.

A+ 20
 DO NOT USE 

HP POSITIVE 
Serology 

(PPV ~50%)
33

 

Test by UBT or SAT  
to confirm infection

29
 

HP POSITIVE  

by UBT or SAT 

Treat H. pylori 
A+  8,34,35 

See regimens below 
 (~85% eradication rate

36
) 

 

HP NEGATIVE  

by any test 
Reassure as NPV of all 

tests >95%
33 

Do not retest for        
H. pylori unless 

imperative clinical 
requirement 

B- 37,38
 

Treat as functional dyspepsia.  
Low dose PPI or H2A for one 
month, then as required.

C 2
 

ASYMPTOMATIC  
post HP treatment 

(36%)
A+ 5

 

Reassure and DO NOT 
retest for HP 

C 37,38
 

PERSISTENT/RECURRENT 
SYMPTOMS  

post HP treatment (64%)
A+ 5,37,38

 

DO NOT use serology in the elderly,  
children or post treatment.

C 32 



 

 

TREATMENT REGIMENS
13 

 Check antibiotic history: Each course of clarithromycin, metronidazole or quinolone increases risk of resistance.
B 12,39

 
 Stress the importance of compliance to increase eradication rates.

B+ 35,36 40 

First line 7 days twice daily
A 36 

PPI  e.g.lansoprazole 30mg,  
PLUS two antibiotics: 
amoxicillin 1g with 
clarithromycin 500mg or 
metronidazole 400mg   
OR   
clarithromycin 250mg  
with metronidazole 400mg  

Second line regimens
A+

 14 days 
A- 36,41,42 

PPI BD PLUS 
tripotassium dicitratobismuthate 240mg BD

 

PLUS 2 antibiotics: 
tetracycline hydrochloride 500mg QDS or 
metronidazole 400mg BD or 
clarithromycin

A+ 42,43
 500mg BD  

or amoxicillin 1g BD  

Third line regimens on advice
36 

14 days twice daily   
PPI (consider rabeprazole in 
Caucasians

B
)
44,45

   
PLUS 2 antibiotics not previously used 
Can consider using: 
levofloxacin 250 mg BD

A 46 

rifabutin 150mg BD
B 42 

furazolidone 200mg BD
B 47

 

If diarrhoea develops, consider Clostridium difficile and review treatment need. 

WHEN TO RETEST FOR HELICOBACTER 

  

WHAT TO DO IN ERADICATION FAILURE
D 

 Reassess need for eradication. 
 In GORD, or NUD patients with no family history of cancer or PUD, maintenance PPI may be appropriate, after 

discussion with the patient.
D
 

WHEN TO REFER FOR HELICOBACTER CULTURE & SUSCEPTIBILITY TESTING AT ENDOSCOPY
48,13 

 Patients in whom the choice of antibiotic is reduced due to hypersensitivity, local high resistance rates or previous 
use of both clarithromycin and metronidazole, and a quinolone.

 D13 

 Patients who have received two courses of antibiotic treatment and remain helicobacter positive.
D13 

 For advice on gastric biopsy specimens and Dent’s transport medium, contact HPA Centre for Infections, London.
49

 

 
Local adaptation: 

 We would discourage major changes to the guidance but the Word format allows minor changes to suit local service 
delivery and sampling protocols.  

 To create ownership agreement on the guidance locally, dissemination should be taken forward in close collaboration 
between primary care clinicians, laboratories and secondary care providers.  

Grading of guidance recommendations 

In the development of this guidance a full Medline search for recent articles since the last review in 2008 was undertaken, 
other searches were undertaken at the discretion of the experts and development team. The guidance has been reviewed by 
members of CKS, The BIA, BSAC, RCGP and The Department of Health Antimicrobial Resistance and Health Care 
Associated Infections Advisory Group. 

Study design Recommendation grade 

Good recent systematic review of studies A+ 

One or more rigorous studies, not combined A- 

One or more prospective studies B+ 

One or more retrospective studies B- 

Formal combination of expert opinion C 

Informal opinion, other information D 

 
We welcome, in fact encourage, opinions on the advice given and future topics we should cover.  We would be most 
appreciative if you could email any evidence or references that support your requests for change so that we may consider 
them at our annual review. Comments should be submitted to Dr Cliodna McNulty, Head, HPA Primary Care Unit, 
Microbiology Lab, Gloucestershire Royal Hospital, Great Western Rd, Gloucester GL1 3NN. cliodna.mcnulty@hpa.org.uk 
 

If not  
previously used 

 If compliance poor or high resistance rates locally
D13

 
 Family history of cancer

D 

 Patients with complicated peptic ulcer or MALTOMA
D
 

 Patients requiring aspirin in whom a PPI is not going  
to be co-prescribed

15
 

 Patients with severe recurrent symptoms, particularly 

if not typical of GORD
13

 

 Breath test is the most accurate
A+13

 
 Stool antigen test is an alternative

A+13
 

 

Wait at least 4 weeks (ideally 8 weeks) 
after treatment

B 27,13 

 

Treat if remains positive
 

 
DO NOT use serology

A+ 29,13
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http://www.nice.org.uk/guidance/index.jsp?action=byID&r=true&o=10968  (Accessed 21
st
 November 2011).  The NICE 

cancer guidance is based on all available evidence up to 2011 and indicates that a patient who presents with symptoms 
suggestive of upper gastrointestinal cancer should be referred to a team specialising in the management of upper 
gastrointestinal cancer. Helicobacter pylori status should not affect the decision to refer for suspected cancer.  

Refer urgently for endoscopy (currently within 2 weeks), patients aged 55 years and older with unexplained and 
persistent recent-onset dyspepsia alone.  
Refer urgently for endoscopy (currently within 2 weeks), or to a specialist, patients of any age with dyspepsia 
and any of the following: chronic gastrointestinal bleeding; dysphagia; progressive unintentional weight loss; 
persistent vomiting; iron deficiency anaemia; epigastric mass; suspicious barium meal result. 
Refer urgently (currently within 2 weeks) patients presenting with: dysphagia; unexplained upper abdominal 
pain and weight loss, with or without back pain; upper abdominal mass without dyspepsia; obstructive jaundice 
(depending on clinical state) – consider urgent ultrasound if available. 
Consider urgent referral (currently within 2 weeks) for patients presenting with: persistent vomiting and weight 
loss in the absence of dyspepsia; unexplained weight loss or iron deficiency anaemia in the absence of dyspepsia; 
unexplained worsening of dyspepsia AND: -Barrett’s oesophagus 

(a) known dysplasia, atrophic gastritis or intestinal metaplasia 
(b) peptic ulcer surgery over 20 years ago 

 
2. NICE Clinical Guideline no. 17: Dyspepsia – management of dyspepsia in adults in primary care. Quick reference guide. 
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and states: Routine endoscopic investigation of patients of any age, presenting with dyspepsia and without alarm signs, 
is not necessary. However, in patients aged 55 years and older with unexplained and persistent recent onset 
dyspepsia alone, an urgent referral for endoscopy should be made. Unexplained is defined as a symptom(s) and/or 
sign(s) that has not led to a diagnosis being made by the primary care professional after initial assessment of the history, 
examination and primary care investigations (if any). Persistent is defined as the continuation of specified symptoms 
and/or signs beyond a period that would normally be associated with self-limiting problems. 
 
Initial strategies: NICE dyspepsia guidance recommends that initial therapeutic strategies for dyspepsia are empirical 
treatment with a PPI or testing for and treating H. pylori.  In 2005 there was insufficient evidence to guide which should 
be offered first. However, as the prevalence of H. pylori falls, the benefit of testing for H. pylori as a first line strategy falls 
in comparison to PPI. 
 
Gastro-eosophageal reflux disease: NICE dyspepsia guidance recommends that un-investigated patients with reflux-
like symptoms should be treated in a similar way to those with uninvestigated dyspepsia using full dose PPI for one or 
two months. As H. pylori is not usually associated with endoscopically-proven oesophagitis, H. pylori test and treat is not 
usually advised in these patients. 
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(p<0.001) than H. pylori-negative patients. 
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symptoms. 
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prompt endoscopy; quality of life was also similar in the two groups and, therefore, he concluded that management 
decisions should be based on costs. The decision analysis model indicates that the H. pylori test and treat strategy is the 
cheapest strategy, costing US$134/patient/year compared with US$240/patient/year for the prompt endoscopy strategy, 
using base case values. The H. pylori test and treat strategy is therefore the most cost-effective method for managing 
dyspepsia. The prompt endoscopy strategy only became cost- effective if endoscopy costs US$160, the non-invasive 
test costs US$80, and at a H. pylori prevalence of less than 20% (which in 2011 the latter is likely) 
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lower prevalence, as is now the case in most areas of the UK, expert opinion suggests that PPIs should be used before 
H. pylori test and treat unless chance of H. pylori infection is greater (older age, ethnicity, areas of high H. pylori). 
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nationality of at least one parent, birth outside of Germany, low parental education and unemployment, and 2 or more 
older siblings. 

 
10. Miendje Deyi VY, Vanderpas J, Bontems P, Van den Borre C, De Koster E, Cadranel S, Burette A Marching cohort of 
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pylori-specific ELISA for the presence of IgG antibodies in a representative sample of 2413 sera in 2002. 
 

12. McNulty C, Lasseter G, D’Arcy S, Lawson A, Shaw I, Glocker E. Is Helicobacter pylori antibiotic resistance surveillance 
needed and how can it be delivered? Aliment Pharmacol Ther  2012;35(10):1221-30.  In this 2009/10 study in three 
centres in England and Wales of Helicobacter pylori antibiotic resistance surveillance, biopsy specimens were taken 
from endoscopy patients in Gloucester, England and Bangor, Wales. Of 1153 biopsy specimens in Gloucester, 11% 
were positive for H. pylori on culture or biopsy urease test. Antibiotic resistance to amoxicillin, rifabutin and tetracycline 
remained very low.  Each course of clarithromycin, metronidazole and levofloxacin was related to a 50% increase in 
resistance to that antibiotic. In the same centre, 19% (843/4461) were HP positive by serology. 
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Y, Rokkas T, El-Omar E M, Kuipers EJ, The European Helicobacter Study Group (EHSG). Management of Helicobacter 
pylori infections - the Maastricht IV/ Florence Consensus Report. Gut 2012;61:646e664. doi:10.1136/gutjnl-2012-
302084  
This consensus gives an excellent experts opinion of the most appropriate diagnostic tests and management of H.pylori. 
It particular the consensus report advises that  
a. test and treat for Helicobacter pylori in younger patients without alarm symptoms, should be used at a local H.pylori 

prevalence of over 20%. 
b. H.pylori eradication is most beneficial in patients with gastro-duodenal ulcer disease. 
c. Both H pylori infection and NSAID use are independent risk factors for the development of peptic ulcer disease and 

associated bleeding and these conditions are uncommon in those who do not have either risk factor. It has been 
shown that there is an increased risk when these factors are both present. In naive users it is clearly beneficial to 
eradicate H pylori. In those who are already long-term users there is no clear benefit. A meta-analysis showed, 



 

 

however, that eradication seems less effective than treatment with a maintenance PPI for preventing NSAID-
associated ulcers 

d. Clinicians should test for H.pylori in patients with unexplained iron-deficiency anaemia, idiopathic thrombocytopenic 
purpura

 
& vitamin B12 deficiency.

 
The report references two separate meta-analyses in recent years that have 

supported this association with one illustrating a clear link between H pylori infection and iron-deficiency anaemia 
and the other showing that H pylori eradication increases haemoglobin levels in these patients. Similarly, for adults 
with ITP, Systematic reviews of past literature have shown an overall platelet response in more than 50% of the 
patients successfully treated for the infection and increased response rates in countries with a high prevalence of H 
pylori infection in background populations 

e. This group examined the evidence and concluded that there is a negative association between the prevalence of H. 
pylori and GORD, Similarly, the sequelae of GORD, such as Barrett’s oesophagus and oesophageal 
adenocarcinoma, are also less common in infected individuals. However, eradication of H pylori in populations of 
infected patients, on average, neither causes nor exacerbates GORD. Therefore the presence of GORD should not 
dissuade practitioners from H pylori eradication treatment where indicated. Long-term treatment with PPIs in H 
pylori-positive patients is associated with the development of a corpus-predominant gastritis. This accelerates the 
process of loss of specialised glands, leading to atrophic gastritis.

A
 Eradication of H pylori in patients receiving long-

term PPIs heals gastritis and prevents the progression to atrophic gastritis. However, there is no evidence that this 
reduces the risk of gastric cancer.

 A
 

f. Urea breath Tests and stool antigen tests are the most accurate tests and should be used in preference to serology 
unless the latter has been locally validated. 
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0.31, 95% CI 0.22 to 0.45). Thus test and treat for H. pylori is advised in patients with a past history of peptic ulcer. 
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C- UBT showed higher sensitivity and specificity than the IgG serology in 
18 studies and stool antigen tests in 13 studies. (A 100% sensitive test correctly identifies all patients with helicobacter. 
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A 100% specific (spec) test correctly identifies all patients without helicobacter.) Sensitivity and specificity higher than 
90% are found in 84% of the studies for the 13C-urea breath test. Sensitivity and specificity higher than 90% were found 
in 62% of the studies for the stool antigen test, for the IgG test in 56% (sensitivity) and 44% (specificity) of the studies, 
Nine health economic evaluations were included in this 2009 Health Technology Assessment (HTA) report. Test-and-
treat using the C

13 
UBT was more cost-effective than the serology based strategy in three of six models and was 

dominated by a test-and-treat strategy using the stool antigen test in one of three models.  
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disease. The figure below depicts the relationship between disease prevalence and predictive value in a test with 95% 
sensitivity and 95% specificity: 

 
 
 
 
 
 
 
 
 
 
 
 
 
 Using the same test in a population with lower prevalence decreases positive predictive value. Conversely, lower 

prevalence results in increased negative predictive value. Thus the positive predictive value is low in the majority of the 
population in the UK and, therefore, a positive serology should be confirmed with another test: BUT or SAT. 
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(b) Reviewing national resistance rates - resistance to amoxicillin, rifabutin and tetracycline remain below 3% in 
most EU countries, including the UK (see ref 17). 



 

 

(c) Ethnicity – resistance in immigrants from countries with high clarithromycin, metronidazole and quinolone use is 
associated with greater resistance. 

(d) Compliance as discussed above. 
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