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Abstract: Helicobacter pylori (H. pylori) has acquired several resistance mechanisms in order to escape
the currently used eradication regimens such as mutations that impair the replication, recombination,
and transcription of DNA; the antibiotics capability to interact with protein synthesis and ribosomal
activity; the adequate redox state of bacterial cells; or the penicillin-binding proteins. The aim of this
review was to identify the differences in pediatric H. pylori antimicrobial-resistance trends between
continents and countries of the same continent. In Asian pediatric patients, the greatest antimicrobial
resistance was found to metronidazole (>50%), probably due to its wide use for parasitic infections.
Aside from the increased resistance to metronidazole, the reports from different Asian countries
indicated also high resistance rates to clarithromycin, suggesting that ciprofloxacin-based eradication
therapy and bismuth-based quadruple therapy might be optimal choices for the eradication of H.
pylori in Asian pediatric population. The scarce evidence for America revealed that H. pylori strains
display an increased resistance to clarithromycin (up to 79.6%), but not all studies agreed on this
statement. Pediatric patients from Africa also presented the greatest resistance rate to metronidazole
(91%), but the results in terms of amoxicillin remain contradictory. Nevertheless, the lowest resistance
rates in most of the African studies were found for quinolones. Among European children, the
most frequent antimicrobial resistance was also noticed for metronidazole and clarithromycin (up
to 59% and 45%) but with a predominance for clarithromycin as compared to other continents. The
differences in antibiotic use among continents and countries worldwide is clearly responsible for the
discrepancies regarding H. pylori antimicrobial-resistance patterns, emphasizing the crucial role of
global judicious antibiotic use in order to control the increasing resistance rates worldwide.
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1. Introduction

Helicobacter pylori (H. pylori) infection occurs usually during early childhood, and its
prevalence increases with age is probably the most-studied infection worldwide. Neverthe-
less, if left untreated, it might result not only in life-threatening local complications such
as peptic ulcer disease, gastric adenocarcinoma, or mucosa-associated lymphoid tissue
lymphoma during adulthood but also systemic complications related to the subclinical
inflammation, including iron deficiency anemia, thrombocytopenic purpura, growth delay,
vitamin B12 deficiency, and even cardiovascular, metabolic complications, or autoimmune
diseases such as thyroiditis, which has an increased prevalence in our country [1–3]. Wide
variations regarding the prevalence of this infection were reported across continents, coun-
tries, and even geographical areas of the same country [4]. Still, the studies performed
during the last two decades have pointed out a descending trend even in developing coun-
tries, most likely due to the improvements in hygiene and sanitary conditions worldwide [4].
Several risk factors were proven to increase the risk of H. pylori infection depending on
geographical area, such as male gender, ethnicity, rural residence, difficult access and poor
adherence to treatment, poverty, poor living conditions, birth order, using a traditional pit
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or having no toilet, no in-home water service, source of drinking water, drinking water
from tanks, farmer profession, educational level, lower parental education and unemploy-
ment, lower income, improper sanitation, not washing hands after school, house crowding,
eating spicy food and raw uncooked vegetables, eating unwashed vegetables and fruits,
active smoking, and alcohol drinking [4]. Prenatal transmission from infected mother or
the transmission of this infection during delivery were also hypothesized as potential risk
factors incriminated in increasing H. pylori prevalence in the pediatric population [5], but
these findings remain controversial [6,7].

The previously mentioned environmental factors are synergically potentiated by H.
pylori virulence factors and the host’s innate immune responses, which contribute to the
long-term persistence of this bacterium within the gastric mucosa, also triggering its sys-
temic complications. Therefore, H. pylori virulence factors include lipopolysaccharides, flag-
ellin, vacuolating cytotoxin A, cag-pathogenicity island, adhesins, and pathogen-associated
molecular patters, while innate immune responses involve the action of toll-like receptors,
proinflammatory cytokines, chemokines, and chemotactic proteins but also other cells such
as monocytes, macrophages, neutrophils, natural killer cells, dendritic cells, or T and B
lymphocytes [8–13]. A recent study underlined that pediatric patients harboring cagA- and
cagE-positive H. pylori strains are less susceptible to H. pylori eradication treatment [14].
Similar findings were reported also by Karbalaei et al., who emphasized that cagA-positive
strains express increased resistance to metronidazole, while those carrying the vacA s1m1
genotype resulted in increased resistance to amoxicillin and levofloxacin [15]. Moreover,
Karabiber et al. pointed out that cagE and vacA s1 a/m2 genotypes represent major
virulence factors associated with increased antibiotic resistance [16]. Aside from cagA,
vacA s1m1, and cagE, other studies proved that iceA2 and babA2 are also associated with
H.-pylori-positive gastritis severity [17,18]. All these cells create a bridge between local and
systemic inflammation in the setting of H. pylori infection.

Diagnosis and proper eradication might break this vicious circle, proving that effec-
tive eradication is the cornerstone in lowering the risk of gastric cancer [19,20]. Several
important challenges preempt the proper eradication, such as questions regarding which is
the most effective testing method, who should be tested, or who should be treated [1].

Bacterial resistance rates were recently reported to present an increasing trend not
only in terms of clarithromycin and metronidazole but also when using drugs such as lev-
ofloxacin, which is considered a rescue therapy [21]. Guidelines recommend the standard
triple therapy consisting of two antibiotics (clarithromycin, amoxicillin, or metronidazole)
along with a proton pump inhibitor as eradication regimen for H. pylori infection [22,23].
This standard therapy has been used worldwide since 1990s, when it was proven that
its eradication rate reaches up to 98% [24]. The current reports have lately indicated a
considerable decrease of these rates to less than 70%, raising important concerns regarding
the optimal eradication of this bacterium, especially in pediatric patients [25,26]. It was
also proven that antimicrobial-resistance rates vary across different geographical areas
depending on the local policies for antibiotic use. This statement is sustained by several
studies that indicated resistance rates varying from 49% to 1% for clarithromycin [27] and
100% to 17% for metronidazole [28–31]. Based on these findings, experts have tried to find
different alternative regimens to increase the eradication rates in those who fail to respond
to the standard regimen including bismuth quadruple therapy (tetracycline, metronida-
zole, bismuth, and proton pump inhibitor for 14 days); non-bismuth quadruple therapy
(clarithromycin, metronidazole, amoxicillin, and proton pump inhibitor for 10–14 days);
sequential therapy (proton pump inhibitor + amoxicillin for 7 days, followed by 7 days
of quadruple therapy); and the replacement of clarithromycin by levofloxacin in triple or
sequential therapies [32]. Nevertheless, a recent review pointed out that in most World
Health Organization regions, both primary and secondary H. pylori resistance to metronida-
zole, clarithromycin, and levofloxacin exceed 15%, which represents the common threshold
for selecting alternative empiric regimens [33]. Moreover, recent reports mention wide
variations regarding the efficacy of the previously mentioned alternative regimens [34,35],
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and although international consensus recommends choosing the eradication regimen based
on local resistance characteristics, this testing is not commonly performed [36,37].

Several mechanisms were found to be involved in H. pylori antimicrobial resistance that
in fact are common to other bacterial infections in humans, such as mutations that impair the
replication, recombination, and transcription of DNA; mutations that affect the antibiotics
capability to interact with protein synthesis and ribosomal activity; mutations altering the
adequate redox state of bacterial cells, resulting in impaired activity of oxireductases; as
well as mutations that change penicillin-binding proteins, contributing to peptidoglycan
biosynthesis and the specific target of β-lactams action [38]. Moreover, outer membrane
poring and efflux systems were also proven to strongly contribute to drugs tolerance due
to their ability to maintain a low concentration of the toxic agent within the bacterial
cells, resulting in a decreased capacity of antibiotics to kill bacteria [39]. Certain bacterial
peculiarities were also revealed to reduce susceptibility to antibiotics, such as its ability to
shift between rod-shaped active bacteria and dormant resting coccoidal state as a response
to antibiotics but also the capacity to form biofilms on gastric mucosa surface after its
penetration [40].

In spite of the current descending trend in H. pylori prevalence, we are far from
understanding the complexity of its long-term persistence and even further from finding
the ideal eradicating model based on the combination of the interaction between H. pylori
virulence factors, antimicrobial-resistance features, the peculiarities of host’s immune
responses, and environmental factors.

The aim of this review was to assess the trends of pediatric H. pylori antimicrobial
resistance worldwide in order to guide the eradication treatment according to geographical
peculiarities.

2. Literature Search

We performed an electronic search of the literature on the lines of search for a narrative
overview based on three databases, namely PubMed, EMBASE, and Google Scholar, using the
following search terms: “Helicobacter pylori antimicrobial resistance”, “children”, as well as
names of countries from each continent. Google Scholar was used as an option when the full
text of the article was not found in the other two databases. We included articles published
in the last ten years involving pediatric patients on the topic of H. pylori antimicrobial
resistance in order to underline the differences in resistance trends worldwide. We critically
assessed all included articles depending on the suitability of the methods used to check
the hypothesis, the key results, the interpretation of the results, the quality of the results,
the limitations of the study, and the relevance of the conclusions to the field [41]. We used
the critical reading tools for scientific article proposed by Jean-Baptist du Prel et al. [42]
involving the assessment of the design and structure of each article, the relevance of each
section, but also the possible sources of limitation and bias. Based on these theories, the
most reliable critical reading tools used to assess the articles included in this review were
analysis and inference. All articles that did not match these criteria were excluded from the
study as well as those written in other languages than English or those that had only the
abstract available. When assessing the articles, we also identified supplementary references
that matched our criteria, and we performed a manual search in the reference list of each
article retrieved in the initial round of search. For these articles, we followed the same
method as described above before including them in the review. Eventually, we synthetized
the results from all articles included in the study in order to underline both the similarities
and discrepancies between them for providing an objective narrative overview regarding
the trends of H. pylori antimicrobial resistance worldwide.

3. Pediatric H. pylori Antimicrobial Resistance in Asia

A recent review assessing the worldwide H. pylori antibacterial resistance pointed
out a primary clarithromycin-resistance rate of 10% in the Southeast Asia region, which
is identical to the American region but lower than in Europe and eastern Mediterranean
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regions (>15%) [33]. In terms of primary resistance to metronidazole, the review indicated
a rate of 51% in the same Asian region, while for amoxicillin and tetracycline, the primary
resistance rate was of 2% or less. Surprisingly, the authors identified a high primary
resistance rate to levofloxacin of 30%. The review also analyzed the secondary resistance
rates and underlined the following findings for the Southeast Asia region: a secondary
resistance rate for clarithromycin was 15% as compared to 44% for metronidazole and 24%
for levofloxacin. No available data were found in this area for secondary resistance rates
to amoxicillin, tetracycline, or combined clarithromycin and metronidazole. Moreover,
after analyzing the trends, the authors identified that the clarithromycin-resistance rate
increased significantly from 13% in 2006–2008 to 21% in 2012–2016 [33] (Table 1).

Studies performed in Turkey indicated high rates of H. pylori resistance to clar-
ithromycin and metronidazole, revealing an eradication rate of only 60% or less as a result
of the standard triple therapy [43], with a decreasing trend [5]. Moreover, the resistance
rates were reported to vary between 24.8% to 36.7% for clarithromycin and 33.7% to 35.5%
for metronidazole in the same Asian country [44,45]. For other antibiotics used for H. pylori
eradication, the prevalence of the Turkish antimicrobial-resistance rates was 23.7% for lev-
ofloxacin, 3.5% for tetracycline, and 0.9% for amoxicillin [45]. Further studies highlighted
that the resistance rates to clarithromycin reached almost 40% in Turkey [46]. Regarding
the eradication regimens, studies on the Turkish population revealed a decrease in sequen-
tial therapy eradication rate (to 80%) along with a better eradication rate of up 96.4% for
bismuth-containing quadruple therapy as well as up to 95% for levofloxacin-containing
therapies [46]. Based on these findings, a recent study including Turkish children suggested
that adding bismuth to the sequential therapy and using amoxicillin and tetracycline might
be successful options for increasing H. pylori eradication rates in this population [47]. Still,
clarithromycin-resistance rates were found to vary even among different areas of Turkey
since, according to a study from Manisa region performed on children, clarithromycin
might still be used as a first-line regimen for eradicating H. pylori infection, but genetic
mutations such as A2143G and A2142G should be considered in those who do not respond
to clarithromycin-based regimens [48]. Moreover, the presence of hetero-resistant strains
could also contribute to the high rate of eradication failure in children form Turkey [49]
(Table 1).

Similar findings were also reported in children from China, emphasizing that the
A2143G mutation was the most common in clarithromycin-resistant strains, while Asn87
along with Asp91 of the gyrA mutation point were the most frequently encountered in
the levofloxacin-resistant strains [50]. Moreover, Zhang et al. emphasized that in Chinese
children, most mutations appeared at A2143G of the 23S rRNA gene for clarithromycin, 91
mutation of gyrA gene for levofloxacin, and G47A mutation of rdxA gene for metronida-
zole [51]. Genetic studies were performed also on Chinese children assessing the role of
tailored therapy (phenotype-guided therapy) on traditional culture results versus genetic
testing results, i.e., genotype-guided therapy [52]. The study proved that the eradication
rates of the latter therapy were superior to that of phenotype-guided therapy, reaching
up to 92%. Therefore, we emphasize the fact that genotype-guided therapy represents the
future in H. pylori eradication therapy, and although it is extremely expensive, it should be
used in children in whom tailored therapy guided by tradition culture fails in eradicating
this bacterium. Another study performed on children form Southwest China including
three ethnic groups, i.e., Han, Tibetan, and Yi, found overall resistance rates of 71.3% for
metronidazole, 60.9% for rifampicin, 55.2% for clarithromycin, and 18.4% for levofloxacin,
with no strains expressing resistance to amoxicillin, tetracycline, or furazolidone [53]. After
dividing the sample into treatment-naïve patients and previously treated patients, the
authors noticed for the first group the following resistance rates: 73.6% for metronidazole,
60.4% for rifampicin, 45.3% for clarithromycin, and 15.1% for levofloxacin; for the second
group, they noticed the highest resistance rate for clarithromycin (70.6%), followed by
metronidazole (67.6%), rifampicin (61.8%), and levofloxacin (23.5%). The authors empha-
sized the use of bismuth quadruple therapy in this population as a first-line regimen instead
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of clarithromycin-based triple therapy [53]. Similar findings were reported in children from
Hangzhou, China, by Shu et al., who found no resistant strains to amoxicillin, furazolidone,
and gentamycin but noticed total resistance rates to clarithromycin of 20.6%, 68.8% for
metronidazole, and 9% for levofloxacin [54]. Moreover, the authors noticed a significant
increase in H. pylori antimicrobial resistance from 2012 to 2014. A more complex study
from China involving treatment-naïve adults, previously treated adults, treatment-naïve
children, and a sample of adults from a population included in a health survey noticed
increased resistance rates for clarithromycin, metronidazole, and levofloxacin, especially
in the group of previously treated adults, and lower resistance rates to clarithromycin in
treatment-naïve patients aged between 10–24 years [55]. Surprisingly, Tang et al. noticed
that although the H. pylori prevalence decreased in China during the last 12 years, the
failure of first-line antibiotic therapy considerably increased [56]. Nevertheless, Tong et al.
concluded that 7-day triple therapy regimens remain a viable option in populations with
low resistance rates [57] (Table 1).

A review article on H. pylori eradication strategies in children and adolescents from
Korea concluded that bismuth-based quadruple therapy consisting of bismuth, amoxicillin
or tetracycline, metronidazole, and a proton pump inhibitor administered for 14 days with
maximal tolerable doses can be used in this Asian country, taking into account the lack of
initial testing for H. pylori antibiotic susceptibility in this population [58]. Nevertheless, if
this regimen also fails in eradicating H. pylori, data from Korea showed that rifabutin might
represent an option in this population since H. pylori strains resistant to rifabutin were found
to be rare in both children and adults living in Korea, but close monitoring of this therapy is
required since myelosuppression as well as the development of rifamycin-resistant strains
of Mycobacterium tuberculosis are common in those using rifabutin-containing regimens
(Table 1).

An increase in resistant H. pylori strains was also noticed in Vietnam [59]. Thus, a recent
review in this region of Asia found a primary resistance rate of 69.4% for metronidazole, fol-
lowed by 48.8% for multidrug resistance, 34.1% for clarithromycin, 27.9% for levofloxacin,
17.9% for tetracycline, and 15% for amoxicillin. In terms of secondary resistance rates, the
authors revealed the highest rate for clarithromycin (74.9%), closely followed by multidrug
resistance (62.3%) and metronidazole (61.5%), slightly lower for levofloxacin (45.7%), 23.5%
for tetracycline, and the lowest for amoxicillin (9.5%) [59]. Another study from Mekong
Delta, Vietnam, involving pediatric patients showed the following resistance rates: 80.6%
to clarithromycin, 71.7% to amoxicillin, 49.4% to metronidazole, 45.1% to levofloxacin, and
11.4% to tetracycline [60]. Moreover, the overall eradication rate found in this study reached
83.1%, with the greatest success achieved by bismuth quadruple therapy tailored to antimi-
crobial susceptibility. Thus, the authors concluded that bismuth and tetracycline should
be used in this area of Vietnam in order to increase the eradication rates in children [60].
Thieu et al. also aimed to identify H. pylori antimicrobial-resistance rates in Vietnamese
children and noted an alarming rate for clarithromycin (92.1%), followed by amoxicillin
(50%), levofloxacin (31.6%), metronidazole (14.5%), and tetracycline (0%) [61]. In terms
of adding bismuth to the standard therapy, the study noticed that it might increase the
eradication rate by 3.69-fold as compared to therapies without bismuth. Based on these
findings, it is worth mentioning that H. pylori resistance trends might differ even among the
different areas of the same country, requiring larger studies even within the same country
involving populations from different areas in order to obtain a proper characterization of
H. pylori resistance trends (Table 1).

The results from Israel were found to considerably differ between children that re-
ceived previous treatment and those who were not previously treated. Kori et al. performed
a study on 123 strains of H. pylori and noticed that in treatment-naïve children, the pri-
mary global resistance was 38%, with a 32.6% resistance rate for metronidazole, 9.5% for
clarithromycin, and 4.2% for both [62]. When assessing the resistance rates in previously
treated children, the authors noticed that the resistance rate to clarithromycin increased to
29%, for metronidazole to 61%, and for both to 18%. The study found that all the assessed H.
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pylori strains were susceptible to amoxicillin, levofloxacin, and tetracycline [62]. Therefore,
the authors emphasized the need to reassess the statement “test and treat” and to use, when
possible, the culture-based treatment strategy. Another study from Israel that compared
children and adults in terms of H. pylori antimicrobial-resistance patterns noticed that
amoxicillin resistance rates were higher in adults as compared to children, and increased
secondary resistance rates to metronidazole and clarithromycin were high in both pediatric
and adult patients, but no levofloxacin-resistant strains were identified in children [63]
(Table 1).

Studies from Iran pointed out that H. pylori strains in a pediatric population from
the northern region present the highest resistance rate to metronidazole, followed by fura-
zolidone, and the lowest to clarithromycin, contradicting almost all the findings reported
above in other regions of China [64]. According to a study performed on Iranian children,
ciprofloxacin might be an option in eradicating multidrug-resistant H. pylori strains [65].
The study divided the sample into two groups: the first group received ciprofloxacin, amox-
icillin, and omeprazole, and the second who was administered amoxicillin, furazolidone,
and omeprazole, identifying an eradication rate of 87.9% in the first group and 60.6% for the
children included in the second group. A more recent review performed on Iranian children
indicated the following resistance rates: 71% for metronidazole, 28.6% for rifampicin, 21.4%
for ampicillin, 20.4% for amoxicillin, 19% for azithromycin, 16.2% for ciprofloxacin, 15.3%
for erythromycin, 12.2% for clarithromycin, and 8.4% for both tetracycline and furazolidone,
while for nitrofurantoin, no resistant strains were reported [66] (Table 1).

The increased H. pylori resistance rates to metronidazole in Asia might be related to
its wide use as an antiparasitic agent in these areas since it is well known that parasitic
infections are frequent in the Asian population. Surprisingly, most of the studies in these
countries reported relatively high resistance rates to levofloxacin, which might result
in reducing the success of eradication regimens based on the fact that levofloxacin is
considered a rescue therapy.

4. Pediatric H. pylori Antimicrobial Resistance in America

Unlike Asia, the reports from America regarding H. pylori antimicrobial-resistance
rates in children are scarcer. Savoldi et al. highlighted in their recent review a primary
clarithromycin resistance of 10% in the Americas region, while the secondary resistance to
the same antibiotic increased to 18% [33]. In terms of primary resistance to metronidazole in
America, the authors found a rate of 23%, which increased to 30% when assessing secondary
resistance rates. The same increasing pattern was found for resistance to levofloxacin: 15%
for primary resistance and 22% for secondary resistance. On the other hand, when assessing
H. pylori resistance to amoxicillin, the authors found a decrease from 10% to 7% between
primary and secondary resistance rates [33]. The study found no resistant strains to either
tetracycline or clarithromycin combined with metronidazole.

Additionally, a study performed on children from a rural community of Cajamarca,
Peru, revealed clarithromycin-resistant mutations in 79.6% of the patients who tested
positive for H. pylori infection [67]. The authors found the A2142G mutation together
with the double mutations A2142G–A2143G to be the most common mutations in terms
of clarithromycin resistance among the studied pediatric population. Similar findings
were reported by Miftahussurur et al. in the Dominican Republic regarding the A2142G
mutation inducing resistance to clarithromycin, but additionally, the authors pointed out
that T1958G was also responsible for clarithromycin resistance [68]. The same study also
showed an association between Ser-14 of trx1 and Arg-221 of dapF mutations and metron-
idazole resistance as well as between the Asn-87 mutation of gyr2 gene and levofloxacin
resistance, confirming an increased H. pylori resistance pattern to both metronidazole and
levofloxacin in children from the Dominican Republic [68]. Ogata et al. proved that Brazil-
ian children and adolescents infected with H. pylori also express an increased resistance to
metronidazole (40%) and clarithromycin (19.5%), followed by amoxicillin (10.4%) but no
resistance to furazolidone and tetracycline [28]. on the other hand, low resistance rates to
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clarithromycin (8%) were noticed in Colombian children who tested positive for H. pylori
infection [69]. Nevertheless, a study performed on a pediatric population from Chile, which
is known to have an increased risk of gastric cancer, also reported increased resistance rates
to clarithromycin, showing that 67% of the patients in whom the clarithromycin-based
standard triple therapy failed carried A2143G mutations [70].

Although in American children, most of the studies revealed H. pylori strains resistant
to clarithromycin and metronidazole, several reported indicated the contrary imposing
the need for further studies in order to delineate clear recommendations for eradicating
H. pylori infection in different areas of America (Table 1). The reported high resistance
rates to both metronidazole and clarithromycin, as well as the increasing trend regarding
levofloxacin resistance rate in this geographic area might be related to their wide use for
other bacterial infections probably sometimes unjustified. Nevertheless, studies indicated
that if used together, clarithromycin and metronidazole seem to maintain their effectiveness
in terms of H. pylori eradication.

5. Pediatric H. pylori Antimicrobial Resistance in Africa

The reports regarding pediatric H. pylori resistance trends in Africa are even fewer
as compared to America. According to the review of Savoldi et al., the highest overall
resistance rates in this population were found for metronidazole (91%), followed by amoxi-
cillin (38%), clarithromycin (15%), levofloxacin (14%), and tetracycline (13%) [33]. Similarly,
Jaka et al. analyzed 26 articles in which the tested H. pylori strains showed the greatest
resistance to metronidazole (75.8%) and amoxicillin (72.6%) but also tetracycline (48.7%)
and clarithromycin (29.2%) [71]. Only 17.4% of the H. pylori isolated expressed resistance to
quinolones in African children.

On the contrary, a recent study involving Algerian children found no strains resistant to
either amoxicillin or combined metronidazole and clarithromycin but revealed an increased
resistance rate to metronidazole (37%) and clarithromycin (13%) [72]. In terms of H. pylori
eradication rate, sequential therapy showed a significantly higher eradication rate as com-
pared to compared to conventional triple therapy in children from Kenya [73]. Moreover,
a regimen consisting of amoxicillin and higher doses of metronidazole (40 mg/kg/day)
along with a proton pump inhibitor was also proven to be effective in eradicating H. pylori
infection in Africa even in metronidazole-resistant strains [72]. Shawki et al. studied
the efficacy of a novel regimen consisting of nitazoxanide, clarithromycin, and a proton
pump inhibitor in children from Egypt and noticed that this therapy carries a lower risk of
resistance rates and increases the chance of eradication in comparison to standard triple
therapy involving metronidazole, clarithromycin, and a proton pump inhibitor [74].

Undoubtedly, similar to the reports from Asia, H. pylori resistance to metronidazole is a
major problem in children from Africa, most likely due to its wide use in parasitic infections,
which are highly prevalent in this population (Table 1). Nevertheless, as compared to
Asian and American children, the resistance rates for levofloxacin in the African pediatric
population were found to be lower.

6. Pediatric H. pylori Antimicrobial Resistance in Europe

Based on the findings of Savoldi et al., the primary resistance rates of H. pylori to clar-
ithromycin, metronidazole, levofloxacin, and clarithromycin combined with metronidazole
were 18%, 32%, 11%, and 1%, respectively [33]. Concerning secondary resistance rates, the
authors reported 48% for both clarithromycin and metronidazole, 19% for levofloxacin, and
18% for the combination between clarithromycin and metronidazole. The review found no
strains showing primary or secondary resistance to either amoxicillin or tetracycline.

A recent study on Spanish children pointed out that more than two-thirds of the
children infected with H. pylori carried resistance to at least one antibiotic, while 16.3% were
found harboring double-resistant strains [75]. Moreover, the study found the following
resistance rates: 44.9% for clarithromycin, 16.3% for metronidazole, 7.9% for levofloxacin,
and 2% for amoxicillin. Similar resistance rates to clarithromycin and metronidazole were
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also identified by Montes et al. in pediatric population from Spain: 34.7% for clarithromycin
and 16.7% for metronidazole [76].

Most of the studies regarding H. pylori resistance trends were performed in Poland.
Thus, a study published in 2014 noticed that H. pylori-infected children living in Poland
displayed the greatest resistance rate to metronidazole (44.8%), followed by clarithromycin
(33.3%), while in 1.9% of the cases, the strains showed simultaneous resistance to clar-
ithromycin, metronidazole, and levofloxacin [77] (Table 1). A more recent study of the same
author published in 2017 revealed a decrease in metronidazole resistance rates (27.8%)
and a mild increase in the clarithromycin-resistance rate (38.9%) [78]. In addition, they
noticed that almost 50% of the Spanish children included in this study presented significant
heteroresistance, with the combined genotype cagA + vacA s1/m2 as the predominant
genotype in the detected isolates of H. pylori [78]. These findings were sustained by other
studies on both Polish children and adults [79,80] (Table 1). Furthermore, studies in Poland
emphasized the role of therapy guided by antibiotic resistance in successful eradication of
H. pylori infection [81]. Therefore, it was emphasized that triple standard therapy consisting
of amoxicillin + clarithromycin + a proton pump inhibitor as well as sequential therapy
might be the best choice in children with H. pylori strains susceptible to clarithromycin [81].
Unfortunately, the resistance rates in Polish population have increased during the past
10 years, according to a study published in 2020, where the authors noticed resistance rates
to clarithromycin and metronidazole of 54.5% and 31.8%, respectively [82]. Even more
concerning is that the authors showed significantly higher resistance rates to clarithromycin
in children as compared to adults in Poland [82].

Butenko et al. performed a study on H. pylori-infected children from Slovenia and
identified the highest primary resistance rates to clarithromycin (23.4%) and metronidazole
(20.2%), while only 2.8% of the strains were resistant to levofloxacin, 1% to amoxicillin, and
none to tetracycline [83]. Additionally, 11.5% of the strains identified in this population were
resistant to both clarithromycin and metronidazole, 2.9% to metronidazole and levofloxacin,
and 2.8% clarithromycin and levofloxacin [83].

In German children, the most frequent resistance rates were also noticed for metronida-
zole (59%) and clarithromycin (45%), but interestingly, the authors also noticed a relatively
high resistance rate to amoxicillin (20%) [84]. Furthermore, the study underlined multiple
resistant strains in 16% of the cases [84].

On the contrary, in treatment-naïve H. pylori-infected children from Croatia, the great-
est resistance rate was found for azithromycin (17.9%), followed by similar resistance rates
to clarithromycin (11.9%) and metronidazole (10.1%), while the lowest rate was detected
for amoxicillin (0.6%) [85] (Table 1). In Sweden, Jansson and Agardh also concluded that
clarithromycin should not be used as first-line empirical therapy in children with detected
H. pylori infection [86]. The same recommendation was stated by Manfredi et al. for Italian
children, who also concluded that clarithromycin should be used only in children harboring
H. pylori strains with proved clarithromycin susceptibility [87]. Moreover, a study from
Portugal suggested that triple therapy consisting of amoxicillin and metronidazole as well
as bismuth-based therapy might be the most suitable in eradicating pediatric H. pylori
infection [88] (Table 1).
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Table 1. H. pylori antimicrobial resistance among continents.

Continents Countries
Antibiotics Resistance Rate (%)

Clarithromycin Metronidazole Amoxicillin Levofloxacin Clarithromycin +
Metronidazole Tetracycline Others Observations

Asia

General
(Savoldi et al.

[33]
Primary 10% Secondary

15% Primary 51% Secondary
44%

Primary
2% or less Secondary – Primary 2%

or less
Secondary

24%
Primary

–
Secondary

–
Primary

–
Secondary

– – –

Turkey 24.8% to 36.7% [45] 40% [46] 33.7% to 35.5% [45] 0.9% [45] 23.7% [45] – 3.5% [45] –

• Eradication rate 60% or
less—standard triple
therapy [43]

• Sequential therapy
eradication rate 80% [46]

• 96.4% for
bismuth-containing
quadruple therapy, for
levofloxacin-containing
therapies→ 95% [46]

China
55.2% [53] 71.3% [53] - 18.4% [53] - - 60.9% for Rifampicin [53]

Eradication rates of the
genotype-guided therapy were

superior to that of
phenotype-guided therapy—92%

[52]

20.6% [54] 68.8% [54] 0 [54] 9% [54] - - No resistance to furazolidone
and gentamycin [54] –

Iran 12.2% [66] 71% [66] 20.4% [66] - - -

• 28.6% rifampicin
• 21.4% ampicillin
• 19% azithromycin
• 16.2% ciprofloxacin
• 15.3% erythromycin
• 8.4% for both

tetracycline and
furazolidone

• No resistance for
nitrofurantoin [66]

• Ciprofloxacin an option in
eradicating
multidrug-resistant H.
pylori strains [65]

Korea - - - - - - -

14-day quadruple therapy
(bismuth, amoxicillin or
tetracycline, metronidazole, and
proton pump inhibitor—PPI) the
optimal choice taking into account
the lack of initial testing for H.
pylori antibiotic susceptibility [58];
rifabutin an option in this
population [58]

Vietnam
Primary 34.1%

[59]
Secondary
74.9% [59]

Primary 69.4%
[59]

Secondary
61.5% [59]

Primary 15%
[59]

Secondary
(9.5%) [59]

Primary
27.9% [59]

Secondary
45.7% - Primary

17.9% [59]
Secondary
23.5% [59] -

Primary
48.8% for
multidrug

resistance [59]

Secondary
62.3%

multidrug
resistance [59]

80.6% [60]
92.1% [61]

80.6% [60]
14.5% [61]

71.7% [60]
50% [61]

45.1% [60]
31.6% [61] - 11.4% [60]

0% [61] - -

Israel Primary 9.5%
[62]

Secondary 29%
[62]

Primary 32.6%
[62]

Secondary 61%
[62] - - Primary 4.2%

[62]
Secondary
18% [62] - - -
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Table 1. Cont.

Continents Countries
Antibiotics Resistance Rate (%)

Clarithromycin Metronidazole Amoxicillin Levofloxacin Clarithromycin +
Metronidazole Tetracycline Others Observations

America
(North,

South, and
Latin)

General
(Savoldi et al.

[33]
Primary 10% Secondary

18% - - Primary 10%
[33]

Secondary
7% [33] Primary 15% Secondary

22% [33]
Primary

0 [33]
Secondary 0

[33] - – –

Peru 79.6% [67] - - - - - - -

Brasilia 19.5% [28] 40% [28] 10.4% [28] - - 0 for tetracycline [28] 0% for furazolidone [28] -

Columbia (8%) [69] - - - - - -

Chile - - - - - - -

67% of the patients in whom the
clarithromycin-based standard
triple therapy failed carried
A2143G mutations [70]

Africa

General
(Savoldi et al.

[33]
15% [33] 91% [33] 38% [33] 14% [33] - 13% [33] - -

Jaka et al. [71] 29.2% [71] 75.8% [71] 72.6% [71] - - 48.7% [71] - 17.4% of the H. pylori isolated→
resistant to quinolones [71]

Algeria 13% [72] 37% [72] no resistance [72] - no resistance [72] - - -

Kenya - - - - - - -
Sequential therapy—higher
eradication rate as compared to
conventional triple therapy [73]

Europe

General
(Savoldi et al.

[33]

Primary 18%
[33]

Secondary
48% [33]

Primary 32%
[33]

Secondary
48% [33] - Primary

11% [33]
Secondary
19% [33]

Primary
1% [33]

Secondary
18% [33] - - -

Spain 44.9% [75]
34.7%

16.3% [75]
16.9% [76] 2% [75] 7.9% [75] - - - -

Poland
33.3% [77]
38.9% [78]
54.5% [82]

44.8% [77]
27.8% [78]
31.8%, [82]

- - - -

1.9% simultaneous resistance
to clarithromycin,
metronidazole, and
levofloxacin [77]

-

Slovenia 23.4% [83] 20.2% [83] 1% [83] 2.8% [83] 11.5% [83] No resistance [83]

2.9% to metronidazole and
levofloxacin and 2.8%
clarithromycin and
levofloxacin [83]

-

Germany 45% [84] 59% [84] 20% [84] - - - Multiple resistant strains in
16% of the cases [84] -

Croatia 11.9% [85] 10.1% [85] 0.6% [85] - - - Azithromycin (17.9%) [85] -

Sweden - - - - - - -

Clarithromycin should not be used
as first-line empirical therapy in
children detected with H. pylori
infection [86]

Italia - - - - - - -

Clarithromycin should be used in
children harboring H. pylori strains
with proved clarithromycin
susceptibility [87]

Portugal - - - - - - -

Triple therapy consisting of
amoxicillin and metronidazole as
well as bismuth-based therapy
might be the most suitable [88]
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In spite of the minor discrepancies between geographical areas of Europe and irre-
spective of the region, almost all studies stated that clarithromycin should be avoided in
the eradication therapy of H. pylori in European children. Given the increasing trend for
clarithromycin-resistant strains in all European countries, this antibiotic should be used
only in those strains that were proven to be susceptible to this antibiotic. Similar to other
continents, the high resistance rates of H. pylori to both clarithromycin and metronidazole
might be explained by their use in a wide spectrum of medical conditions but most likely
also by the mechanisms that H. pylori acquires continuously for escaping their mechanisms
of action.

7. H. pylori Resistance and Treatment Failure

Clarithromycin is used as a first option in the eradication of H. pylori infection, com-
bined with either amoxicillin or metronidazole [89]. The most important mechanisms
involved in H. pylori resistance to clarithromycin imply three main mutations in the 23S-
rRNA gene: A2143G being the most frequent as well as A2142C and A2142 G [90]. Other
mutations were also shown to contribute to this resistance, such as A2115G, A2144T,
G2141A, G2223A, T2117C, T2182C, T2288C, and T2711C [38]. Additionally, infB and rpl22
genes were also proven to confer resistance to H. pylori, also expressing a synergistic
effect when combined with 23S point mutations [91]. As we already mentioned in the
introduction, the efflux system seems to be a major intrinsic contributor to clarithromycin
resistance [38].

Amoxicillin is another first-line component of the standard triple therapy used for erad-
icating H. pylori infection worldwide. Although most of the bacteria express β-lactamases
involved in inducing amoxicillin resistance, H. pylori differs from this category of bacteria
since the β-lactamase activity is rarely detected in amoxicillin-resistant strains [38,92]. In
terms of H. pylori amoxicillin resistance, point mutations to the penicillin-binding proteins
were found to be involved in the underlying mechanism [38].

Metronidazole, a 5-nitroimidazole, is widely used for parasitic and bacterial infections,
but it is also important for H. pylori eradication. Taking into account its complex mechanism
of action, several mechanisms were hypothesized for explaining metronidazole resistance:
(1) augmented activity of oxygen scavengers, (2) overactivity of the bacterial enzymes,
(3) decreased activity of nitroreductases, as well as (4) diminished uptake of metronida-
zole [38].

Tetracyclines are used for H. pylori eradication as second- or third-line regimens when
clarithromycin, amoxicillin, or metronidazole fail to be effective. Based on their limited use,
tetracycline-resistant H. pylori strains are less commonly seen. Most frequently, H. pylori
resistance to tetracyclines occurs as a result of mutations in the 16S rRNA gene at position
926–928 consisting of triple-base changes, i.e., AGA to TTC [38].

Levofloxacin is a potent antibiotic commonly used as a rescue therapy for H. pylori
eradication. Regarding levofloxacin-resistant H. pylori strains, they usually express point
mutations in gyrA gene at positions 87, 88, and 91 [93–98].

Based on all the above-mentioned facts along with other factors involved in H. pylori
resistance, we might state that treatment failure is correlated with a wide range of complex
factors interacting with each other, thus enabling H. pylori to persist within the gastric
mucosa.

8. Eradication Strategies for Preventing H. pylori Antimicrobial Resistance

Based on these findings, we consider it is highly important to implement in each
country a continued surveillance of the prevalence of H. pylori antimicrobial resistance and
its particularities in order to choose the most effective first-line eradication regimen tailored
to the need of that particular population. Thus, metronidazole-based triple therapy might
be useful as a first-line eradication regiment in areas with increased rates of clarithromycin
resistance. Moreover, where available, bismuth quadruple therapy should be an option in
areas with increased dual clarithromycin and metronidazole resistance [99]. Several studies
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suggested the replacement of proton pump inhibitors with potassium-competitive potent
acid blocker vonoprazan as an alternative for increasing eradication rates in geographic
areas experiencing high antibiotic resistance [100–103].

Additionally, in order to lower the rate of resistant infections, national healthcare au-
thorities should also implement a close monitoring of antibiotics prescription for sustaining
judicious antibiotics use.

Tailored eradication therapy based on antibiotics susceptibility testing definitely repre-
sents the most effective therapeutic strategy for lowering H. pylori antimicrobial-resistance
rates, but unfortunately, it carries great costs, and it is currently used mainly in studies or
selected cases when available [99].

9. Conclusions

Although the current pediatric H. pylori prevalence has shown a decreasing trend
worldwide, H. pylori antimicrobial-resistance rates have been noticed to have a persistent
increase. In terms of Asia, metronidazole and clarithromycin show the greatest resistance
rates, but there is also a surprisingly high resistance rate for levofloxacin. Similar high
resistance rates for clarithromycin, metronidazole, and levofloxacin were also noticed in
America, and it was also proven that, if used together, clarithromycin and metronidazole
might still be effective in eradicating H. pylori infection in American children. The find-
ings regarding increased clarithromycin- and metronidazole-resistance rates were also
confirmed for the African pediatric population but not for levofloxacin, whose resistance
rates were proven to be lower as compared to the other two continents. Moreover, reports
from Africa indicated that sequential therapy as well as the combination between amox-
icillin and high doses of metronidazole might be useful in effective H. pylori eradication.
In European children infected with H. pylori, the resistance rates were also noticed to be
higher for clarithromycin and metronidazole when compared to levofloxacin, amoxicillin,
or tetracycline. It is rather alarming that the reports from these areas suggest that clar-
ithromycin resistance rates are even higher in H. pylori-positive children as compared to
infected adults. Still, the combination between clarithromycin and amoxicillin remains a
viable option for treating H. pylori infection in children from Europe harboring susceptible
strains along with sequential therapy, bismuth-based therapy, or even amoxicillin combined
with metronidazole for those infected with strains resistant to clarithromycin. Even more
concerning is the increasing emergence of multidrug-resistant H. pylori strains in pediatric
patients worldwide.

Aside from H. pylori resistance mechanisms, the differences in antibiotic use among
continents and countries worldwide is also responsible for the discrepancies in terms of
antimicrobial-resistance patterns. Thus, global judicious antibiotic use might decrease
H. pylori antimicrobial resistance. Taking into account the high costs and the invasive-
ness related to the antimicrobial-resistance studies, which cannot be performed in daily
practice, empirical eradication treatment remains the most commonly used option in pe-
diatric patients. Therefore, we emphasize the need for further studies on larger pediatric
populations living in different geographical areas in order to identify the peculiarities
regarding antimicrobial-resistance patterns in these populations for increasing the efficacy
of empirical eradication strategies in terms of H. pylori infection.
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48. Çağan-Appak, Y.; Gazi, H.; Ayhan, S.; Cengiz-Özyurt, B.; Kurutepe, S.; Kasırga, E. Clarithromycin Resistance and 23S RRNA
Gene Point Mutations of Helicobacter pylori Infection in Children. Turk. J. Pediatr. 2016, 58, 371–376. [CrossRef]

49. Güven, B.; Gülerman, F.; Kaçmaz, B. Helicobacter pylori Resistance to Clarithromycin and Fluoroquinolones in a Pediatric
Population in Turkey: A Cross-Sectional Study. Helicobacter 2019, 24, e12581. [CrossRef]

http://doi.org/10.1136/gut.2006.101634
http://www.ncbi.nlm.nih.gov/pubmed/17170018
http://doi.org/10.1016/j.diagmicrobio.2010.02.021
http://doi.org/10.1016/j.dld.2009.01.001
http://doi.org/10.1186/1476-0711-12-3
http://doi.org/10.1097/MPG.0b013e31828b3669
http://doi.org/10.1128/JCM.42.1.387-389.2004
http://doi.org/10.1111/j.1365-2036.2006.03144.x
http://www.ncbi.nlm.nih.gov/pubmed/17059517
http://doi.org/10.3390/children9060795
http://www.ncbi.nlm.nih.gov/pubmed/35740732
http://doi.org/10.1053/j.gastro.2018.07.007
http://www.ncbi.nlm.nih.gov/pubmed/29990487
http://doi.org/10.1111/apt.13497
http://www.ncbi.nlm.nih.gov/pubmed/26694080
http://doi.org/10.1002/14651858.CD009034.pub2
http://doi.org/10.1136/gutjnl-2016-312288
http://doi.org/10.1053/j.gastro.2016.04.006
http://doi.org/10.1007/5584_2019_368
http://doi.org/10.1111/j.1440-1746.2009.06220.x
http://doi.org/10.1155/2015/914791
http://doi.org/10.1373/clinchem.2010.160622
http://www.ncbi.nlm.nih.gov/pubmed/21357852
http://doi.org/10.3238/arztebl.2009.0100
http://doi.org/10.5152/tjg.2019.18693
http://www.ncbi.nlm.nih.gov/pubmed/31060997
http://doi.org/10.1590/0037-8682-0027-2015
http://doi.org/10.1111/hel.12272
http://www.ncbi.nlm.nih.gov/pubmed/26395982
http://doi.org/10.14744/nci.2019.62558
http://doi.org/10.1111/hel.12757
http://doi.org/10.24953/turkjped.2016.04.004
http://doi.org/10.1111/hel.12581


Children 2023, 10, 403 15 of 17

50. Geng, T.; Yu, Z.-S.; Zhou, X.-X.; Liu, B.; Zhang, H.-H.; Li, Z.-Y. Antibiotic Resistance of Helicobacter pylori Isolated from Children in
Chongqing, China. Eur. J. Pediatr. 2022, 181, 2715–2722. [CrossRef]

51. Zhang, Y.; Wen, Y.; Xiao, Q.; Zheng, W.; Long, G.; Chen, B.; Shu, X.; Jiang, M. Mutations in the Antibiotic Target Genes Related to
Clarithromycin, Metronidazole and Levofloxacin Resistance in Helicobacter pylori Strains from Children in China. Infect. Drug
Resist. 2020, 13, 311–322. [CrossRef] [PubMed]

52. Feng, Y.; Hu, W.; Wang, Y.; Lu, J.; Zhang, Y.; Tang, Z.; Miao, S.; Zhou, Y.; Huang, Y. Efficacy of Phenotype-vs. Genotype-Guided
Therapy Based on Clarithromycin Resistance for Helicobacter pylori Infection in Children. Front. Pediatr. 2022, 10, 854519.
[CrossRef] [PubMed]

53. Li, J.; Deng, J.; Wang, Z.; Li, H.; Wan, C. Antibiotic Resistance of Helicobacter pylori Strains Isolated from Pediatric Patients in
Southwest China. Front. Microbiol. 2020, 11, 621791. [CrossRef] [PubMed]

54. Shu, X.; Yin, G.; Liu, M.; Peng, K.; Zhao, H.; Jiang, M. Antibiotics Resistance of Helicobacter pylori in Children with Upper
Gastrointestinal Symptoms in Hangzhou, China. Helicobacter 2018, 23, e12481. [CrossRef] [PubMed]

55. Liu, D.-S.; Wang, Y.-H.; Zhu, Z.-H.; Zhang, S.-H.; Zhu, X.; Wan, J.-H.; Lu, N.-H.; Xie, Y. Characteristics of Helicobacter pylori
Antibiotic Resistance: Data from Four Different Populations. Antimicrob. Resist. Infect. Control 2019, 8, 192. [CrossRef] [PubMed]

56. Tang, M.Y.L.; Chung, P.H.Y.; Chan, H.Y.; Tam, P.K.H.; Wong, K.K. Recent Trends in the Prevalence of Helicobacter pylori in
Symptomatic Children: A 12-Year Retrospective Study in a Tertiary Centre. J. Pediatr. Surg. 2019, 54, 255–257. [CrossRef]
[PubMed]

57. Tong, Y.-F.; Lv, J.; Ying, L.-Y.; Xu, F.; Qin, B.; Chen, M.-T.; Meng, F.; Tu, M.-Y.; Yang, N.-M.; Li, Y.-M.; et al. Seven-Day Triple
Therapy Is a Better Choice for Helicobacter pylori Eradication in Regions with Low Antibiotic Resistance. World J. Gastroenterol.
2015, 21, 13073–13079. [CrossRef]

58. Jun, J.-S.; Seo, J.-H.; Park, J.-S.; Rhee, K.-H.; Youn, H.-S. Changes in the Treatment Strategies for Helicobacter pylori Infection in
Children and Adolescents in Korea. Pediatr. Gastroenterol. Hepatol. Nutr. 2019, 22, 417–430. [CrossRef]

59. Khien, V.V.; Thang, D.M.; Hai, T.M.; Duat, N.Q.; Khanh, P.H.; Ha, D.T.; Binh, T.T.; Dung, H.D.Q.; Trang, T.T.H.; Yamaoka,
Y. Management of Antibiotic-Resistant Helicobacter pylori Infection: Perspectives from Vietnam. Gut Liver 2019, 13, 483–497.
[CrossRef]

60. Le, L.T.T.; Nguyen, T.A.; Nguyen, N.A.; Nguyen, Y.T.H.; Nguyen, H.T.B.; Nguyen, L.T.; Vi, M.T.; Nguyen, T. Helicobacter pylori
Eradication Efficacy of Therapy Based on the Antimicrobial Susceptibility in Children with Gastritis and Peptic Ulcer in Mekong
Delta, Vietnam. Children 2022, 9, 1019. [CrossRef]

61. Van Thieu, H.; Duc, N.M.; Nghi, B.T.D.; Van Bach, N.; Khoi, H.H.; Tien, V.N.T.; Bang, M.T.L.; Ngoc, T.L.C. Antimicrobial Resistance
and the Successful Eradication of Helicobacter pylori-Induced Gastroduodenal Ulcers in Vietnamese Children. Med. Arch. 2021, 75,
112–115. [CrossRef] [PubMed]

62. Kori, M.; Yahav, J.; Berdinstein, R.; Shmuely, H. Primary and Secondary Antibiotic Resistance of Helicobacter pylori in Israeli
Children and Adolescents. Isr. Med. Assoc. J. 2017, 19, 747–750. [PubMed]

63. Khoury, J.; Geffen, Y.; Shaul, R.; Sholy, H.; Chowers, Y.; Saadi, T. Secondary Antibiotic Resistance of Helicobacter pylori Isolates in
Israeli Children and Adults. J. Glob. Antimicrob. Resist. 2017, 10, 182–185. [CrossRef]

64. Maleknejad, S.; Mojtahedi, A.; Safaei-Asl, A.; Taghavi, Z.; Kazemnejad, E. Primary Antibiotic Resistance to Helicobacter pylori
Strains Isolated from Children in Northern Iran: A Single Center Study. Iran J. Pediatr. 2015, 25, e2661. [CrossRef] [PubMed]

65. Farahmand, F.; Mohammadi, T.; Najafi, M.; Fallahi, G.; Khodadad, A.; Motamed, F.; Mahdi Marashi, S.; Shoaran, M.; Nabavizadeh
Rafsanjani, R. Comparison of Ciprofloxacin-Based Triple Therapy with Conventional Triple Regimen for Helicobacter pylori
Eradication in Children. Acta Med. Iran 2016, 54, 395–400. [PubMed]

66. Yousefi-Avarvand, A.; Vaez, H.; Tafaghodi, M.; Sahebkar, A.H.; Arzanlou, M.; Khademi, F. Antibiotic Resistance of Helicobacter
pylori in Iranian Children: A Systematic Review and Meta-Analysis. Microb. Drug Resist. 2018, 24, 980–986. [CrossRef] [PubMed]

67. Aguilar-Luis, M.A.; Palacios-Cuervo, F.; Espinal-Reyes, F.; Calderón-Rivera, A.; Levy-Blitchtein, S.; Palomares-Reyes, C.; Silva-
Caso, W.; Zavaleta-Gavidia, V.; Bazán-Mayra, J.; Cornejo-Tapia, A.; et al. Highly Clarithromycin-Resistant Helicobacter pylori
Infection in Asymptomatic Children from a Rural Community of Cajamarca-Peru. BMC Res. Notes 2018, 11, 809. [CrossRef]

68. Miftahussurur, M.; Cruz, M.; Subsomwong, P.; Jiménez Abreu, J.A.; Hosking, C.; Nagashima, H.; Akada, J.; Yamaoka, Y.
Clarithromycin-Based Triple Therapy Is Still Useful as an Initial Treatment for Helicobacter pylori Infection in the Dominican
Republic. Am. J. Trop. Med. Hyg. 2017, 96, 1050–1059. [CrossRef]

69. Rosero, Y.L.; Arévalo-Jaimes, B.V.; Delgado, M.P.; Vera-Chamorro, J.F.; García, D.; Ramírez, A.; Rodriguez-Urrego, P.A.; Álvarez, J.;
Jaramillo, C.A. Evaluation of Helicobacter pylori Infection and Clarithromycin Resistance in Strains from Symptomatic Colombian
Children. J. Pediatr. Gastroenterol. Nutr. 2018, 67, 601–604. [CrossRef]

70. Serrano, C.A.; Leon, M.A.; Palma, C.; Vera, M.; Hernandez, C.; Harris, P.R. Helicobacter pylori-Clarithromycin Resistance in
Symptomatic Pediatric Patients in a High Prevalence Country. J. Pediatr. Gastroenterol. Nutr. 2017, 64, e56–e60. [CrossRef]

71. Jaka, H.; Rhee, J.A.; Östlundh, L.; Smart, L.; Peck, R.; Mueller, A.; Kasang, C.; Mshana, S.E. The Magnitude of Antibiotic
Resistance to Helicobacter pylori in Africa and Identified Mutations Which Confer Resistance to Antibiotics: Systematic Review
and Meta-Analysis. BMC Infect. Dis. 2018, 18, 193. [CrossRef] [PubMed]

72. Moubri, M.; Kalach, N.; Larras, R.; Berrah, H.; Mouffok, F.; Guechi, Z.; Cadranel, S. Adapted First-Line Treatment of Helicobacter
pylori Infection in Algerian Children. Ann. Gastroenterol. 2019, 32, 60–66. [CrossRef] [PubMed]

http://doi.org/10.1007/s00431-022-04456-1
http://doi.org/10.2147/IDR.S235615
http://www.ncbi.nlm.nih.gov/pubmed/32099422
http://doi.org/10.3389/fped.2022.854519
http://www.ncbi.nlm.nih.gov/pubmed/35425727
http://doi.org/10.3389/fmicb.2020.621791
http://www.ncbi.nlm.nih.gov/pubmed/33574804
http://doi.org/10.1111/hel.12481
http://www.ncbi.nlm.nih.gov/pubmed/29528162
http://doi.org/10.1186/s13756-019-0632-1
http://www.ncbi.nlm.nih.gov/pubmed/31798838
http://doi.org/10.1016/j.jpedsurg.2018.10.079
http://www.ncbi.nlm.nih.gov/pubmed/30497821
http://doi.org/10.3748/wjg.v21.i46.13073
http://doi.org/10.5223/pghn.2019.22.5.417
http://doi.org/10.5009/gnl18137
http://doi.org/10.3390/children9071019
http://doi.org/10.5455/medarh.2021.75.112-115
http://www.ncbi.nlm.nih.gov/pubmed/34219870
http://www.ncbi.nlm.nih.gov/pubmed/29235736
http://doi.org/10.1016/j.jgar.2017.05.017
http://doi.org/10.5812/ijp.2661
http://www.ncbi.nlm.nih.gov/pubmed/26635938
http://www.ncbi.nlm.nih.gov/pubmed/27306347
http://doi.org/10.1089/mdr.2017.0292
http://www.ncbi.nlm.nih.gov/pubmed/29227738
http://doi.org/10.1186/s13104-018-3919-z
http://doi.org/10.4269/ajtmh.16-0729
http://doi.org/10.1097/MPG.0000000000002016
http://doi.org/10.1097/MPG.0000000000001257
http://doi.org/10.1186/s12879-018-3099-4
http://www.ncbi.nlm.nih.gov/pubmed/29699490
http://doi.org/10.20524/aog.2018.0317
http://www.ncbi.nlm.nih.gov/pubmed/30598593


Children 2023, 10, 403 16 of 17

73. Laving, A.; Kamenwa, R.; Sayed, S.; Kimang’a, A.N.; Revathi, G. Effectiveness of Sequential v. Standard Triple Therapy for
Treatment of Helicobacter pylori Infection in Children in Nairobi, Kenya. S. Afr. Med. J. 2013, 103, 921–924. [CrossRef] [PubMed]

74. Shawky, D.; Salamah, A.M.; Abd-Elsalam, S.M.; Habba, E.; Elnaggar, M.H.; Elsawy, A.A.; Baiomy, N.; Bahaa, M.M.; Gamal, R.M.
Nitazoxanide-Based Therapeutic Regimen as a Novel Treatment for Helicobacter pylori Infection in Children and Adolescents: A
Randomized Trial. Eur. Rev. Med. Pharmacol. Sci. 2022, 26, 3132–3137. [CrossRef]

75. Botija, G.; García Rodríguez, C.; Recio Linares, A.; Campelo Gutiérrez, C.; Pérez-Fernández, E.; Barrio Merino, A. Resistencias
antibióticas y tasas de erradicación en infección por Helicobacter pylori. An. Pediatr. 2021, 95, 431–437. [CrossRef]

76. Montes, M.; Villalon, F.N.; Eizaguirre, F.J.; Delgado, M.; Muñoz-Seca, I.M.; Fernández-Reyes, M.; Pérez-Trallero, E. Helicobacter
pylori Infection in Children. Antimicrobial Resistance and Treatment Response. Helicobacter 2015, 20, 169–175. [CrossRef]
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