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Objectives: The aim of this study was to compare effectiveness of sequential therapy to the 
standard triple therapy to eradicate Helicobacter pylori (H. pylori) in Mongolia. Methods: 
From September 2014 to February 2016, 140 patients with confirmed H. pylori infection (upper 
gastrointestinal tract (GI) endoscopy, rapid urease test, histology, H. pylori stool antigen test 
(HpStAg)) randomly received 10 days standard triple therapy (20 mg pantoprazole, 1 g amoxicillin, 
500 mg clarithromycin, all twice daily for 10 days; STT group, n = 70), and sequential therapy 
(20 mg pantoprazole, 1 g amoxicillin twice daily for 5 days followed by 20 mg pantoprazole, 500 
mg clarithromycin, 500 mg metronidazole twice daily for 5 days; SQT group, n = 70). Successful 
eradication therapy for H. pylori infection was defined as a negative HpStAg test 4 weeks 
after the end of eradication treatment. Results: The eradication rates by intention to treat 
(ITT) analysis were 71.4% (50/70) and 50% (35/70) in the STT and SQT groups, respectively 
(p = 0.033). The eradication rates by per-protocol (PP) analysis were 72.5% (50/69) and 51.5% 
(35/68) in the STT and SQT groups, respectively (p = 0.018). The adverse event rates were 7.6% 
(5/70) and 18.6% (13/70) in the STT and SQT groups, respectively (p = 0.043). Conclusion: The 
eradication rate was significantly higher in the STT group compared with the SQT group. But the 
eradication efficacies of both STT and SQT for H. pylori infection in Mongolia are unacceptable.  
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Introduction

Helicobacter pylori (H. pylori) infects approximately 

50% of the population worldwide [1]. As in other developing 

countries, prevalence of H. pylori infection is reported to be 

high in Mongolia, which is thought to be related to poor sanitary 

conditions [2]. The prevalence was 69-76% among adults [3, 

4], 64% among adolescents, 65-100% among pediatric patients 

with gastric comorbidity [5], and 65.7% among patients 

diagnosed with gastric ulcer [6].

Treatment of H. pylori infection is paramount for the 

management of prevalent gastrointestinal disorders including 
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peptic ulcer disease and gastric cancer [7, 8]. Until now, the 

gold standard of H. pylori eradication regimen has been triple 

therapy, consisting of proton-pump inhibitor (PPI), amoxicillin 

(AMX), clarithromycin (CAM) or metronidazole (MNZ) with a 

duration of 7-14 days [9, 10].  However, successful H. pylori 
eradication rates with standard triple therapy (STT) have been 

plummeting down due to increasing antibiotic resistance, having 

declined to as low as below 70% in many countries [10, 11].  

Therefore, many investigators have attempted to introduce 

regimens with higher efficacy for H. pylori eradication. Several 

strategies, including sequential therapy (SQT), concomitant 

therapy, and bismuth-containing quadruple therapy have 

therefore been proposed to increase the eradication rate [12-15].  

SQT consists of a PPI and AMX for the first 5 days, followed by a 

PPI plus CAM and MNZ for another 5 days. SQT has been shown 

to be more effective than STT in multiple randomized controlled 

trials and several meta-analyses, although several studies have 

also demonstrated conflicting results [14-16]. In Mongolia, no 

previous studies investigating the H. pylori eradication rate 

exist. The purpose of this study was to compare the efficacy of 

SQT to that of STT in eradicating H. pylori.

Materials and Methods

1. Subjects
The open-labeled randomized trial was conducted at the 

Department of Gastroenterology, Mongolian National University 

of Medical Sciences in accordance with the principles of good 

clinical practice according to the Declaration of Helsinki. Written 

informed consent was obtained from all participants, and the 

study protocol was approved by the Medical Committee of the 

Mongolian National University of Medical Sciences (Ulaanbaatar, 

Mongolia).

Consecutive outpatients complaining of dyspeptic 

symptoms referred for upper GI endoscopy in the participating 

center in Ulaanbaatar, Mongolia were considered for 

recruitment to the study. Exclusion criteria were: age <18 years; 

previous H. pylori eradication therapy; consumption of PPI, 

histamine H2-receptor antagonists, bismuth and/or antibiotics, 

concomitant anticoagulant, nonsteroidal anti-inflammatory 

drugs, or ketoconazole within the previous 4 weeks; patients 

with allergic history to the medications used; previous surgery 

of the stomach, including endoscopic mucosal or submucosal 

resection for adenoma or early gastric cancer; patients with 

peptic ulcer disease and gastric cancer; the coexistence of 

serious concomitant illness (for example, decompensated 

liver cirrhosis or kidney failure); alcohol abuse;  pregnancy or 

lactation; Zollinger- Ellison syndrome; hematological disorders; 

and severe psychiatric or neurological disorders.

2. Endoscopy and H. pylori detection
All patients underwent upper GI endoscopy and gastric biopsy 

was taken according to the updated Sydney System [17]. Before 

enrollment, the status of H. pylori infection was determined by 

a rapid urease test (Mon HP), histology (Eosin & Hematoxylin 

staining and modified Giemsa staining), and H. pylori 
stool antigen test (SD BIOLINE H. pylori Ag Enzyme-Linked 

Immunosorbent Assay (ELISA) kit, Korea). Patients with positive 

results in at least two of these tests were eligible for enrollment. 

H. pylori eradication was checked 6-8 weeks following therapy 

by using the SD BIOLINE H. pylori stool antigen test according 

to the manufacturer’s directions.

3. Randomization and treatment
Using a computer-generated number sequence, the eligible 

H. pylori-infected patients were randomly assigned to the 

STT group (20 mg pantoprazole twice daily, 1 g amoxicillin 

twice daily and 500 mg clarithromycin twice daily for 10 

days) and the SQT group (20 mg pantoprazole twice daily 

and 1 g amoxicillin twice daily for 5 days, followed by 20 mg 

pantoprazole twice daily, 500 mg clarithromycin twice daily 

and 500 mg metronidazole twice daily for 5 additional days). 

An independent research assistant generated the computerized 

random number sequence. PPIs were given a half-hour before 

breakfast and dinner while antibiotics were given following 

these meals. All patients received 2 weeks monotherapy with 20 

mg pantoprazole orally once daily following eradication therapy. 

At the end of the treatment, both side effects and therapeutic 

compliance were assessed by personal interview.

The patients were informed of the common adverse events 

from the study drugs before treatment and were asked to 

record these symptoms during treatment in provided diaries. 

The adverse events were assessed according to a 4-point 

scale system: 1 = none, 2 = mild (discomfort annoying but not 

interfering with daily life), 3 = moderate (discomfort sufficient to 

interfere with daily life), and 4 = severe (discomfort resulting in 
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discontinuation of eradication therapy). 

Compliance to treatment was considered excellent if the 

patient took more than 90% of the medication, moderate if he/

she took 70-90% of the medication, and poor if the patient took 

less than 70% of medications. 

4. Statistical analysis
 All statistical analyses were performed using the SPSS software 

(version 20.0, SPSS Inc., Chicago, IL, USA). Comparisons 

between patient groups were performed by using the t-test for 

unpaired data and the Chi-squared test, as appropriate.  The 

eradication rates with their 95% confidence intervals (CI) were 

calculated at both ‘intention-to-treat’ (ITT) and at ‘per protocol’ 

(PP) analyses. At ITT, all the enrolled patients were included, 

whilst at PP only compliant patients who had done HpStAg test 

control were considered. Two-tailed p-values of less than 0.05 

were considered statistically significant.

Results

A total of 140 H. pylori-infected patients were randomly 

assigned to receive STT (n = 70) or SQT (n = 70). Patients 

were enrolled from September 2014 to February 2016. The 

data regarding the clinical characteristics of the patients are 

summarized in Table 1.

The subjects were all included in the ITT analysis for H. 
pylori eradication. A total of 137 patients completed the study. 

One patient in the STT group and one patient in the SQT group 

did not perform the control HpStAg ELISA test. One patient 

in the SQT group had interrupted therapy because of severe 

adverse effects. Therefore, the STT and SQT groups had 69 and 

68 patients at PP analysis, respectively (Figure 1).

Compliance to treatment was excellent in 70 patients 

(100%) of the STT group. In the SQT group, compliance to 

treatment was excellent in 69 patients (98.5%) and poor in 1 

patient (1.5%) (p = 0.78). 

Overall 5 (7.6%) and 13 (18.6%) patients in the STT and 

SQT complained of side effects. The rate of side effects of the 

SQT was more than the STT (p = 0.04). One of the patients in the 

SQT group stopped the medication due to moderate vomiting 

and severe nausea (Table 2).

According to ITT analysis, the eradication rates were 71.4% 

and 50.0% in the STT and SQT groups, respectively (p = 0.033). 

PP eradication rates were 72.5% and 51.5%, respectively (p = 

0.018, Table 3).

Table 1. Demographic and clinical characteristics of the enrolled patients

Characteristic Standard triple (n) Sequential (n) p-value

Total patients 70 70 -

Age (years) 38.7 ±15.6a 37.1 ±12.7a 0.64

Sex (male/female) 32/38 36/34 0.03

Smoking habit (yes/no) 11/59 13/57 0.82

aMean ±SD

Figure 1. Flowchart of patients in the study.
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Discussion

If we consider H. pylori infection as an infectious disease, an 

ideal regimen would be the one that can eradicate H. pylori 
in more than 95% of cases, with less than 5% severe adverse 

effects. According to Graham’s classification, the efficacy of H. 
pylori eradication regimens are considered as: A = excellent 

(>95% PP eradication rate), B = good (90-95%), C = fair 

(85-89%), D = poor (81-84%), and F = unacceptable (≤80% 

PP eradication rate) [18]. Therefore in our study, STT and SQT 

regimens are classified as unacceptable regimens since the 

eradication rates were 72.5% and 51.5%, respectively. The rate 

of side effects is also an important issue. Incidence of adverse 

events was significantly higher in the SQT group compared with 

the STT group. 

In Mongolia, no study had previously evaluated H. pylori 
eradication rate. Therefore we cannot compare our results with the 

studies in our country. But, in other countries, STT and SQT have 

mostly achieved poor and unacceptable H. pylori eradication 

rates. Since 1982, many investigations have been performed to 

introduce a regimen with an ideal H. pylori eradication rate. The 

efficacy of STT is constantly decreasing worldwide recently. Two 

meta-analyses including more than 53,000 patients have shown 

that the ITT cure rate is less than 80%. The most important 

explanation for the decrease in efficacy of the STT is the increase 

in H. pylori resistance to CAM [19-21]. 

Sequential therapy was introduced as a novel therapeutic 

approach for H. pylori eradication by Zullo et al. in 2000 [22].  

This regimen is strictly an innovative approach rather than a 

new strategy because it is based on a different combination of 

well-known drugs with an approved indication for H. pylori 
eradication. Meta-analyses conducted between 2007 and 2009, 

pooling mostly Italian evidence, confirmed the advantage of 10-

day SQT (cure rates >90%) over 7- or 10-day STT [15, 16, 23, 

24]. In 2012 and 2013, two updated meta-analyses [25, 26] and 

two systematic reviews [27, 28], including studies on sequential 

therapy from Asia, Europe, and Latin America, showed that the 

mean eradication rates were dramatically lower (79-84%) than 

those reported in the early Italian trials [15, 16, 23, 24]. These 

poor results were confirmed in a global meta-analyses in 2013 

Table 2. Adverse effects reported by the patients during treatment

Adverse event
Total number of patients (number of patients with mild/ moderate/ severe adverse 

events)

Standard triple (n = 70) Sequential (n = 70)

Nausea 0 (0/0/0) 6 (0/5/1)

Vomiting 0 (0/0/0) 4 (0/4/0)

Taste perversion 0 (0/0/0) 1 (0/2/0)

Diarrhea 1 (1/0/0) 1 (1/0/0)

Headache 1 (1/0/0) 0 (0/0/0)

Weakness  1 (1/0/0) 0 (0/0/0)

Skin rash 2 (2/0/0) 0 (0/0/0)

Other 0 (0/0/0) 1 (1/0/0)

Table 3. Major outcomes of the two therapies

Outcome characteristic

Rate % (number/total number)

p-valueStandard triple therapy

(n = 70)

Sequential therapy 

(n = 70)

Eradication rate

          Intention-to-treat 71.4 (50/70) 50.0 (35/70) 0.033

          Per-protocol 72.5 (50/69) 51.5 (35/68) 0.018

Adverse events 7.6 (5/70) 18.6 (13/70) 0.043

First Line Therapy of H. pylori
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when overall cure rates were found to be 84% [29].

Some studies reported that CAM resistance decreased 

the efficacies of both SQT and STT, and that MNZ resistance 

decreased the efficacy of SQT. In 2014, Zhou et al. reported no 

significant difference between the eradication rates achieved 

with STT (66.4%) and SQT (72.1%) in either the ITT analysis or 

the PP analysis (72.7% and 76.5%, respectively) [30]. Patients 

in the SQT group with dual CAM-resistance and MNZ-resistance 

had a low eradication rate (43.9%) [30]. Therefore, the results 

of our study may be partly due to the increasing prevalence of 

antibiotic resistance. 

The most commonly used antibiotics in the first line 

treatment of H. pylori in Mongolia include AMX, CAM, or 

MNZ. The unpublished result from our group reported that the 

antibiotic resistant strains of H. pylori were common in the 

Mongolian population (the resistance rate for AMX, CAM and 

MNZ were 17.6%, 37.4% and 72.5%, respectively). The current 

recommendations from the Maastricht IV guidelines showed 

that in an area where the resistance rate of CAM is more than 

15-20%, it would be not recommended to use the STT [10]. 

Therefore, regimens including CAM are also not suitable and 

should not be chosen as first-line treatments in Mongolia. H. 
pylori resistance to MNZ was very high (72.5%) in Mongolia. 

This finding was consistent with other studies from developing 

countries, possibly due to the common use of MNZ to treat 

parasitic infections, periodontal, and gynecological diseases in 

developing countries, including Mongolia. Considering the high 

prevalence of MNZ resistance, the question arises whether we 

should continue to use MNZ widely in the first-line treatment of 

H. pylori in Mongolia.

Black market drugs and the over the counter availability 

of antibiotics to the general population is a major problem in 

Mongolia. This fact could be partly responsible for such a high 

prevalence of H. pylori resistance to the three antibiotics 

tested. Here, our results provide more evidence for enforcing 

stricter drug regulation policy in Mongolia in the long term. In 

the near future, it is necessary to continuously monitor H. pylori 
resistance to drugs used in eradication therapies, especially 

information on resistance to CAM and MNZ is most valuable. 

This knowledge should be organized into suggested first- and 

second-line treatment guidelines by the professional bodies and 

communicated to the medical community on a periodic basis to 

optimize therapy. 

The main limitations of this study were the fact that it was a 

single-center study conducted on a small sample size, taken from 

a geographically limited population in Ulaanbaatar, Mongolia. 

Furthermore, due to the nature of design of the study, treatment 

was provided in an open-label manner with inadequate blinding. 

The strong point of this study is it being the first study that is 

evaluating the effect of STT and SQT on H. pylori eradication 

in Mongolia.

In conclusion, the eradication rate was significantly 

higher in the STT group compared with the SQT group. But 

the eradication efficacies of both STT and SQT for H. pylori 
infection in Mongolia were unacceptable. We suggest more 

evidence-based search and adoption of alternative standard 

treatment regimens with good efficacy and safety. In the case of 

failing first line therapy, an individual antibiotic resistance study-

led approach should be undertaken. Therapy duration is one of 

the factors that increased therapeutic efficacy. Future studies 

into alternative treatment should also include head-to-head 

comparison of the same regimens with 10- and 14-day therapy 

durations to increase efficacy. 

Conflict of Interest

The authors state no conflict of interest.

References

1.	 Hunt RH, Xiao SD, Megraud F, Leon-Barua R, Bazzoli F, van 

der Merwe S, et al. Helicobacter pylori in developing 

countries. World gastroenterology organisation global 

guideline. J Gastrointestin Liver Dis 2011; 20: 299-304.

2.	 Nyamdavaa T. The influence of sanitary hygienic conditions 

to the prevalence of H. pylori infection and treatment 

features of the H. pylori associated disease in Mongolia. 

Journal of Mongolian Study Group for H pylori 2013; 1: 

18.

3.	 Namdag B. Clinical and morphological features of 

Helicobacter pylori - associated and non- associated 

chronic gastritis among adults of Ulaanbaatar City. 

Diagnosis 2001; 1: 118-121.

4.	 Matsuhisa T, Yamaoka Y, Uchida T, Duger D, Adiyasuren 

B, Khasag O, et al. Gastric mucosa in Mongolian and 

Japanese patients with gastric cancer and Helicobacter 

Byambajav Tsogt-Ochir et al.



174          www.cajms.mn

pylori infection. World J  Gastroenterol: 2015; 21: 8408-

8417.

5.	 Otgonsuren G. Some aspects of diagnostic  and therapeutic 

improvements of chronic gastroduodenitis in children. 

Journal of Mongolian Study Group for H pylori 2013; 1: 

14.

6.	 Oyuntsetseg K. Improvement of endoscopic diagnosis 

and therapy of peptic ulcer disease. Medical Science of 

Mongolia 2003; 7: 9-13.

7.	 Graham DY, Lew GM, Klein PD, Evans DG, Evans DJ, 

Saeed ZA, et al. Effect of treatment of Helicobacter 
pylori infection on the long-term recurrence of gastric or 

duodenal ulcer: a randomized, controlled study. Ann Intern 

Med 1992; 116: 705-708.

8.	 Uemura N, Okamoto S, Yamamoto S, Matsumura N, 

Yamaguchi S, Yamakido M, et al. Helicobacter pylori 
infection and the development of gastric cancer. N Engl J 

Med 2001; 345: 784-789.

9.	 Asaka M, Kato M, Takahashi S, Fukuda Y, Sugiyama T, Ota 

H, et al. Guidelines for the management of Helicobacter 
pylori infection in Japan: 2009 revised edition. 

Helicobacter 2010; 15: 1-20.

10.	 Malfertheiner P, Megraud F, O’Morain CA, Atherton J, Axon 

AT, Bazzoli F, et al. Management of Helicobacter pylori 
infection—the Maastricht IV/Florence consensus report. 

Gut 2012; 61: 646-664.

11.	 Heo J, Jeon SW. Optimal treatment strategy for 

Helicobacter pylori: era of antibiotic resistance. World 

J Gastroenterol 2014; 20: 5654-5659.

12.	 Greenberg ER, Anderson GL, Morgan DR, Torres J, Chey 

WD, Bravo LE, et al. 14-day triple, 5-day concomitant, and 

10-day sequential therapies for Helicobacter pylori 
infection in seven Latin American sites: a randomised trial. 

Lancet 2011; 378: 507-514.

13.	 Malfertheiner P, Bazzoli F, Delchier J, Celinski K, Giguere 

M. Riviere M, et al. Helicobacter pylori eradication 

with a capsule containing bismuth subcitrate potassium, 

metronidazole, and tetracycline given with omeprazole 

versus clarithromycin-based triple therapy: a randomised, 

open-label, non-inferiority, phase 3 trial. Lancet 2011; 

377: 905-913.

14.	 Vaira D, Zullo A, Vakil N, Gatta L, Ricci C, Perna F, et al. 

Sequential therapy versus standard triple-drug therapy for 

Helicobacter pylori eradication: a randomized trial. Ann 

Intern Med 2007; 146: 556-563.

15.	 Jafri NS, Hornung CA, Howden CW. Meta-analysis: 

sequential therapy appears superior to standard therapy 

for Helicobacter pylori infection in patients naive to 

treatment. Ann Intern Med 2008; 148: 923-931.

16.	 Zullo A, De Francesco V, Hassan C, Morini S, Vaira D. The 

sequential therapy regimen for Helicobacter pylori 
eradication: a pooled-data analysis. Gut 2007; 56: 1353-

1357.

17.	 Dixon MF, Genta RM, Yardley JH, Correa P. Classification 

and grading of gastritis. The updated Sydney system. Am J 

Surg Pathol 1996; 20: 1161-1181.

18.	 Graham DY, Lu H, Yamaoka Y. A report card to grade 

Helicobacter pylori therapy. Helicobacter  2007; 12: 

275-278.

19.	 Tokunaga K, Tanaka A, Sugano H, Takahashi S. The present 

status and problems of Helicobacter pylori first-line 

eradication therapy. Nippon Rinsho. Japanese Journal of 

Clinical Medicine 2009; 67: 2291-2296.

20.	 Janssen M, Van Oijen AH, Verbeek AL, Jansen JB, De 

Boer WA. A systematic comparison of triple therapies 

for treatment of Helicobacter pylori infection with 

proton pump inhibitor/ranitidine bismuth citrate plus 

clarithromycin and either amoxicillin or a nitroimidazole. 

Aliment Pharmacol Ther 2001; 15: 613-624.

21.	 Laheij RJ, Rossum LG, Jansen JB, Straatman H, Verbeek AL. 

Evaluation of treatment regimens to cure Helicobacter 
pylori infection—a meta‐analysis. Aliment Pharmacol 

Ther 1999; 13: 857-864.

22.	 Zullo A, Rinaldi V, Winn S, Meddi P, Lionetti R, Hassan C 

et al. A new highly effective short-term therapy schedule 

for Helicobacter pylori eradication. Aliment Pharmacol 

Ther 2000; 14: 715-718.

23.	 Tong JL, Ran ZH, Shen J, Xiao SD. Sequential therapy 

vs. standard triple therapies for Helicobacter pylori 
infection: a meta‐analysis. J Clin Pharm Ther  2009; 34: 

41-53.

24.	 Gatta L, Vakil N, Leandro G, Di Mario F, Vaira D. 

Sequential therapy or triple therapy for Helicobacter 
pylori infection: systematic review and meta-analysis of 

randomized controlled trials in adults and children. Am  J 

Gastroenterol 2009; 104: 3069-3079.

First Line Therapy of H. pylori



www.cajms.mn          175Vol.2• No.2• November 2016

25.	 Horvath A, Dziechciarz P, Szajewska H. Meta‐analysis: 

sequential therapy for Helicobacter pylori eradication 

in children. Aliment Pharmacol Ther 2012; 36: 534-541.

26.	 Yoon H, Lee DH, Kim N, Park YS, Shin CM, Kang KK, et al. 

Meta‐analysis: Is sequential therapy superior to standard 

triple therapy for Helicobacter pylori infection in Asian 

adults? J Gastroenterol Hepatol 2013; 28: 1801-1809.

27.	 Zullo A, Hassan C, Ridola L, De Francesco V, Vaira D. 

Standard triple and sequential therapies for Helicobacter 
pylori eradication: an update. Eur J Intern Med 2013; 24: 

16-19.

28.	 Kate V, Kalayarasan R, Ananthakrishnan N. Sequential 

therapy versus standard triple-drug therapy for 

Helicobacter pylori eradication: a systematic review of 

recent evidence. Drugs 2013; 73: 815-824.

29.	 Gatta L, Vakil N, Vaira D, Scarpignato C. Global eradication 

rates for Helicobacter pylori infection: systematic review 

and meta-analysis of sequential therapy. BMJ 2013; 347: 

f4587.

30.	 Zhou L, Zhang J, Chen M, Hou X, Li Z, Song Z, et al. A 

comparative study of sequential therapy and standard 

triple therapy for Helicobacter pylori infection: a 

randomized multicenter trial. Am J Gastroenterol 2014; 

109: 535-541.

Byambajav Tsogt-Ochir et al.


