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 Disclaimer: These guidelines are not intended to replace clinical judgment. An Infectious Diseases consultation is always 

available for complex patients and should be strongly considered for severe infections and immunocompromised patients. 

 

  

First Line Therapies

•Bismuth Quadruple Therapy for 14 days

•Proton Pump Inhibitor (see options below)

•Bismuth subsalicylate (Pepto Bismol) 30 mL (262 mg/15 mL) PO 
four times daily

•Metronidazole 500 mg PO four times daily

•Tetracycline 500 mg PO four times daily

Second Line Therapies (in order of preference)

•Bismuth Quadruple Therapy for 14 days (may repeat)

•Rifabutin Triple for 14 days (Non-formulary)

•Proton Pump Inhibitor

•Amoxicillin 1000 mg PO twice daily

•Rifabutin 300 mg PO once daily

• Levofloxacin Triple for 14 days

•Proton Pump Inhibitor

• Levofloxacin 750 mg PO daily

•Amoxicillin 1000 mg PO three times daily

Proton Pump Inhibitors 
Medication Dose/Frequency Inpatient Formulary 

product 
Pantoprazole 40 mg twice daily Y 

Omeprazole 20 mg twice daily N 

Esomeprazole 40 mg once daily N 
Lansoprazole 30 mg twice daily Y 

Antimicrobial Stewardship 
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 Additional Considerations: 

Test for Cure after Therapy 

Utilization of a urea breath test, fecal antigen test, or biopsy-based testing is recommended at least 4 
weeks after antibiotic therapy has been completed. PPI therapy should be held for at least 1-4 weeks 
prior to testing. 

Susceptibility Testing 

Empiric, guideline-directed therapy is appropriate for primary cases of H. pylori, and susceptibility 
testing is not routinely performed. Susceptibility testing and targeted therapy should be considered in 
patients who have failed prior lines of therapy since resistance to components of salvage therapy 
regimens (e.g., clindamycin, levofloxacin) is highly prevalent. There are multiple limitations with 
obtaining accurate and useful cultures.1 If a patient has failed multiple prior lines of therapy, consider 
GI consultation to obtain endoscopic specimen for culture and susceptibility testing. 

Enteral Feeding Tube Administration  

For patients receiving medications through enteral feeding tubes, only gastric tubes including NG or G 
tubes may be utilized. H. pylori has multiple adaptations that allow it to survive in the stomach 
necessitating the need for medication to reach this site of action.4 Post-pyloric tubes (J-tube) should 
not be utilized.  

Tetracycline vs. Doxycycline 

The previous Carilion H. pylori treatment guideline recommended the use of doxycycline in place of 
tetracycline to improve tolerability. However, the American College of Gastroenterology recommends 
against the substitution of doxycycline for tetracycline as doxycycline has been shown to have 
decreased efficacy in achieving H. pylori eradication.6 

IV Antibiotics 

IV antibiotics should generally be avoided for the treatment of H. pylori. Inpatients with a diagnosed 
H. pylori infection may be unable to receive oral therapy for various reasons (e.g., gastric ulcer, 
perforation, recent surgery, etc.). Although IV antibiotics are often considered an intuitive solution in 
these cases, clinical data is lacking and inconsistent.  
 
Studies that have demonstrated comparable eradication rates with IV therapy are limited by small 
sample sizes, use of antibiotics with highly prevalent resistance or inferior efficacy, and heterogenous, 
sub-optimal treatment durations.2-4 Furthermore, some studies have found contrary results and report 
inferior outcomes with IV therapy compared to oral courses.4,5 As a result, the 2024 American College 
of Gastroenterology guidelines do not acknowledge IV therapy as a treatment option, and oral 
regimens are considered the standard of care.6 These recommendations are also supported by some 
evidence that oral administration leads to local delivery of antibiotics within the gastric mucosa that is 
optimal for eradication.7 
 
Since H. pylori is a chronic infection with long-term sequelae rather than acute consequences, 
treatment should be deferred until a guideline-directed oral treatment regimen can be safely 
initiated. This includes patients with recent repair of peptic ulcers.8 It is likely more important that 
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these patients with confirmed complications of H. pylori receive best available therapy to increase 
likelihood of eradication. Patients who have prolonged contraindications to receiving oral antibiotics 
may be considered for IV therapy on a case-by-case basis. If a patient is started on an IV regimen, it 
should be switched to an appropriate oral regimen as soon as possible and a full oral course should be 
completed regardless of IV therapy duration. 
 
Suggested IV Regimen: Transition to full PO course as soon as clinically feasible 
PO Amoxicillin → IV Ampicillin 
PO Metronidazole → IV Metronidazole 
PO PPI → IV Pantoprazole 
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