
Helicobacter pylori:
corrections and comments

In the article “Helicobacter pylori: new
developments and treatments”

(Can Med Assoc J 1997;156[11]:1565-
74), by Dr. Sander J.O. Veldhuyzen
van Zanten and associates, the 4th
drug regimen (for omeprazole in
combination with 3 other drugs), pre-
sented in Table 1 and discussed in the
text on page 1591, does not match the
regimen presented in reference 97,
the article cited for this information.
The original Lancet article1 recom-
mended omeprazole 20 mg twice
daily, not once daily. Patients in the
omeprazole group received that drug
for 3 days before initiation of treat-
ment with the other drugs (bismuth
subsalicylate, metronidazole and
tetracycline [BMT]). In addition, the
dosage for metronidazole was 250 mg
3 times daily, not 4 times. Finally, the
volume number for the reference was
given incorrectly; it is 345, not 335.
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The authors of this article cite a
long list of references, 112 in all,

which I assume represents a fairly
comprehensive review of the available
scientific data on the subject of Heli-
cobacter pylori infection and ulcers.
However, the words “double blind”
appear in the title of only one paper
of those listed (reference 63),1 and the
title of that paper suggests that the
outcome was judged by biochemical
rather than patient findings.

Despite an interest in H. pylori and
the effect of its eradication, I have yet
to see a double-blind trial comparing
documented ulcer recurrence over a

substantial period in patients receiv-
ing conventional therapy plus
placebo and those receiving conven-
tional therapy plus H. pylori eradica-
tion therapy.

If such a trial exists, I would be
grateful to have it brought to my at-
tention. Without such evidence, H.
pylori eradication is a pack of cards
supported only by the massive in-
vestments in marketing by the mak-
ers of proton-pump inhibitors.
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[The authors respond:]

We would like to thank Janet
Cooper for pointing out the

errors in our article. Although the
dosing schedule from reference 97
was indeed quoted incorrectly, the
dosages for omeprazole-BMT
quadruple therapy given in Table 1
were correct: omeprazole 20 mg, bis-
muth subsalicylate 2 tablets qid,
metronidazole 250 mg qid and tetra-
cycline 500 mg qid. This was based
on our “best estimate” from the pub-
lished literature, including references
98 and 99 in our paper as well as
other recently published studies.1–3

Unfortunately, there are no defin-
itive, head-to-head comparative
studies resolving all of the questions
about doses and treatment duration.
The following issues are still un-
clear: Is a twice-daily dose of
omeprazole better than a once-daily
dose? Does treatment with omepra-
zole before the initiation of BMT
improve success? What is the best
dose and frequency for metronida-
zole, and what is the optimal dura-

tion of treatment? Future studies
should help resolve these uncertain-
ties.

Paul Cary is correct in noting that
randomized controlled trials (RCT)
are the gold standard for the evalua-
tion of new therapies. He is mis-
taken in stating that few such trials
are available for H. pylori. Indeed,
several of the studies evaluating
treatment that we cited in our paper
are high-quality RCTs meeting the
criteria of grade I evidence. In fact,
for duodenal ulcer trials the evi-
dence is so overwhelming that the
US Food and Drug Administration
now accepts successful cure of H. py-
lori infection as a surrogate end-
point, and proof of a decrease in the
frequency of recurrence of the ulcer
is no longer required.
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Needle exchange programs

The thing that bothers me about
articles on needle exchange pro-

grams, such as the one by Michelle
Gold and associates (“Needle ex-
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