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Eradication of Helicobacter pylori (Hp) is necessary for preventing peptic ulcers and stomach cancer. The
potassium-competitive acid blocker vonoprazan is a gastric acid secretion inhibitor that improves the
success rate of Hp eradication through its immediate and persistent inhibition of acid excretion. In Japan,
first-line treatment involves a regimen in which vonoprazan is combined with amoxicillin and clarithromycin,
while second-line treatment involves vonoprazan combined with amoxicillin and metronidazole. However,
in contrast to the vonoprazan-based first-line therapy, no studies have investigated the factors influencing
the success of vonoprazan-based second-line therapy. In this study, we therefore aimed to investigate
factors related to the success of vonoprazan-based second-line therapy. We analyzed the association
between the success of Hp eradication and patient factors including metronidazole/amoxicillin minimal
inhibitory concentrations (MICs). MICs were measured using the Hp isolated from each patient. A receiver
operating characteristic (ROC) analysis was conducted to examine continuous variables and eradication
success. We reviewed the records of 33 patients (age: 34-79 years, male/female: 22/11, and body mass
index (BMI): 16.1-28.8 kg/m?) who underwent vonoprazan-based second-line therapy after failure of first-
line therapy at seven Japanese facilities between October 2018 and June 2019. The eradication success
rate was 81.8% (27/33). ROC analysis revealed an area under the curve and BMI cutoff value of 0.796 and
23.8 kg/m?, respectively. The eradication success rate was higher in patients with high BMI than in those
with low BMI (p = 0.007). Our findings indicate that higher BMI is correlated with the success of
vonoprazan-based second-line therapy.
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gastritis, peptic ulcers, stomach cancer, and mucosa-associ-

Introduction ated lymphoid tissue lymphoma (Asaka et al. 1996; Uemura

Helicobacter pylori (Hp) are gram-negative flagellated et al. 2001; Malfertheiner et al. 2017). To prevent recur-
spiral bacteria first detected by Warren and Marshall (1983). rence of peptic ulcers and reduce the risk of stomach can-
Hp infection is a chronic infectious disease that induces cer, Hp eradication therapy is recommended for patients
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with confirmed Hp infection (Leodolter et al. 2001; Lee et
al. 2016). Regimens for Hp eradication involve treatment
with gastric acid secretion inhibitors and antimicrobials,
and regimens with an eradication success rate greater than
90% are recommended (Graham and Fischbach 2010).

Various eradication therapies for Hp have been imple-
mented worldwide (Hu et al. 2017). The conventional regi-
men involving proton pump inhibitors (PPIs) combined
with amoxicillin and clarithromycin therapy (hereafter, PPI-
based first-line therapy) is utilized for first-line eradication
therapy in Japan. However, decreases in the eradication
success rate due to increases in antibiotic-resistant bacteria
represent a major issue (Graham and Fischbach 2010;
Thung et al. 2016). Recent studies have reported that the
eradication success rate of PPI-based first-line therapy has
fallen from 90% to 70% in Japan (Nishizawa et al. 2015;
Murakami et al. 2016). However, the potassium-competi-
tive acid blocker vonoprazan, a novel gastric acid secretion
inhibitor, represents a potential solution to this problem.

Similar to PPIs, vonoprazan inhibits gastric hydrogen/
potassium-ATPase, an enzyme that catalyzes the final step
in the gastric acid secretion pathway. However, unlike
PPIs, vonoprazan inhibits the enzyme in a potassium-com-
petitive and reversible manner (Andersson and Carlsson
2005). Vonoprazan has a potent and a long-lasting anti-
secretory effect due to its high accumulation and slow clear-
ance from gastric tissue (Hori et al. 2010, 2011; Shin et al.
2011).

Sufficient suppression of gastric acid secretion is
known to influence the success ot Hp eradication therapy.
Previous studies have reported that suppression of gastric
acid secretion increases the sensitivity of Hp to antimicrobi-
als and increases the concentration of antimicrobials in the
gastric mucus, thereby improving the Hp eradication suc-
cess rate (Villoria et al. 2008; Marcus et al. 2012).
Compared with conventional PPIs, vonoprazan is associ-
ated with increases in the eradication success rate through
its potent, immediate, and persistent inhibition of acid
excretion (Suzuki et al. 2016; Kusano et al. 2018; Lyu et al.
2019). Vonoprazan combined with amoxicillin and clar-
ithromycin (herealter, vonoprazan-based first-line therapy)
has been associated with an eradication success rate of
88%. which is superior to that of PPl-based first-line ther-
apy (Jung et al. 2017). Second-line eradication therapy is
recommended for patients in whom first-line therapy has
failed. Although a regimen involving PPIs combined with
amoxicillin and metronidazole therapy (hereafter, PPI-
based second-line therapy) is conventionally utilized for
second-line eradication therapy in Japan, PPIs may be
swapped out for vonoprazan. A recent study reported a
90% eradication success rate for vonoprazan combined with
amoxicillin and metronidazole (hereafter, vonoprazan-based
second-line therapy), which is superior to that reported for
PPI-based second-line therapy (Shinozaki et al. 2020).
Given these findings, vonoprazan-based eradication therapy
is recommended by the Japanese guidelines (Kato et al.

2019). However, Hp eradication fails in some patients
despite treatment with vonoprazan-based eradication
therapy.

Several studies have investigated the clinical factors
related to the success of vonoprazan-based first-line ther-
apy. However, to the best of our knowledge, no studies
have investigated the patient factors related to the success
of vonoprazan-based second-line therapy. The significance
of conducting antimicrobial susceptibility tests is also
unknown in the context of vonoprazan-based second-line
therapy. Thus, the present study aimed to investigate the
associations between patient factors, including metronida-
zole/amoxicillin susceptibility, and the success of vonopra-
zan-based second-line therapy.

Materials and Methods

Patients

The present study is a subgroup analysis of the pri-
mary study, “Seven-day vonoprazan and low-dose amoxi-
cillin dual therapy as first-line Helicobacter pylori treat-
ment: a multicenter randomized trial in Japan (Suzuki et al.
2020).” The primary study was registered in the University
Hospital Medical Information Network (UMIN) on
September 14, 2018 (clinical trial registration number:
UMINO000034140). The primary study was comprised of a
multicenter randomized controlled trial that utilized two-
drug therapy (vonoprazan 20 mg twice per day with amoxi-
cillin 750 mg twice per day, administered for 7 days) or
three-drug therapy (vonoprazan 20 mg twice per day with
amoxicillin 750 mg twice per day and clarithromycin 200
mg twice per day, administered for 7 days) as the first-line
eradication therapy for 335 patients who were Hp-positive.
The eradication success rates were compared between the
two groups.

The present study identified 335 patients aged 20-79
years who were Hp-culture-positive in seven Japanese
facilities and underwent eradication therapy between
October 2018 and June 2019. Patients in whom first-line
eradication therapy had failed who subsequently underwent
vonoprazan-based second-line therapy (vonoprazan 20 mg
twice per day with amoxicillin 750 mg twice per day and
metronidazole 250 mg twice per day, administered for 7
days) were enrolled in the present study. The exclusion cri-
teria included drug allergies, history of gastrectomy, preg-
nancy or nursing, regular PPI use, and use of antimicrobial
agents or steroids and an inability to discontinue them.
Furthermore, patients who underwent second-line eradica-
tion therapies other than vonoprazan-based second-line
therapy were excluded. All patient data were obtained ret-
rospectively from the primary study databases.

Definition of eradication success and failure

First-line eradication therapy failure was defined as
having a value of > 2.5% in a urea breath test (UBT) con-
ducted at least 4 weeks after first-line eradication therapy.
Second-line eradication success was defined as having a
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value of <2.5% in a UBT conducted at least 4 weeks after
second-line eradication therapy. We utilized the UBIT tab-
let (Otsuka Pharmaceutical, Tokyo, Japan) for the UBT.

Antimicrobial susceptibility test

Patients were confirmed to have Hp infection via gas-
tric mucosal culture inspections. Antimicrobial susceptibil-
ity tests were simultaneously conducted with the micro-
broth dilution method using Eiken Chemical dry plates
(Eiken Chemical, Tokyo, Japan). A solution using an anti-
microbial agent against a fixed quantity of Hp was cultured.
The minimum inhibitory concentration (MIC) was defined
as the minimum antimicrobial concentration wherein cloud-
iness was not visually observed in the cultured solution.
The MICs of metronidazole and amoxicillin were measured
within the ranges of 4-16 and 0.015-1 ug/mL, respectively.

Study outcomes and statistical analyses

The study outcomes were the relationships between
the following variables and the success of vonoprazan-
based second-line therapy: age, sex, height, weight, body
mass index (BMI), histories of smoking and alcohol con-
sumption, regular PPI use prior to study participation, met-
ronidazole/amoxicillin MICs, and the presence of
Hp-related diseases. Hp induces peptic ulcers and stomach
cancer (Asaka et al. 1996; Uemura et al. 2001;
Malfertheiner et al. 2017). The presence of Hp-related dis-
eases was defined as having a history of gastric ulcers. duo-
denal ulcers, or endoscopic resection for gastric neoplasia.
Previous studies have reported that these factors are associ-
ated with the success of other Hp eradication regimens (Xia
et al. 1994; Lopez-Brea et al. 1999; Hsu et al. 2005; Suzuki
et al. 2006; Nishizawa et al. 2007; Abdullahi et al. 2008;
Singh et al. 2008; Matsumoto et al. 2016; Chen et al. 2017;
Costa et al. 2017; Shinozaki et al. 2018; Tan et al. 2018;
Kusunoki et al. 2019; Lee et al. 2019). A receiver operating
characteristic (ROC) analysis was used to evaluate the rela-
tionships between continuous variables (age, height, weight,
BMI, metronidazole/amoxicillin MICs) and eradication
success. ROC curves relating to each continuous variable
and eradication success were created, and both the area
under the curve (AUC) and cutoff values were calculated.
The cutoff values were set as the threshold at which the sum
of the sensitivity and specificity values was at a maximum.
The ROC curves were created by setting the metronidazole
MIC values that were <4 pg/mL as 4 ug/mL and those that
were > 16 pg/mL as 32 yg/mL. The ROC curves were cre-
ated by setting the amoxicillin MIC values that were <
0.015 ug/mL as 0.015 pug/mL. The following standards
were used to determine the eradication success relationships
in terms of the AUC values: AUC = 1.0, perfect correlation;
0.9 < AUC < 1.0, excellent correlation; 0.8 < AUC < 0.9,
good correlation; 0.7 < AUC < 0.8, fair correlation: 0.6 <
AUC < 0.7. poor correlation; 0.5 < AUC < 0.6, failed corre-
lation; and AUC < 0.5, no correlation. Continuous vari-
ables were classified into categorical variables using the

calculated cutofl values. Pearson’s chi-square test was used
to evaluate the relationships between the categorical vari-
ables (age, sex, height, weight, BMI, histories of smoking
and alcohol consumption, regular PPI use prior to study
participation, metronidazole/amoxicillin MICs, presence of
Hp-related diseases) and eradication success. Statistical
significance was determined as p < 0.05. EZR software
(Jichi Medical University Saitama Medical Center, Saitama,
Japan) was used for statistical analyses (Kanda 2013).

Results

Patients and Hp eradication success rate

Among the 335 patients who underwent first-line erad-
ication therapy, the treatment failed in 39. Among them,
four patients underwent second-line eradication therapy
with regimens other than vonoprazan-based second-line
therapy, while 35 patients underwent vonoprazan-based
second-line therapy. Three patients received rabeprazole 10
mg twice per day with amoxicillin 750 mg twice per day
and metronidazole 250 mg twice per day, administered for
7 days, due to the physicians® preference. One patient
received vonoprazan 20 mg twice per day with clarithromy-
cin 400 mg twice per day and metronidazole 250 mg twice
per day, administered for 7 days, due to an allergy to amox-
icillin. Among the 35 patients who underwent vonoprazan-
based second-line therapy, 33 patients completed a UBT,
whereas the remaining two patients did not. The 33 patients
(age: 34-79 years; male/female: 22/11) who underwent
vonoprazan-based second-line therapy and a UBT were
selected for the present study. A flowchart of the patient
selection process for the subgroup analysis is shown in Fig.
1. The vonoprazan-based second-line therapy success rate
was 81.8% (95% confidence interval: 64.5-93.0%:; 27/33).

ROC curves and cutoff values for patient physical factors

The AUC values of the ROC curves for continuous
variables of each patient physical factor and eradication
success were as follows: age, 0.537; height, 0.565; weight,
0.673; and BMI, 0.796. The AUC value of BMI indicated
fair correlation. The ROC curve for BMI and eradication
success rate are shown in Fig. 2. The cutofl values of the
ROC curves for each patient physical factor and eradication
success were as follows: age, 58 years; height, 157 cm;
weight, 56 kg; and BMI, 23.8 kg/m>.

Distribution of the metronidazole/amoxicillin MIC values
and eradication success rate according to metronidazole/
amoxicillin MIC values

The distribution of metronidazole MIC values was as
follows: <4 ug/mL, 3.0% (1/33); 8 ug/mL, 36.4% (12/33);
16 pg/mL, 48.5% (16/33); and > 16 pg/mL, 12.1% (4/33).
The distribution of amoxicillin MIC values was as follows:
<0.015 pug/mL, 81.8% (27/33); 0.03 pg/mL, 12.1% (4/33);
and 0.06 pg/mL, 6.1% (2/33).

The Hp eradication success rate according to metroni-
dazole MIC value was as follows: MIC < 4 ug/mL, 100%
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First-line eradication
therapy failure (n = 39)

Vonoprazan-based
second-line therapy
(n = 35)

Other eradication
regimens (n = 4)

UBT was not

performed (nh = 2)

Analyzed patients
(n=33)

Fig. 1. Flowchart of the patient selection process.

First-line eradication therapy failed in a total of 39 patients. Of these, four patients underwent second-line eradication
therapy other than vonoprazan-based second-line therapy, while the remaining 35 patients underwent vonoprazan-based
second-line therapy. Of the 35 patients who underwent vonoprazan-based second-line therapy, 33 patients had
completed a UBT, whereas the remaining two patients did not. The 33 patients who underwent vonoprazan-based sec-
ond-line therapy and a UBT were selected for the present study.

UBT, urea breath test; vonoprazan-based second-line therapy, vonoprazan with amoxicillin and metronidazole therapy.

(1/1); MIC = 8 ug/mL, 83.3% (10/12); MIC = 16 ug/mL,
75.0% (12/16); and MIC > 16 ug/mL, 100% (4/4). The Hp
eradication success rate according to amoxicillin MIC value
was as follows: MIC <0.015 pg/mL, 81.5% (22/27); MIC
=0.03 ug/mL, 100% (4/4); and MIC = 0.06 pg/mL, 50.0%
(1/2).

The AUC value of the ROC curve for the metronida-
zole value against eradication success was 0.506 (Fig. 3),
indicating failed correlation. The AUC value of the ROC
curve for the amoxicillin MIC value against eradication
success was 0.497 (Fig. 4). Thus, there was no correlation
between the amoxicillin MIC values and eradication suc-
cess.

Relationship between patient fuctors and successful Hp
eradication

Continuous variables were classified into categorical
variables using the calculated cutoff values based on the
ROC analyses (age, 58 years; height, 157 cm; weight, 56
kg; BMI, 23.8 kg/m? metronidazole MIC value, 32 ug/mL;
amoxicillin MIC value, 0.03 gg/mL). Pearson’s chi-square
test was used to evaluate the relationships between each
variable and eradication success. The results of these anal-
yses are shown in Table 1.

The success rate of vonoprazan-based second-line
therapy was greater in the high-BMI patient group (> 23.8
kg/m?) than in the low-BMI patient group (< 23.8 kg/m%; p
=0.007). The maximum BMI value was 28.8 kg/m” in the

patients who achieved eradication success. There were no
severe obesity patients (> 30 kg/m?) in either eradication
success or failure (Table 1). No correlations were observed
between eradication success rates and other patient factors,
including metronidazole/amoxicillin MICs.

Discussion

To the best of our knowledge, the present study is the
first study to investigate patient factors related to the suc-
cess of vonoprazan-based second-line therapy for Hp infec-
tion. Our findings indicated that. among the patient factors
examined, only BMI was correlated with the success of
vonoprazan-based second-line therapy. In addition, metro-
nidazole/amoxicillin MIC values were not correlated with
the success of vonoprazan-based second-line therapy.

Previous reports have mostly focused on comparing
eradication success rates between vonoprazan-based sec-
ond-line therapy and PPI-based second-line therapy. One
of the latest meta-analyses has reported the superiority of
vonoprazan-based second-line therapy in terms of eradica-
tion success rate relative to PPI-based second-line therapy
(Shinozaki et al. 2020). Relative to PPIs, vonoprazan is
associated with potent, immediate, and persistent inhibition
of acid excretion regardless of the genetic polymorphisms
of CYP2C19, potentially explaining increases in the eradi-
cation success rate (Suzuki et al. 2016; Kusano et al. 2018;
Lyu et al. 2019). Patient factors such as age, sex, regular
PPI use, and clarithromycin resistance have also been asso-
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Fig. 2. ROC curve for body mass index.

The figure shows the ROC curve for BMI and the
eradication success of vonoprazan-based second-line
therapy. Data were analyzed for 33 patients who
completed vonoprazan-based second-line therapy. The
cutoff value of the ROC curve for BMI and eradication
success was 23.8 kg/m%. The AUC value for BMI and
eradication success was 0.796, indicating fair correlation.
AUC, area under the curve; BMI, body mass index;
ROC, receiver operating characteristic; vonoprazan-
based second-line therapy, vonoprazan with amoxicillin
and metronidazole therapy.

ciated with eradication success in individuals undergoing
vonoprazan-based first-line therapy (Matsumoto et al. 2016;
Shinozaki et al. 2018; Kusunoki et al. 2019). In the present
study, the success rate of vonoprazan-based second-line
therapy for Hp infection was higher in the high-BMI patient
group than in the low-BMI patient group. The relationship
between BMI and the success of Hp eradication is
controversial for other eradication regimens. Some studies
have also reported that higher BMI is correlated with a
higher eradication success rate than low BMI (Singh et al.
2008; Costa et al. 2017), while other studies have reported
the reverse (Abdullahi et al. 2008; Tan et al. 2018). These
discrepancies may be explained by differences in
eradication regimens and regions.

Previous studies on metronidazole pharmacokinetics
have reported that intravenously or intraorally administered
metronidazole is distributed in the muscle and fat tissues.
In the muscle and fat, the increase in metronidazole concen-
tration is gradual relative to that in the blood (Li and Qu
1992; Badia et al. 1995; Karjagin et al. 2005). The resi-
dence time of metronidazole in the body may have been
higher in the high-BMI group, which may have in turn
improved the eradication success rate. Thus, extending the
duration of administration or increasing the metronidazole
administration dose in the low-BMI patient group may

32 000 (1 000, 0 148)

AUC=0.506

00 +

10 08 06 04 02 0.0

Specificity

Fig. 3. ROC curve for metronidazole MIC values.

The figure shows the ROC curve for metronidazole MIC
values and eradication success of vonoprazan-based sec-
ond-line therapy. Data were analyzed for 33 patients
who completed vonoprazan-based second-line therapy.
The cutoff value of the ROC curve for metronidazole
MIC values and eradication success was 32 ug/mL. The
AUC value for metronidazole MIC values and
eradication success was 0.506, indicating failed correla-
tion.

AUC, area under the curve; MIC, minimal inhibitory
concentration; ROC, receiver operating characteristic;
vonoprazan-based second-line therapy, vonoprazan with
amoxicillin and metronidazole therapy.

improve the eradication success rate. However, further
research is required to verify this hypothesis.

Our findings indicated that cigarette smoking and
alcohol consumption were not related to the success of
vonoprazan-based second-line therapy. Meta-analyses have
reported that smoking decreases the eradication success rate
of PPI-based therapy by stimulating gastric acid secretion
and decreasing gastric blood flow and mucous secretion
(Lanas and Hirschowitz 1992; Iwao et al. 1993; Suzuki et
al. 2006). For this reason, the delivery of antibiotics to the
gastric mucosa is reduced. Other studies have reported that
alcohol consumption also decreases the eradication success
rate of PPI-based therapy (Hsu et al. 2005) by stimulating
gastric acid secretion (Tsukimi et al. 2001; Matsuno et al.
2002). In contrast, recent studies have reported that neither
smoking nor alcohol consumption decreases the eradication
success rate of vonoprazan-based first-line therapy (Sakurai
et al. 2017; Takara et al. 2019), which can be explained by
the more potent inhibition of acid excretion by vonoprazan
than by PPI. In accordance with these findings. smoking
and alcohol consumption did not decrease the eradication
success rate of vonoprazan-based second-line therapy in the
present study.

The metronidazole MIC value was not correlated with
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Fig. 4. ROC curve for amoxicillin MIC values.

The figure shows the ROC curve for amoxicillin MIC
values and eradication success of vonoprazan-based sec-
ond-line therapy. Data were analyzed for 33 patients
who completed vonoprazan-based second-line therapy.
The cutoff value of the ROC curve for amoxicillin MIC
values and eradication success was 0.03 ug/mL. The
AUC value for amoxicillin MIC values and eradication
success was 0.497. There was no correlation between the
amoxicillin MIC values and eradication success.

AUC, area under the curve; MIC, minimal inhibitory
concentration; ROC, receiver operating characteristic;
vonoprazan-based second-line therapy, vonoprazan with
amoxicillin and metronidazole therapy.

the success of vonoprazan-based second-line therapy.
Notably, the method used for antimicrobial susceptibility
testing is important. The present study used the microbroth
dilution method. The disk diffusion method. epsilometer
test (E-test), and agar plate dilution method have also been
used for antimicrobial susceptibility testing in other Hp
studies (Hu et al. 2017). The microbroth dilution method is
a standard method established by the Clinical and
Laboratory Standards Institute and is considered the most
accurate and precise method for antimicrobial susceptibility
testing (Jorgensen and Ferraro 2009). The disk diffusion
method is a qualitative method based on the microbroth
dilution method and cannot measure MIC values directly.
The E-test is a method developed in Sweden that was based
on the agar plate dilution method (Baker et al. 1991).
Similar to the microbroth dilution method, the agar plate
dilution method is a fundamental antimicrobial susceptibil-
ity test. However, it is not used in everyday investigations
due to its technical complexity. Compared with the agar
plate dilution method, the microbroth dilution method is
advantageous for the following reasons: (I) It conserves
antimicrobial agents and culture media; (II) it is simple to
perform; (III) the materials can endure long-term storage;
and (IV) the process can be automated (Jorgensen and

Ferraro 2009). The microbroth dilution method is currently
the standard method of antimicrobial susceptibility testing.
Previous studies that have investigated the correlations
between metronidazole resistance and the success of Hp
eradication therapy under various regimens utilizing metro-
nidazole are summarized in Table 2 (Xia et al. 1994; Lopez-
Brea et al. 1999; Nishizawa et al. 2007; Lee et al. 2019).
EUCAST, The European Committee on Antimicrobial
Susceptibility Testing (2020) determined that in vitro met-
ronidazole resistance should be set at an MIC value of > 8
ug/mL. Based on this cutofl value, the metronidazole resis-
tance rate was either equal to or above the clarithromycin
resistance rate (Hu et al. 2017). The Maastricht V/Florence
Consensus Report recommended that Hp eradication ther-
apy regimens should be determined based on the results of
antimicrobial susceptibility tests (Malfertheiner et al. 2017).
As shown in Table 2, relative to the metronidazole-suscep-
tible group, previous regimens without vonoprazan had a
decreased eradication success rate in the metronidazole-
resistant group. However, the metronidazole-resistant
group had an eradication success rate equivalent to that of
the metronidazole-susceptible group with vonoprazan-based
second-line therapy. This is consistent with our finding that
the metronidazole MIC value was not correlated with the
success of vonoprazan-based second-line therapy.

The amoxicillin MIC value was also not correlated
with the success of vonoprazan-based second-line therapy.
The EUCAST determined that in vitro amoxicillin resis-
tance should be set at an MIC value of > 0.125 ug/mL (The
European Committee on Antimicrobial Susceptibility
Testing 2020). Based on this cutofl value, amoxicillin
resistance was not observed in the patients in the present
study. A previous study demonstrated that the rate of amox-
icillin resistance is low in Asian-Pacific populations (3%),
consistent with our findings (Kuo et al. 2017). Amoxicillin
resistance has been reported to influence eradication failure
in regimens utilizing amoxicillin (Chen et al. 2017), and in
vonoprazan-based first-line therapy (Murakami et al. 2016;
Shinmura et al. 2019; Suzuki et al. 2020). No studies have
examined the relationships between vonoprazan-based sec-
ond-line therapy and amoxicillin resistance. In the present
study, we observed no correlations between the amoxicillin
MIC and the success of vonoprazan-based second-line ther-
apy. However, the rate of amoxicillin resistance was low
(6.1%, 2/33), even when the MIC value of > 0.06 pg/mL
was set as the resistance standard. It is difficult to conduct
statistical analyses on amoxicillin resistance with this small
sample size. In contrast, the reported rate of amoxicillin
resistance in African populations is 38% (Savoldi et al.
2018). Further studies may wish to examine the relation-
ships between vonoprazan-based second-line therapy and
amoxicillin resistance by administering vonoprazan-based
second-line therapy in populations with high amoxicillin
resistance rates.

The present study has the following limitations: (I)
This was a retrospective subgroup analysis of a primary
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Table 1. Relationship between patient factors and the success or failure of vonoprazan-based second-line therapy for Hp eradication.

Eradication success group Eradication failure group
(n=27) (=6) p value
Age (years, mean + SD) 63.0x11.1 62.1+9.4
(years, range) 34-79 49-73
Age (> 58 years/< 58 years) 22/5 3/3 0.271
Height (cm, mean + SD) 163.6+10.3 161.0+10.7
(cm, range) 142-188 151-180
Height (> 157 cm/< 157 ¢cm) 21/6 2/4 0.099
Body weight (kg, mean + SD) 65.4+124 589+94
(kg, range) 37.8-90.0 47.0-76.0
Body weight (> 56 kg/< 56 kg) 21/6 2/4 0.099
Body mass index (kg/m’, mean + SD) 243+32 226+09
(kg/m?, range) 16.1-28.8 20.6-23.5
Body mass index (> 23.8 kg/m?¥/< 23.8 kg/m?) 19/8 0/6 0.007
Cigarette smoking (+/-) 522 3/3 0.271
Alcohol consumption (+/-) 5/22 1/5 1.000
Daily PPI use before the trial (+/-) 1/26 0/6 1.000
MIC value for metronidazole (>32 pg/mL/< 32 pug/mL) 4/23 0/6 0.753
MIC value for amoxicillin (> 0.03 pg/mL/< 0.03 pg/mL) 5/22 1/5 1.000
Presence of Helicobacter pylori-related disease
Total (+/-) 8/19 0/6 0.315
Gastric ulcer (+/-) 2/25 0/6 1.000
Duodenal ulcer (+/-) 5/22 0/6 0.607
ER for gastric neoplasia (+/—) 1/26 0/6 1.000

The chi-square test was used for categorical variables. The presence of Helicobacter pylori-related diseases was defined as having a
history of gastric ulcers, duodenal ulcers, or ER for gastric neoplasia. The success rate of vonoprazan-based second-line therapy was
greater in the high-BMI patient group (> 23.8 kg/m?) than in the low-BMI patient group (< 23.8 kg/m?; p = 0.007). No correlations
were observed between eradication success and other patient factors, including the metronidazole/amoxicillin MICs.

BMI, body mass index; ER, endoscopic resection; Hp, Helicobacter pylori; MIC, minimal inhibitory concentration; PPI, proton
pump inhibitor; SD, standard deviation; vonoprazan-based second-line therapy, vonoprazan with amoxicillin and metronidazole
therapy.

Table 2. Studies that investigated the correlations between metronidazole resistance and the success of Hp eradication therapy.

Samble Definition ~ MNZ Eradication Eradication
Study S PIC AST of MNZ resistance Eradication regimen success success
resistance  rate (all) (MNZ resistance)
Xia et al. 1994 76 Disc Gffwsion ZD | 25%  BI+MNZ+TET 82% 53%
Lopez-Breactal. 1999 57 gixodd”““"" 'ﬂig oL 4% MNZ+AMO+BI 79% 50%
Nishizawa etal 2007 107~ Aga dilution Vi gmL 37%  LPZ+AMO+MNZ 90% 50%
Lee etal. 2019 54 dreiuin M yomL 19%  EPZ+BI+MNZ+TET  89% 60%
Present study 33 réf}l;gzmth dilution I;A{IgC”U Sl 61% vonoprazan + MNZ + AMO 82% 80%
O

Eradication success rates for previous regimens without vonoprazan were lower in the metronidazole-resistant group than in the metro-
nidazole-susceptible group. However, the metronidazole-resistant group had an eradication success rate equivalent to that of the
metronidazole-susceptible group with vonoprazan-based second-line therapy.
AMO, amoxicillin; AST, antimicrobial susceptibility test; BI, bismuth; EPZ, esomeprazole; Hp, Helicobacter pylori; LPZ, lansopra-
zole; MIC, minimal inhibitory concentration; MNZ, metronidazole; TET, tetracycline; vonoprazan-based second-line therapy,
vonoprazan with amoxicillin and metronidazole therapy; ZD, zone diameter.
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study: (II) this was an analysis with a small sample size;
(III) the subjects were all Japanese: and (1V) there was
potential selection bias for second-line eradication therapy
regimens. Finally. we should be aware of the effect of obe-
sity on Hp eradication success. As there were no patients
with severe obesity in the present study, the impact of
higher BMI on Hp eradication success does not mean that
obesity has a beneficial effect for vonoprazan-based second-
line therapy.

In conclusion, the present study has demonstrated that,
among patient factors examined, only BMI is correlated
with the success of vonoprazan-based second-line therapy.
Furthermore, metronidazole/amoxicillin MIC values were
not correlated with the success of vonoprazan-based sec-
ond-line therapy. Further studies involving larger sample
sizes are required to verify our findings.
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TS, LrL, #~ZfRYIZEWT, vonoprazan “IREREFIEOMKA & BE 5 A&
FFIz 2T O IT 200, TEE D metronidazole =2 amoxicillin & W= BREEE TIX



metronidazole MRS L TOF amoxicillin MHPEREIZIBW T, BRERIHEMET 45 = L A#H
HINTWD 5 Ui L, vonoprazan _IRSEEEIEIZISV T, metronidazole fiffE<>
amoxicillin MM & BREGALIIER & OBEIZ DWW I E R S hTunviany, AR Bk
metronidazole & amoxicillin DIRAIHIZME A G DT~ BAHAIK T & vonoprazan ik [REFeIE
DEEDOEEIZ DN TRFTAZ L Th B,

) R Hk
AEF

AF5EIL [Seven—day vonoprazan and low-dose amoxicillin dual therapy as first-
line flelicobacter pylori treatment: a multicenter randomized trial in Japan (ZEfi
Braffse) | OBIRMTHIETH 2D . EMEHTHIZIL UMINUniversity Hospital Medical
Information Network) (Z 2018 £ 9 H 14 HIZE&H I TW5 ((BXRABR &L=
UMINO00034140), RIRMENTAIFEIE H AR AR R I A B A Z B AT 2020 4 10 A 8 HIC
AR STV D (R EEE R B RARE S 20201003),

EMTAIEEL, RARD 7 HEi% T 2018 4F 10 A 225 2019 4 6 A ORI 20 5 ~79 5% C Hp
SEREZ R 629 40 5 B Hp BEEIHIED 335 41k L— KRB & LT 2 ik
(vonoprazan 20mgX2 [A]/H +amoxicillin 750mgX2 [E/H % 7 B E) 7713 3 FIpiE
(vonoprazan 20mg X2 [A]/H +amoxicillin 750mgX 2 [El/H +clarithromycin 200mg X 2 [&]/
H& 7 ARG 21TV, 2 B OBRERDFEL L Lz, SMiEkItR T o & MMy eiiti
Thd, BRALREIEANOT LAX—H0, BORELY ., ERE ISP, PPI - Hil
HeATnA FEFRLTEY PIERAITHD, 3354055 168 445 2 FIFIEREC, 167
A0 3 AFRIERICE O (HF bivfe, EFTIEO 7 0 —F v — b & Fig. 1125 LT, 2 5l
PRI Tl 5 428, 3 AEERE TIX 3 403 EHE F 7213% Ofh O B C per-protocol (PP)
T2 B i L7z, Intent—to-treat EHT Tid 2 FIWRIEREOBRB IR IT 84. 5%, 3 HIFEiE
TEDOBRF AR EIL 89. 26T, MREMIIEDAED I5%HEHEMIE-11. 8%~2. 4%72 7=, PP fig
PICiE, 2 ARERE L 3 AIBRIEREOBRERIIRITZN T 8T 1% & 90.2% TH 1, KRk
DIROZED 95WIEHHKMIT-9.9%~3. 7% & 72V BANCRE Li-HS~— P LN o 1=
30)

AWFETIL, EREO—RBEFEEZ I T-BED I b, —RERE AR T vonoprazan
IR BER T ¥ (vonoprazan  20mg X 2 [El/ H +amoxicillin 750mg X 2 [A]/ H +metronidazole
260mg X2 |/ H% 7 BRI G) #5211 - BE 2 x4 & L7-, Vonoprazan KR FELELLSN D
LU AT TIRRERIEE T T2 BE A, SRS LT, £ TOREN S LM
ZNMORZEZEFECLVBBEL TN D, RTOBE T —Z 13, TRFFROT —F <— 2
bE RIS Uiz,

BRI 75 D JE2E
—IRERE AR OHERAE L, —RBES 4 B LG R EMES R (urea breath



test: UBT) &3 (F, UBT fi 2. 5%oLl k& L7z, “IREREKZIOYIEREAET, “RERENS 4
W LARR(C UBT % 524) . UBT i 2. 5%oKdii & L7z, UBT (22 Tid T2—ty b CRIEHRE,
WE, HA) ] 2R,

RFUE LT

2 TOmMEEE L, FREHBERTERE C Hp B W8 Shy, [RINRC AR MR 23
frbiie, SERRSEMERBRIL, TERRZEX v b F7 4 7L — i GRIHE RS 1,
Hal, BAR)) #AWCTHEREFIIEIC LV ITo 2, B/ FEERLIL R E A (ninimal
inhibitory concentration: MIC) iX—7 R Hp \Zxf LI IEZ/EH SE20 6 EF# 21TV,
ZOEBRICEE THERTEXAREN RO LWVWE/NOFHEERE L EE L, b ©
metronidazole 35 X OF amoxicillin @ MIC fE%, metronidazole }% 4~16pg/mL D& T,
amoxicillin i& 0. 015~1pg/mL OFIPH THIZE L7z,

AR B & #aTART -

AWFFEOFAMGIE B ik, Flm, MERI, B, fAE, body mass index (BMI), WD A4, ik
BOAFHE, WESMETO PPT B HOEHE, metronidazole L TR amoxicillin @ MIC &, Hp
RHHER B OAF M L vonoprazan _IRBRERIEO NG & OBE TH 5, Hp iTEEEEE RS IO
B4 29 Y, Hp BIEERA V OERIL, BiEE., + W%, FEEONGEE
UIBROBEERHDHZ L & Lc, Zh b DMER I, Hp FRERA & OBHEA R EDHIET
WE SN TG B3~ e 288 (fFfis, & &, AHE, BMI, metronidazole 35 KX
amoxicillin @ MIC f&) S FRE R G OBEHE O FEM 22Tk, receiver operating
characteristic (ROC) figthTZ v /o, HiEime 2250 & FRE A 12 BE 32 ROC HiBR 2 1ERk L. B
FL TS : area under the curve(AUC) B XU v WA T7EZEH L, By bA 7 EITRE
B LRREORBRERICR HBMEE Uiz, Metronidazole ¢ MIC ffi<dpg/mL % 4ug/mL,
>16pg/mL X 32pg/mL & LTV ROC T 21T 572, Amoxicillin @ MIC fE<0. 015pg/mL %
0.015pg/mL & L THV> ROC AT % 1T o 2, AUC DFEIZDVWT, Nl EEHEE V> CRRE RS
& OBFHIZOVWTHIE L7z, AUC=1.0: perfect 7283, 0.9<AUC<1. 0: excellent 72 BH3E,
0. 8<AUCL0. 9: good 7B, 0. 7<AUCL0.8: fair 7B, 0.6<AUCL0.7: poor 72 PHIE,
0. 5¢AUCK0. 6: failed 7B, AUCL0.5: BREARL, BHEN7h v b4 7l CHAERELEEK
EHT A —EHIHE LT, £TOhT ) —EH (FEls, Ml J&, KE, BII, WE
OFE, FRIEOFE, PFEEESINETO PPL O A EE, metronidazole 38 LT amoxicillin @
MIC fi, Hp BELZRBOALE) & BRAEAMG OBEEICOWT, 7 Y rOh4 “RR{EEZHANT
Pl L7z, pfiE<O. 05 THEAHFMIAEEZH Y LHIE L, BT Ic oW Tix THeaHigyr v
7 b ER(BIBEBRFTRBIVWEEERE Y —, BE, AR 2HWEZY,

T) RER
BF E BREERE
—IKBRERIEZ 21372 335 4 D 9 b 39 £ S —IRBRBE AR IZ o 72, —KBEB AR TE -



72 39 M 55 4 £1% vonoprazan IRBREFIELAN O LY A T RERERIEEZT, 35
4475 vonoprazan __IRFREREIEZ ST 72, 3 B OBENEMOHMIZ LY | rabeprazole 10mg
X2 [El/H +amoxicillin 750mg X2 [A]/ H +metronidazole 250mg X2 [H]/H % 7 A& 5z X
ARBEEEEESZ -, | ZDOHEED amoxicillin 7 LAF—@D7- %, vonoprazan 20mg
X2 [H]/H+clarithromycin 400mg X2 [A]/ H +metronidazole 250mgX2 [\E]/H % 7 H &R &
D KRR IE A 51T 7, Vonoprazan _IRFRERIEEZ T2 35 4D 95 H 33 4745 UBT
Pitio, YO 241X UBT Rhitif177 7=, Vonoprazan IKFREWIER L OV UBT 2% 17~
33 H WAL O R GIBE & ino o GElR: 34~T9 k. Bk 22 4/ &k 11 &), AFROX
BHREOBINICEDLFEFTO 7 —F v — b % Fig. 21278 L7, Vonoprazan K #EED
B R BhER 1L 81. 8% (95%CT: 64.5-93. 0%; 27/33) 72~ 7=,
HE LR D ROC IR E 2 > F A7

H B S RN T & BREERLE 12 OV T D ROC fIfdT o> AUC filiE, & - 0. 537, & : 0. 565,
A :0.673, BMI : 0.796 Td> o7z, BMI @ AUC ffiZ fair :’;F;?j L HE LTz, BMI & ﬁ%@ﬁk
& & D ROC AR % Fig. 31TR L7o, #EBE HERT & BRERLE 22V T D ROC fi#4TIC
oy hAZMEIX, il 58 5%, B 1 157cm, {KE : 56kg, BMI : 23. 8kg/m’ 72 o7,
Metronidazole/amoxicillin & MIC fH D537 & MIC MEFDERE L

Metronidazole @ MIC fE@434it%. <dpg/mL #% 3.0%(1/33). 8ug/mL A% 36.4%(12/33).
16pg/ml. 23 48. 5% (16/33), >16pg/mL 3 12. 1%(4/33) Té#H o7z, Amoxicillin @ MIC {ED 4y
fald, <0.015pg/ml. A5 81. 8% (27/33) . 0. 03ug/mL 23 12. 1%(4/33) . 0. 06pg/ml. A% 6. 1%(2/33)
ThH o7,

Metronidazole @ MIC fER| DR FT<4pg/mL: 100%(1/1), 8ug/mL: 83.3%(10/12) .
16pg/mL: 75. 0%(12/16), >16pg/mL: 100%(4/4) 72~ 7, Amoxicillin ¢ MIC IR DERERIL
<0.015pg/mL: 81.5%(22/27), 0.03pg/mL: 100%(4/4). 0.06ug/mL: 50.0%(1/2) 72> 7=,

Metronidazole @ MIC fif & BREH A IZ -2V T® ROC fiRHT D AUC fifiZ 0.506 72~ 7= (Fig.
4), Amoxicillin @ MIC fE & BRE LA 122V T ROC ##AT D AUC fEIX 0. 497 7Zo 7= (Fig.
5), Metronidazole/amoxicillin ® MIC {H & BRE LS 1 Z B IE #3872 o 1=,

BFF & B S & DB

FERA T ROC AT TR S imh v A 7 (4R 58 Bk, F % : 157cm, {KIE : 56kg,
BMI : 23. 8kg/m*, metronidazole @ MIC f# : 32ug/mL, amoxicillin ¢ MIC {i& : 0. 03pug/mL)
XA T —FERICGEIN, £ ToH T I —EH LRBERTOEEICOWT, E
T YDA ZRBREE O TIME Lz, TSR % Table 1 IR T 5,

Vonoprazan —IRBREEFEIEDERERINEIE BMI KE (<23. 8kg/m®) DEBERE & LB LT,
BMI &ififl (223. 8kg/m®) DBFHICIBWTEN 27 (p=0.007), ZBARMEORNREBEICE
EDREMEH (BMI 230kg/m®) 13V 72l 7z (Table 1), EDOMODBER T MICHEZET?)
ERRE T B 2R IR o T,

BB -



OBRERRS % BROZE %L, BMI. metronidazole/amoxicillin 0 MIC {H& SBAZER L Li- o
VAT 4 v 7 [blIESHT & 1T o 72, BMI, metronidazole/amoxicillin @ MIC fEMD 7« Xk,
1. 18,0. 000000112, 1. 05 72> 7= ,BMI,metronidazole/amoxicillin ¢ MIC E® p L 0. 295,
0.667, 0.541 TH Y, FREKA L HEEFE DRI T,

@BMI 25kg/m* %A v MAZEIC LT 2 BECANT T, BRERE & OES 74 ~“F/RET
WAt LIz, ZOH Yy A 7T, BUL & BREAT (CBIEITFRD 2 ) o 7= (Table 1),

F) BE

TR D W2 NT, ARBFZEIE vonoprazan T REREFEE DK & BT 5 BEF R FICo
WTRET L7cHID TORE TH D, RFETIILUT D 2 MAVRENT, & 1ic, BEER
FODOHT BML DF, vonoprazan _IREREEMIEIC L D IREKE & BE A RO, F 2 12,
metronidazole 38X U amoxicillin @ MIC fif & vonoprazan —IRBREIFIEIC L ARREREIC
BEZ DR o T,

Vonoprazan % HWoBREFIEIZBT 2@ B ORI, PPT % H - BREHETE & OB
DROBIZET 5 H OB RETH D D A F T Trd vonoprazan ¥R B IT PPT
CRBREFRE LB LT, BRERDENE N ERBE S TVLS P, PPI L LT
vonoprazan Cld, CYP2C19 DBEFZRICE L 537, Mizhikds X Okt & 5585 72 ik4y
WA R EB/BLND Z &0, BREKRSIER EOBER E ST 5 1920 Vonoprazan —k
PREFRIE CIIBRE R A IS T 5 BEERA & LT, Eld, M3, PPL HHOHME,
clarithromycin fiffE DA A HWE XT3 3539 | Vonoprazan —REREMIE T, Bk
A& BML & OBEMEZ fEH L T D e TH RS 13380 eV, ABFROT— 4 _— 2 % ]
VN KT CLEL vonoprazan —IRFREIRIEIZ IS\ T, 2 HIHETE 4 S 1 7- RE B GRS R Th =13
BMI e (>22. 4kg/m®) DBEFEL Hlg LT, BML KM (<22. 4kg/m®) D HBEREZIB VTR
7= (83.9% vs 95.6%: p=0.047), Z OFERIZHSVTiE amoxicillin DOIpEhREICEH L
TERENTVD, Bl BEOBHE TIE. BUHMESE VDS ARA ML,
amoxicillin M HPEREIMET T 5 Z LI LV BRERSHEMNMET T 5 LRI ShTnwa D,
ABFFETIE, BML SO BEEE T vonoprazan —IKEREREDRE KL & hv> 7, BMT &
BREKT & OBEITERASIND L 25 TH D, HHPFETIE BUI EEOBER
FRERBENZ ERWE S THD %, —J5C BUL {KEO BE 8 CERERRIIENE W &
TOEORELHS PP, ZORROF—BIL, REL DAL OBEVIZEDZHDEELD
D, KFEOFERIZ OV TIE metronidazole OIEMEHEIZEH L TEE L -,

Metronidazole M IMBMEDHFIE Tik, FRIRE 72138 D35 S 177 metronidazole FXAHHA
CHENHARRIC H 37 L. D metronidazole D AT & il U TSN TH S =
ERRESNTND Y, 2O, BMI EEOBRERE TIE netronidazole AMEFICIER
TORMARNZ LI2X 0 BRERDERR ELTWAAREENEZ 6ND, Z0OEEKE
A D& BIT KO BHEFICB WL, E5HIMOIEE S netronidazole # 5 &4 #5094 -



& THRERFEOM LR OID TN H 5, BAENITIL, BMI {EEDBERITIB VLT,
vonoprazan _IKBREFEOF 5% 7 B S 14 ARICIER T 5 Z & <° metronidazole
DHE G E 250mg X2 B/ B 6 250mg X3 A/ AIZERCTHEREZ NS, L, T

RICB L CikE 6722 592 E S5, —JF7, metronidazole [FNTRECHERFEN H 5 & 1%
BWBMET LT, PO OIREN ERT2ZLBMmbn TS ¥, RUFEOMRIT x5
BECTRITEEDBE TR D 2o T, BERFOFEIZOWTIET —F ZIE L T,
BMI @D R 1 NASH (2 & D ITREECRE IR & AR L LTH L TV S AR 2 5
D, ITHBORERF L BML & BRERLE DASHER T & 72 D ATREMED I 72| T BSOREIR
RO T — 4 FWE LT ECTOMTRLEE Lol B2 D,

i, HAANICITD Hp BBHEE O BMT & ek B BRSO BIER 2 Bay L 72 SB1TAFJE Tk
BMI & AREEBEOWRICEOHBZRDIEEHMEIN TS ¥, ZOREEHEZS &,
BMI (B D BERED ST A, B KREBSWENMEME O, L0 SV ERERIIER G LN D W]
BEMEREZ OGNS, LL, AHFEIZIBVTIE vonoprazan (24 ¥, BML DEKIZH S
T4 7 B EE WA R 3% B LT 7o BULRE O BEFEC I T BML Efl D BEHE &
¥ & BREARRZNEEA3 @V B &b&mottﬁﬁfé

W2 - 135 & vonoprazan _IKBREFIEDBREREG ICBEEERBD RN, A FRHTIZ
l/"i”?éﬁ-ﬂf 3 PPI & MW o BRERIEDBRE R R Z K T éﬁ:é_ EREIEINTNWD, ”%@

L0 HERSWORIB, HHEEOLROE T, BRBESWOR TR EEZshd »70®, =
@fc@%*ﬁﬂﬁ-/\@ IS 2 HEEESED T 5720, BREMIIENMET TS LEZE2 LT
5. BB PPI 2 HWVZRREFEDRERDFELE TSI Z LR ESATHD Y, &K
W2 LD HERSWORBEAZF0EB & ENTHD 50 —J  vonoprazan % F W /- REFE R
VECIE. MU - BB OSBRERSI RIS B L W I ERRE SR TWS 92 Z B H L PPL
L Ll U T vonoprazan @ L ¥ 58517 HER W I LA b EE X BN TV, AHF
FECBVT S, BYE - R{EIZ L 5 vonoprazan _IKBREFRIE DERE IR DK TIZRD 2D
27,

Metronidazole @ MIC{H & vonoprazan —IREREHE DO RE RS ICIIEE 2RO o7,
MIC fEICBE L Tam C D BIC, & OIANIBZ AR EZ W THETH H, AFRIZBV T,
A MR BRI B AR A IR E 2 v e, Hp O 3RFEZ MERRBR 1T, o ORFZEIC BV T,
T4 AZYRIE B T A BRERAREREICHN SR TWS 8, HEIREFREL
Clinical and Laboratory Standard Institute CRRXE IHL/IEMEILETH Y . BT HEHBED

BIC DB bIBE CLEMAHIELE ST P, 7 A7 IEBUEIIME R ERARIE % i
RE SNIZEMRZRGIETHY , MICEZE#HNET 2 Z LIETERY, ET A MIRATx
—F7 U CHBENHEETHY . BRERARIEEZ BICRESL TS Y, EXTHA
B, MEREAIE L R U BSMREOE L RDHHEOVLSTHD, LrL, #X
ERRFARIEITEEDEETH S 720, BEBREICIIFH I A TOW 2, MEREAREITE
RIEBARIEICE~, (1) PEE, A& 5, (ID#WREIHE, (D) RHREFC



MRS, (V) BB BISATE 52 LR ERH v | BIEOFAES R oE ek &
ENTWD ¥ Metronidazole Z&TebRE L ¥ A &V =, metronidazole Mifh & Hp B
HERAIZEE T 2BE# % Table 2 (Z/RF ®~%®_ European Committee on Antimicrobial
Susceptibility Testing (EUCAST) Tid. in vitro T metronidazole MitE & JET S MIC {4
Z38pug/ml FEHTWD B m by FFTEICE S &, metronidazole jiifEEE T
clarithromycin MittER EFENENLU ETH LI Z ENTOHNTWVWD P, Maastricht V
/Florence Consensus Report {23\ T, FEAFSZMRERICEDE Hp BRERIED LV A &
RETDHZLEHRHEREINTVWS P, Table 2 [ZRa5D X J12, vonoprazan % Fu 7w
metronidazole v 3’ A 1 Cld metronidazole Bz MERE & bhllE LT, metronidazole MHPEREIC
BOTEREMIDEOIE FE2E D, LA L, vonoprazan _RERERE TIE metronidazole
MPEFEIZ BV T h | metronidazole JESZMERE & [AIEORBELINENT SN, ZHIEAZE
M metronidazole M MICfH2SEREE DT & B L e Wi E A4 5,

Amoxicillin ¢ MIC fi & vonoprazan —IRBREEIEDREMGIC S EH AR DRI T,
BUCAST T, in vitro Tamoxicillin itk & %92 MIC 6% >0. 126ug/ml & EH TS
B, ZDHy FATHEIZESL &, KR TIINLBREIC anoxicillin iEERD 20—
72 Amoxicillin MHPESRIZOWTIX, 7 U 7 KEFHEME TII %S KETHA Z LAHE S h
TEY, KFFEOFREREFE LA %, Amoxicillin 25 TeERE L 27 A > Tld, amoxicillin
MHPERERERRIDNTFTH D Z EAMBEN TS # ) Vonoprazan —RIGEERIEICBNT
%, amoxicillin MHMERFRE ARIIDR -THD Z ENPE STV S 123050 Vonoprazan
CRBREFRIE & amoxicillin MPEDBEHRIZ DWW TOHE LAV, AHFFE Tld amoxicillin @
MIC {E & vonoprazan —IKFREFRIEDBREMRT CEEZRD Mo, LrL, MIC >
0. 06pg/ml ZMFPERHEICERE LTH, AT anoxicillin ML 6. 1%(2/33) & KA
ThH D, ZOREBIET amoxicillin MHEIZ DWW TOMEH ARG 21T H Z 138 LV, 77
U 1 #ids Tl amoxicillin MR 38% & i STV 2 ¥, Amoxicillin MRS EMED
HIEIZ 35U T, vonoprazan IRBRERIENITHND Z SI1I2 LV, vonoprazan _IREREFELE
& amoxicillin fMEIZOWTO X L2 AR EEN D,

AWFFED Limitation & L CIZLAFARZIT b5, (1)B AR E ORIKRMATIITE TH D 2
& (D MATEBIEGR D72 b | (D HBERRETHAATH D Z &, (IV) R RE
HEVOADRBRALT A (V) ZRBRERIEOIRERETEDOT — F INERTE TR
Z &, (VDRFRE, BERISHY BML & BREMRE DR T L LTHEE LT\ alRERH 5 =
ETHD, (K> Tik, BMMEFTowe PR 1 v 7 BIFRSH TIX BML,
metronidazole/amoxicillin @ MIC {l & BRERT & A B RBEEZRD 2o, L LEIG
ETVCANDNDRAHAEHOBHROBLZ L LT, A XUbHY LR LD/NINHTORE
10 THSTZHET) LDOBZLHRHL ™, 3 HALZHWAERE UTHRITT 2858113, B
AR E DD EH 30 0D 2 EDREE LV, RIFEORERKNBE 6 4 Tl
BYRT 4y ZEURST O S OIEFEE L TR0 EEZBND, # 5 BOERFEKAH



WL L 72 B, ORI X VT CEIGAICE, n YA T 4 v ZERSHTTH BT &
B Al L B u.m&)éfhﬁ'ﬁ?_‘fﬁé_fﬁuﬁﬁ)%;' o (IV)IZDWTiL, AR TIE—IRBRE A
RO BE R TIRREFREE 20T BB, ZIREREFGED LY A L ORNEDME 2 DERD
HIWrZ X 0BRSS Tue, %@f:&bf‘?ﬁﬁﬁﬁ (vonoprazan IRFREFIEL Z T T-8BH)
RO DB, BIRAAL T ANRLELTWD, BHFE TR S 72 BF4 vonoprazan —IRER
WRIEEZ T e HGa ik, BER T & BRE T OIRHTHRE R B2 DR ITIR o 7o TREMEAS
ZEZ2 oD, RHEIC Hp REKIICHET LIEHORBICERT HSUNEND D, KRR OMRYT
SR BEICEE O BE TS £ TV, Vonoprazan IREREEFIEIZIV T, BMI &R
B CEREMDIEN RN L IE, Bl TH D &0 Hp BRERIEIC VW TAHRFITH D Z L2 E
2 b Tk,

h) =L

fEER e LT, AFETIIRER 7O H T BMI D # vonoprazan — ¥R R 15 O BREE pLA
CHEEARD L EARENT, £/ metronidazole ¥ L TN amoxicillin @ MIC {E &
vonoprazan _IRERERIEDBREMRGICEELZFEDRWI RS, Az Rird 5
7o, MATEGE AP LT, SO RDMaREEND,



Table 1. &K F & vonoprazan _IKBRERE DS & @ BE

BREEERZHEE  FRE R EIHHE

(n=27) (n=6) P value
4E#L (%, mean+SD) 63.0+11.1 62.1+£9.4
i 34-79 49-73
W (> 58 /<58 W) 22/5 3/3 0.271
PRI (B ) 18/9 4/2 1.000
&£ (cm, meantSD) 163.6+10.3 161.0+10.7
& [FH 142-188 151-180
R (>157 ecm/< 157 cm) 21/6 2/4 0.099
{KE (kg, meantSD) 65.4+12.4 58.9+9.4
i 37.8-90.0 47.0-76.0
{REE (> 56 kg/< 56 kg) 21/6 2/4 0.099
Body mass index
5 24.3+3.2 22.6+0.9
(kg/m*, mean+SD)
&a 16.1-28.8 20.6-23.5
Body mass index
19/8 0/6 0.007
(> 23.8 kg/m?/< 23.8 kg/m?)
Body mass index
R 5 12/15 0/6 0.115
(> 25.0 kg/m?/< 25.0 kg/m?)
BE (/) 5/22 3/3 0.271
Bl (A1) 5/22 1/5 1.000
HRERSMEIO PPIEMH (B/#) 126 0/6 1.000
Metronidazole @ MIC {E
4/23 0/6 0.753
(> 32 pg/mL/< 32 ug/mL)
Amoxicillin @ MIC f&
5/22 1/5 1.000

(> 0.03 pg/mL/< 0.03 pg/mL)



Helicobacter pylori B8 8

&l (/4 8/19 0/6 0.315
BIEE (F/) 2/25 0/6 1.000
+ _IBIBIEE (B/HE) 5/22 0/6 0.607
BIEENESEUIRE (B/8) 126 0/6 1.000

% 55: MIC, minimal inhibitory concentration; PPI, proton pump inhibitor; SD, standard
deviation.

Legend: 77 3 U —ZHIZH LT, T VDb A ZFIRE % FHWTHAT LT,
Helicobacter pylori BiERBIIBIBE. + _HEHEE. BIEENHRETIIREL
TEF L7z, Vonoprazan _IRFREFRIEDOFREKIIRIT BMI {KfE (<23. 8kg/m?) DE
FREL i UCUBMI BE (223. 8kg/m?) DBEFIZB W TE D72 (p=0.007),
ZOMOBERTF MICEEET) LBRERGICEELZFRD R o7,



Table 2. Metronidazole it & Helicobacter pylori BREE FE D BIEEIC T OIS

EH®Z MNZ i MNZ BRERZhE RBRERThER
e HiE il 3K BREI LA
B DEH e (24F) (MNZ i)
F 4 A2 ZID BI + MNZ +
Xia et al. 1994 76 25% 82% 53%
1IN €0 <20 mm TET
Lopez-Brea et al. ERXE MIC MNZ + AMO +
57 14% 79% 50%
1999 TRk > 8 pg/mL BI
ERER MIC LPZ + AMO +
Nishizawa et al. 2007 107 3.7% 90% 50%
ARk > 8 pg/mL MNZ
EEREHR MIC EPZ + BI +
Lee et al. 2019 54 19% 89% 60%
FHIRiE >32 ng/mL MNZ + TET
MEEME MIC vonoprazan  +
B B 33 61% 82% 80%
L > § ug/mL MNZ + AMO

#&: AMO, amoxicillin; BI, bismuth; EPZ, esomeprazole; LPZ, lansoprazole; MIC,
minimal inhibitory concentration; MNZ, metronidazole; TET, tetracycline; ZD, zone

diameter.

Legend: Vonoprazan % HV 72\ metronidazole L 37 A > Tl metronidazole %
ZMERE & BB LT, metronidazole MHEBEICH W TRERIIBOE T 2B 7=,
L &L, vonoprazan —IRFREFEIE TIX metronidazole MHMEEIZIB VT,
metronidazole 32 MEE & R OBREKRIRNE ST,
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Figure legends

Figure 1. EMBIEO7 0 —F ¥ —F

SRBRIEME ELBE 2T U, Helicobacter pylori eZBMa & 2517~ 620 4400 5 1, EEZEEMED
335 £ —RBRERIE 2 AT Uiz, 168 44(2%F LT 2 Ak (vonoprazan 20mg X 2 [A]/ H +
amoxicillin 750mgx2[al/ B % 7 B E) . 167 £ 2% LT 3 HlPEiE (vonoprazan 20mg X 2
6]/ H +amoxicillin 750mg X2 [A]/H +clarithromycin 200mgX2 A/ A % 7 AR 5) & i
TlJe

Figure 2. fEMTMEBEBRRO7 o —F ¥ —F

—RERERIEEZ T2 33540 5 B 39 AR —RBETRHRI o, —IRBRERRINEE - 7=
39 D5 E 4 A1 vonoprazan _IKEREEIELIANO LA T IRIGEEEES ST, 35 4
% vonoprazan KR & 31T 72, Vonoprazan _IREREBRIEZZIT 2 36 4D 5B 33 4
BRBIFERAREZ1T 72, Y O 2 ZIIRFBTFRABRKMGEITZ o7, Vonoprazan — KR
BIEB KL UORBERARE Z 72 33 4R AMFRORGBE L o7,

Figure 3. Body mass index & BRERA @ ROC th#g
BMI & vonoprazan —{RIREFRIEDMEBG O ROC IR ET L1-. &7 v FA 7l 23. 8 kg/m?
7257z, AUCHEIZ 0.796 ToH Y, fair 2B & HE Lz,

B&EE: AUC, area under the curve; BMI, body mass index.

Figure 4. Metronidazole ™ MIC {f & F&E & @ ROC BhgR
Metronidazole ™ MIC i & vonoprazan —¥RBREEMIEDOBREMAG D ROC ghRZ /R L7z, H v
A7 {E1E 32 pg/nl 72572, AUC fEVE 0.506 Toh V| failed ZpBEw & HIE L7z,

“i5: AUC, area under the curve; MIC, minimal inhibitory concentration: ROC,

receiver operating characteristic.

Figure 5. Amoxicillin & MIC fif & BRERRA ® ROC Hi#R
Amoxicillin @ MIC fH & vonoprazan —IKBREEIEOKEEKG O ROC thiifZE R LT-, B v b
7 #i% 0.03 pg/mL 757, AUC 1L 0.497 TH Y, L 72 LHIE LT,

#&: AUC, area under the curve; MIC, minimal inhibitory concentration; ROC,

receiver operating characteristic.
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