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Efficacy of high-dose dual therapy versus bismuth quadruple therapy in the

treatment of Helicobacter pylori infection:a meta-analysis’
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[Abstract] Objective To explore the efficacy and safety of high-dose dual therapy (HDDT) versus bis-
muth quadruple therapy (BQT) in the treatment of Helicobacter pylori (Hp) infection. Methods Randomized
controlled trials (RCTs) comparing HDDT and BQT in the treatment of Hp infection were searched from
PubMed, Embase,Cochrane Library, VIP,CNKI, SinoMed,and Wanfang Database from January 2000 to Janu-
ary 2021. The literatures were screened according to the inclusion and exclusion criteria, the quality was as-
sessed,and effective data of these RCTs were extracted. Revman5. 4 software was used to carry out the meta-
analysis. Results A total of seven RCTs were assessed,involving 2 017 patients diagnosed with Hp infection.
The results of meta-analysis showed that there was no significant difference in the eradication rate between the
HDDT group and the BQT group in intention-to-treat (ITT) analysis [86.3% wvs. 84.9%,RR=1.02,95%CI
(0.98,1.06),P=0.27]. There was no significant difference in the eradication rate between the HDDT group
and the BQT group in per-protocol (PP) analysis [89.7% ws. 89.8%,RR=1.01,95%CI (0.98,1.04),P=
0.70]. The incidence of adverse reactions in the HDDT group was significantly lower than that in the BQT
group [15.2% ws. 37.1%,RR=0.38,95%CI (0.24,0.59),P<C0.01],and adherence was better [96. 4% ws.
93.9%,RR=1.02,95%CI (1.00,1.05),P=0.01]. Conclusion HDDT and BQT have similar efficacy in the
eradication of Hp. However, HDDT has a lower incidence of adverse reactions and better adherence.
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