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Introduction
The prevalence of Helicobacter pylori 
(H. pylori) infection in children has 
decreased over the last decade, par-
ticularly in resource-rich countries, 
but it remains one of the most common 
human infections worldwide (1-7).

H. pylori is a spiral-shaped, Gram-nega-
tive bacillus, first isolated by Warren and 
Marshall in 1983 on the surface of the 
stomach (8‒10). H. pylori colonises 
the gastric mucosa, generally in child-
hood, and remains asymptomatic in 
most patients, in whom it will remain 
throughout life in the absence of erad-
ication therapy. Infected patients may 
develop gastritis, gastric or duodenal 
ulcers, mucosa-associated lymphoid 
tissue (MALT) lymphoma, and gas-
tric cancer (8, 11). In 1994, the World 
Health Organisation (WHO) considered 
H. pylori as a causative agent of gastric 
cancer (12, 13). However, severe gastro-
duodenal disease in paediatric patients 
is uncommon and, in comparison with 
adults, children are much less likely to 
develop complications of the infection 

such as duodenal and gastric ulcers. In 
addition, extra-gastrointestinal mani-
festations have been reported, includ-
ing iron deficiency anaemia (14‒16), 
chronic immune thrombocytopenic 
purpura (17, 18), and impaired growth 
(19, 20). 

Making the diagnosis in children 
requires the use of invasive meth-
ods with endoscopy, while non-inva-
sive assessment methods are used 
to determine whether H. pylori has 
been eradicated. Since most infec-
tions occur during childhood, this 
topic review will provide an overview 
of screening, diagnosis, and manage-
ment of H. pylori infection in children 
and adolescents.

Diagnosis

Who to test for H. pylori infection

The Joint ESPGHAN and NASPGHAN 
2016 guidelines recommend diagnos-
tic investigation for H. pylori in children 

only when the expected benefits out-
weigh the costs and risks of testing and 
subsequent treatment (22). 

Therefore, diagnostic testing for H. 
pylori infection is not recommended 
in children with functional abdomi-
nal pain (23‒26) and/or short stature 
(27‒29), in children as part of the initial 
investigation of iron deficiency anae-
mia (IDA) (30‒32), and in the setting 
of a family history of gastric cancer or 
mucosa-associated lymphoid tissue 
(MALT). 

These conditions do not predict the 
presence of H. pylori infection in chil-
dren, and, if H. pylori is detected, 
eradication is unlikely to improve 
symptoms. A positive non-invasive 
test may induce anxiety in children 
with functional pain or their parents, 
resulting in a referral for upper endos-
copy. Indeed, the primary goal of clin-
ical investigation of gastrointestinal 
symptoms should be to determine 
the underlying cause of the symptoms 
and not solely the presence of H. pylori 
infection (22).
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How to test for H. pylori

The initial diagnosis of H. pylori infec-
tion should be made using invasive gas-
tric biopsy-based methods including 
the following: positive bacterial culture 
or H. pylori gastritis on histopathology 
using the updated Sydney classifica-
tion with at least one other positive test 
such as the rapid urease test, or molec-
ular-based assays where available, 
including polymerase chain reaction 
(PCR), or fluorescent in situ hybridiza-
tion. At least six gastric biopsies should 
be taken for the initial diagnosis of H. 
pylori infection. Two biopsies should 
be obtained from the antrum and two 
from the corpus for histopathological 
evaluation using the updated Sydney 
classification (33), at least one biop-
sy from the antrum and one from the 
corpus for culture (if available) and at 
least one biopsy from the antrum for 
any additional diagnostic tests (rapid 
urease, or molecular-based assays).

Non-invasive tests should not be used 
for the initial diagnosis of H. pylori 
infection, but to evaluate the outcome 
of anti–H. pylori therapy. When non-in-
vasive testing is performed, either of 
the following may be used: a two-step 
monoclonal stool H. pylori antigen 
test, unrelated to age, and the 13C-urea 
breath test (¹³C-UBT), rarely indicated 
in children younger than six years due 
to the lower distribution volume and 
different CO2 production rate (34‒36) 
and technical difficulties with swallow-
ing, and contamination from oral ure-
ase-producing organisms.

The ¹³C-UBT has excellent sensitivi-
ty and specificity for the diagnosis of 
H. pylori infection in older children. A 
recent meta-analysis showed a sen-
sitivity of 96.6% and a specificity of 
97.7% in children older than six years of 
age. In children younger than two years 
of age, however, the ¹³C-UBT may have 
reduced specificity (37, 38). 

For both the ¹³C-UBT and faecal anti-
gen testing, false-negative results 
can occur when medications are tak-
en that decrease the bacterial load or 

suppress gastric acid. Therefore, it is 
recommended that clinicians wait at 
least two weeks after stopping proton 
pump inhibitors (PPIs) and four weeks 
after stopping antibiotics before per-
forming a ¹³C-UBT (22).

In contrast to paediatric guidelines, 
non-invasive testing is often used 
for the initial diagnosis of H. pylori in 
adults, where ¹³C-UBT is a principal 
component of the algorithm for undi-
agnosed dyspepsia (39) since there are 
broader indications for H. pylori testing 
in adults, several of which do not also 
require endoscopy. 

Serological testing has no place in 
the management of H. pylori infection 
in children and is not recommend-
ed for either diagnosis or follow-up 
after treatment. These tests have poor 
sensitivity and specificity and, there-
fore, a low positive predictive value in 
low-prevalence settings. In addition, 
these tests do not distinguish between 
active and past infection (22).

Who should be treated for H. pylori 
infection

Based on current evidence and recent 
guidelines (22), treatment to elimi-
nate H. pylori infection is not expect-
ed to improve symptoms in children, 
except in cases of peptic ulcer disease 
(40), where it will be beneficial (41‒43). 
Therefore, treatment should be pre-
scribed when it is clinically indicated, 
or if it is deemed appropriate to treat 
an incidental finding of H. pylori in chil-
dren after discussion with their par-
ents. The family should understand 
that treatment may not improve symp-
toms (especially non-specific abdomi-
nal pain), that there is a possibility of 
treatment failure or reinfection, and 
that close adherence to a complicat-
ed treatment regimen for two weeks is 
required.

Chronic immune thrombocytopenia 
(ITP) and refractory iron deficiency 
anaemia are also relative indications 
for treatment. 

How to treat infected patients

Successful eradication of paediatric H. 
pylori infection depends on the knowl-
edge of H. pylori susceptibility to antibi-
otics and adherence to treatment (44). 
The recommended goal for H. pylori 
treatment is an eradication rate of at 
least 90% to avoid further investiga-
tions and antibiotic use (22).

Antimicrobial resistance patterns vary 
depending on national/geographi-
cal regions and are a major factor in 
determining the success of eradica-
tion therapy (45‒50). Treatment failure 
will result in increased healthcare utili-
sation and likely put the child through 
additional unnecessary procedures 
and therapies, with their associated 
risks (47). The development of antibiot-
ic resistance may also occur if children 
are on long-term antibiotics for other 
comorbidities.

In a systematic review (51) of ran-
domised controlled trials on treat-
ment regimens for H. pylori infection in 
children, standard triple therapy was 
still found to be the most highly rec-
ommended and the most common-
ly used regimen. Its eradication rates 
were found to vary according to the H. 
pylori susceptibility profiles in different 
world regions (2). First-line therapy for 
H. pylori infection is listed in Table 1.

Compared to adults, there are fewer 
options for rescue therapy in children 
and the choice should consider initi-
al antibiotic susceptibility status (if 
known) and the first-line regimens 
employed (Table 2).

Recurrence of the infection after 
successful eradication is another 
problem related to H. pylori. Children 
have higher rates of reinfection than 
adults if the initial H. pylori infection 
is eradicated. In a prospective case
-control study, the recurrence rate of 
H. pylori infection after successful eradi-
cation was 18.8% in Chinese children 
and was closely correlated to socioeco-
nomic factors (2, 52). Risk factors for 
reinfection are similar to those for pri-
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mary infection (53). In older children, 
household contact with siblings youn-
ger than five years is also a risk factor 
for reinfection (54).

During the last year, research has 
continued regarding the addition of 
probiotics to the standard H. pylori era-
dication therapy. Several studies have 
proposed that probiotics can inhibit H. 
pylori by immunological and non-im-
munological mechanisms, including 
regulating pro-inflammatory cytokines 
in the gastric mucosa, increasing the 
local IgA concentration, and secreting 
antibacterial substances such as lactic 
acid, short-chain fatty acids, hydrogen 
peroxide and bacteriocin (55). During 
the last year, promising results have 
been observed in a few studies that 
aimed to address this topic (56, 57), but 
additional sufficiently powered paedi-
atric studies should be performed to 
develop more reliable conclusions abo-
ut the benefit of probiotics in H. pylori 
eradication regimens.

Future prospects 
Future studies should focus on obta-
ining antibiotic resistance rates across 
regions to help direct optimal therapy 
and a best practice for paediatric H. 
pylori infection. In addition, high-qua-
lity studies to evaluate novel approa-
ches and therapies in children and the 
role of supplemental probiotics are 
needed. Importantly, studies on the 
prevention of infection with the opti-
misation of vaccine strategies should 
be performed (22). 

References

1. 	 Hooi JKY, Lai WY, Ng WK, Suen MMY, Under-
wood FE, Tanyingoh D et al. Global Prevalence of 
Helicobacter pylori Infection: Systematic review and 
Meta-Analysis. Gastroenterol 2017; 153: 420-9.
2. 	 Roma E, Rogalidou M. Review – Helicobacter 
pylori infection in children. Microb Health Dis 2021; 
3: e527.
3. 	 Hu J, Wang X, Chua EG, He Y, Shu Q, Zeng L et 
al. Prevalence and risk factors of Helicobacter pylori 
infection among children in Kuichong Subdistrict of 
Shenzhen City, China. Peer J 2020; 8: e8878.

Antimicrobial susceptibility Suggested treatment

CLA MET

Susceptible Susceptible PPI-AMO-CLA 14 days with standard dose

Resistant Susceptible PPI-AMO-MET 14 days or bismuth-based

Susceptible Resistant PPI-AMO-CLA 14 days or bismuth-based

Resistant Resistant PPI-AMO-MET with high-dose AMO
or
Bismuth-PPI-AMO-MET (if <8 years), 
or
Bismuth-PPI-MET-tetracycline (if ≥8 years)

Unknown Unknown

Table 1. First-line therapy for H. pylori infection

Abbreviations: CLA: clarithromycin; MET: metronidazole; PPI: proton pump inhibitor; AMO: amoxicillin. 
Adapted from: Jones NL, Koletzko S, Goodman K, et al. Joint ESPGHAN/NASPGHAN Guidelines for the Management of Hel-
icobacter pylori in Children and Adolescents (Update 2016). J Pediatr Gastroenterol Nutr 2017; 64:991. 

Initial antibiotic susceptibility Past treatment regimen Rescue treatment

CLA and MET susceptible PPI-AMO-CLA PPI-AMO-MET

PPI-AMO-MET PPI-AMO-CLA

CLA resistant PPI-AMO-MET Treat like double resistance

CLA susceptible PPI-AMO-CLA Treat like double resistance
or consider performing a
second endoscopy and use a tailored 
treatment for 14 days

Primary antimicrobial 
sensitivity unknown or double
resistance

Triple therapy Consider performing a second
endoscopy to assess
secondary antimicrobial
susceptibility or treat like
double resistance

Table 2. Rescue therapies in paediatric patients who failed initial treatment

Abbreviations: CLA: clarithromycin; MET: metronidazole; PPI: proton pump inhibitor; AMO: amoxicillin. 
Adapted from: Jones NL, Koletzko S, Goodman K, et al. Joint ESPGHAN/NASPGHAN Guidelines for the Management of Helico-
bacter pylori in Children and Adolescents (Update 2016). J Pediatr Gastroenterol Nutr 2017; 64:991. 

Slovenska pediatrija 3/2022.indd   82 14/09/2022   10:20



Slovenska pediatrija 2022  |   83

4. 	 Ziyaee F, Alborzi A, Pouladfar G, Pourabbas B, 
Asaee S, Roosta S. An update of Helicobacter pylori 
prevalence and associated risk factors in Southern 
Iran: A Population-Based Study. Arch Iran Med 2020; 
23: 665-71.
5. 	 Altamimi E, Alsharkhat N, AlJawarneh A, Abu 
Hamad MDR, Assi AA, Alawneh S et al. Declining 
prevalence of Helicobacter pylori infection in Jor-
danian children, report from developing country. 
Heliyon 2020; 6: e04416.
6. 	 Nagy P, Johansson S, Molloy-Bland M. System-
atic review of time trends in the prevalence of Heli-
cobacter pylori infection in China and the USA. Gut 
Pathog 2016; 8: 8.
7. 	 Roma E, Miele E. Helicobacter pylori infection in 
pediatrics. Helicobacte. 2015; 20 (Suppl 1): 47‒53.
8. 	 Vakil N, Malfertheiner P, Chey WD. Helicobacter 
pylori infection. N Engl J Med 2010; 363: 595–6. 
9. 	 Warren JR, Marshall B. Unidentified curved 
bacilli on gastric epithelium in active chronic gastri-
tis. Lancet 1983; 1: 1273–5.
10. 	 Lai H-H, Lai M-W. Treatment of pediatric Helico-
bacter pylori infection. Antibiotics 2022; 11: 757. 
11. 	 Zamani M, Ebrahimtabar F, Zamani V, Miller 
WH, Alizadeh-Navaei R, Shokri-Shirvani J et al. Sys-
tematic review with meta-analysis: the worldwide 
prevalence of Helicobacter pylori infection. Aliment 
Pharmacol Ther 2018; 47: 868–76.
12. 	 Iwańczak B, Buchner AM, Iwańczak F. Clinical 
differences of Helicobacter pylori infection in chil-
dren. Adv Clin Experim Med 2017; 7: 1131‒6.
13. 	 Mehrabani S. Helicobacter pylori infection in 
children: a comprehensive review. Maedica 2019; 14: 
292‒7. 
14. 	 Franceschi F, Zuccala G, Roccarina D. Clinical 
effects of Helicobacter pylori outside the stomach. 
Nat Rev Gastroenterol Hepatol 2014; 11: 234-42.
15. 	 Hudak L, Jaraisy A, Haj S. An updated system-
atic review and meta-analysis on the association 
between Helicobacter pylori infection and iron defi-
ciency anemia. Helicobacter 2017; 22: e12330.
16. 	 Yuan W, Li Yumin, Yang Kehu. Iron deficiency 
anemia in Helicobacter pylori infection: meta-analy-
sis of randomized controlled trials. Scand J Gastro-
enterol 2010; 45: 665-76.
17. 	 Neunert CE, Cooper N. Evidence-based man-
agement of immune thrombocytopenia: ASH guide-
line update. Hematology Am Soc Hematol Educ 
Program 2018; 2018: 568‒75. 
18. 	 Brito HS, Braga JA, Loggetto SR. Helicobacter 
pylori infection and immune thrombocytopenic 
purpura in children and adolescents: a randomized 
controlled trial. Platelets 2015; 26: 336–41.
19. 	 Kocaoglu C, Ozel A, Cayci M. Effect of long-term 
Helicobacter pylori infection on growth of children: 
a cohort study. World J Pediatr 2016; 12(2): 196‒201.
20. 	 Vilchis J, Duque X, Mera R. Association of Heli-
cobacter pylori infection and height of Mexican chil-
dren of low socioeconomic level attending board-
ing schools. Am J Trop Med Hyg 2009; 81: 1091–6
21. 	 Zagari RM, Romano M, Ojetti V, Stockbrugger 
R, Gullini S, Annibale B et al. Guidelines for the man-
agement of Helicobacter pylori infection in Italy: The 
III Working Group Consensus Report 2015. Dig Liver 
Dis 2015; 47: 903‒12. 
22. 	 Jones NL, Koletzko S, Goodman K, Bontems P, 
Cadranel S, Casswall T et al. Joint ESPGHAN/NASP-
GHAN guidelines for the management of Helicobac-

ter pylori in children and adolescents (Update 2016). 
J Pediatr Gastroenterol Nutr 2017; 64: 991‒1003. 
23. 	 Emiroglu HH. Is there a relationship between 
Helicobacter pylori infection and erosive reflux dis-
ease in children? Acta Pædiatr 2010; 99: 121–5.
24. 	 Mansour MM, Al Hadidi KhM, Omar MA. Helico-
bacter pylori and recurrent abdominal pain in chil-
dren: is there any relation? Trop Gastroenterol 2012; 
33: 55–61.
24. 	 Ganesh M, Nurko S. Functional dyspepsia in 
children. Pediatr Ann 2014; 43: e101–5.
25. 	 Dhroove G, Chogle A, Saps M. A million-dollar 
work-up for abdominal pain: is it worth it? J Pediatr 
Gastroenterol Nutr 2010; 51: 579–83.
26. 	 Thakkar K, Chen L, Tessier ME, Gilger MA. Out-
comes of children after esophagogastroduodenos-
copy for chronic abdominal pain. Clin Gastroenterol 
Hepatol 2014; 12(6): 963–9. 
27. 	 Gulcan M, Ozen A, Karatepe HO, Gulcu D, Vitri-
nel A. Impact of H. pylori on growth: is the infection 
or mucosal disease related to growth impairment? 
Dig Dis Sci 2010; 55(10): 2878–86. 
28. 	 Ozen A, Furman A, Berber M, Karatepe HO, Mut-
lu N, Sarıçoban HE et al. The effect of Helicobacter 
pylori and economic status on growth parameters 
and leptin, ghrelin, and insulin-like growth factor 
(IGF)-I concentrations in children. Helicobacter 
2011; 16(1): 55–65. 
29. 	 Kwiecien J, Ziora K, Oswiecimska J. Prevalence 
of Helicobacter pylori in children with growth defi-
ciency. Pediatria Wspolczesna 2010; 12: 2010.
30. 	 Janjetic MA, Goldman CG, Balcarce NE, Rua EC, 
González AB, Fuda JA et al. Iron, zinc, and copper 
nutritional status in children infected with Helico-
bacter pylori. J Pediatr Gastroenterol Nutr 2010; 51: 
85–9. 
31. 	 Pacey A, Weiler H, Egeland GM. Low prevalence 
of iron-deficiency anaemia among Inuit preschool 
children: Nunavut Inuit Child Health Survey, 2007–
2008. Public Health Nutr 2011; 14: 1415–23.
32. 	 Thankachan P, Muthayya S, Sierksma A. Helico-
bacter pylori infection does not influence the effica-
cy of iron and vitamin B(12) fortification in marginal-
ly nourished Indian children. Eur J Clin Nutr 2010; 
64: 1101–7.
33. 	 Dixon MF, Genta RM, Yardley JH, Correa P. 
Classification and grading of gastritis. The updated 
Sydney System. International Workshop on the His-
topathology of Gastritis, Houston 1994. Am J Surg 
Pathol 1996; 20: 1161–81. 
34. 	 Guarner J, Kalach N, Elitsur Y, Koletzko S. Hel-
icobacter pylori diagnostic tests in children: review 
of the literature from 1999 to 2009. Eur J Pediatr 
2010; 169: 15–25. 
35. 	 Leal YA, Flores LL, Fuentes-Pananá EM, Cedil-
lo-Rivera R, Torres J. 13C-urea breath test for the 
diagnosis of Helicobacter pylori infection in children: 
a systematic review and meta-analysis. Helicobac-
ter 2011; 16: 327–37. 
36. 	 Pacheco SL, Ogata SK, Machado RS, Patrício 
FR, Pardo ML, Kawakami E. Diagnosis of Helico-
bacter pylori infection by means of reduced-dose 
¹³C-urea breath test and early sampling of exhaled 
breath. J Pediatr Gastroenterol Nutr 2013; 57: 
607–11. 
37. 	 Imrie C, Rowland M, Bourke B, Drumm B. Limi-
tations to carbon 13-labeled urea breath testing for 
Helicobacter pylori in infants. J Pediatr 2001; 139: 
734–7. 

38. 	 Broekaert IJ, Borrelli O, Dolinsek J, Mar-
tin-de-Carpi J, Mas E, Miele E, Pienar C et al. An ESP-
GHAN position paper on the use of breath testing in 
paediatric gastroenterology. J Pediatr Gastroenter-
ol Nutr 2022; 74: 123–37. 
39. 	 Moayyedi P, Lacy BE, Andrews CN, Enns RA, 
Howden CW, Vakil N. ACG and CAG clinical guide-
line: management of dyspepsia. Am J Gastroenterol 
2017; 112: 988-1013. 
40. 	 Sierra MS, Hastings EV, Goodman KJ. What do 
we know about benefits of H. pylori treatment in 
childhood? Gut Microbes 2013; 4: 549–67.
41. 	 Bontems P, Kalach N, Vanderpas J, Iwanczak 
B, Casswall T, Koletzko S et al. Helicobacter pylori 
infection in European children with gastro-duode-
nal ulcers and erosions. Pediatr Infect Dis J 2013; 32: 
1324–9. 
42. 	 Burgard M, Kotilea K, Mekhael J, Miendje-Deyi 
VY, De Prez C, Vanderpas J et al. Evolution of Hel-
icobacter pylori associated with gastroduodenal 
ulcers or erosions in children over the past 23 years: 
Decline or steady state? Helicobacter 2019; 24: 
e12629. 
43. 	 Saleem N, Howden CW. Update on the man-
agement of Helicobacter pylori infection. Curr Treat 
Options Gastroenterol 2020; 18: 476–87. 
44. 	 Schwarzer A, Bontems P, Urruzuno P, Kalach 
N, Iwanczak B, Roma-Giannikou E et al. Sequen-
tial therapy for Helicobacter pylori infection in 
treatment-naïve children. Helicobacter 2016; 21(2): 
106–13.
45. 	 Graham DY, Lee Y-C, Wu M-S. Rational Helico-
bacter pylori therapy: evidence-based medicine 
rather than medicine-based evidence. Clin Gastro-
enterol Hepatol 2014; 12: 177–86.
46. 	 Raymond J, Lamarque D, Kalach N, Chaussade 
S, Burucoa C. High level of antimicrobial resistance 
in French Helicobacter pylori isolates. Helicobacter 
2010; 15: 21–7
47. 	 Megraud F, Coenen S, Versporten A, Kist M, 
Lopez-Brea M, Hirschl AM et al. Helicobacter pylori 
resistance to antibiotics in Europe and its relation-
ship to antibiotic consumption. Gut 2013; 62: 34-42. 
48. 	 Miendje Deyi VY, Bontems P, Vanderpas J, De 
Koster E, Ntounda R, Van den Borre C et al. Multi-
center survey of routine determinations of resist-
ance of Helicobacter pylori to antimicrobials over 
the last 20 years (1990 to 2009) in Belgium. J Clin 
Microbiol 2011; 49(6): 2200–9. 
49. 	 Zevit N, Levy I, Shmuely H, Samra Z, Yahav J. 
Antibiotic resistance of Helicobacter pylori in Israeli 
children. Scand J Gastroenterol 2010; 45: 550-5. 
50. 	 Nguyen TV, Bengtsson C, Yin L, Nguyen GK, 
Hoang TT, Phung DC et al. Eradication of Helicobac-
ter pylori in children in Vietnam in relation to antibi-
otic resistance. Helicobacter 2012; 17: 319–25. 
51. 	 da Silva FAF, de Brito BB, Santos MLC, Marques 
HS, Sampaio MM, Da Silva Jùnior RT et al. Treatment 
of Helicobacter pylori infection in children: a sys-
tematic review. World J Meta-Anal 2020; 8: 292–308.
52. 	 Zhang Y, Dong Q, Tian L, Zhang S, Zuo N, Zhang 
S et al. Risk factors for recurrence of Helicobacter 
pylori infection after successful eradication in Chi-
nese children: A prospective, nested case-control 
study. Helicobacter 2020; 25: e12749. 
53. 	 Feydt-Schmidt A, Kindermann A, Konstan-
topoulos N, Demmelmair H, Ballauff A, Findeisen 
A et al. Reinfection rate in children after successful 
Helicobacter pylori eradication. Eur J Gastroenterol 
Hepatol 2002; 14: 1119–-23. 

Slovenska pediatrija 3/2022.indd   83 14/09/2022   10:20



84   |  Slovenska pediatrija 2022; 29(Suppl1)

54. Halitim F, Vincent P, Michaud L, Kalach N, Guim-
ber D, Boman F et al. High rate of Helicobacter pylori
reinfection in children and adolescents. Helicobac-
ter 2006; 11: 168-72. 
55. Homan M, Orel R. Are probiotics useful in Heli-
cobacter pylori eradication? World J Gastroenterol 
2015; 21: 10644–53.
56. Zhou Y, Ye Z, Lu J, Miao S, Lu X, Sun H et al. 
Long-term changes in the gut microbiota after 
14-day bismuth quadruple therapy in penicillin-al-
lergic children. Helicobacter 2020; 25: e12721.
57. Yang YJ, Chen PC, Lai FP, Tsai PJ, Sheu BS. Pro-
biotics-containing yogurt Ingestion and H. pylori
eradication can restore fecal Faecalibacterium 
prausnitzii dysbiosis in H. pylori-infected children. 
Biomedicines 2020; 8: 146.

Erasmo Miele, MD, PhD
(kontaktna oseba / contact person)
Department of Translational Medical 
Sciences, Section of Pediatrics
University of Naples “Federico II”
Via Pansini 5, 80131-Naples, Italy
erasmo.miele@unina.it

Maria Teresa Fioretti, MD
Department of Translational Medical 
Sciences, Section of Pediatrics
University of Naples “Federico II”
Via Pansini 5, 80131-Naples, Italy

Slovenska pediatrija 3/2022.indd   84 14/09/2022   10:20


