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(6, 9). A recent study on H. pylori infection status from infancy
to adulthood concluded that most newly acquired infections
occur before age 10 years (18). Although H. pylori infects the
younger population, its association with the development of
upper gastrointestinal symptoms such as epigastric pain and
the pathogenesis of recurrent abdominal pain has been inconsistent (17, 26, 27).
The present study aims to examine the hypothesis that the
coccoid form may play an essential role in the transmission
cycle of H. pylori infection by determining the seroprevalence
of H. pylori infection in children with epigastric pain by using
an enzyme-linked immunosorbent assay (ELISA) with antigens prepared from cells of the spiral and the coccoid forms.

Since the discovery of Helicobacter pylori by Warren and
Marshall (32) two decades ago, it has been found that the
organism infects approximately 50% of the world’s population
(30).
H. pylori exists in two morphological forms: the spiral form
and the coccoid form. The spiral form has been implicated as
the causative agent of type B antral gastritis and peptic ulcer
disease (8). Spiral-shaped H. pylori converts into the coccoid
form under unfavorable conditions such as nutrient deprivation, exposure to antibiotics, and extended incubation (2, 19,
33). Unlike the spiral form, the role of the coccoid form in
H. pylori infection has not been established. Experimental data
from Kusters et al. (16) suggested that the coccoid form is a
morphological manifestation of cellular degeneration or cell
death. However, several reports have shown that although the
coccoid form is nonculturable, it may be viable, as findings
support the notion that transcription and translation may actively take place in coccoid cells (1, 20, 28).
H. pylori DNA has been detected in saliva (29) and stool (21)
specimens by PCR. However, isolation of H. pylori from saliva
and stool specimens by culture has had limited success (14, 24).
This had led to the hypothesis that the coccoid form, which is
believed to be the survival form in the extragastric environment, may play an important role in the H. pylori transmission
cycle.
Infection with H. pylori is likely acquired during childhood

MATERIALS AND METHODS
Study population. A total of 489 consecutive children (mean age, 8.5 ⫾ 3.3
years) with epigastric pain formed the study population. They were outpatient
referrals to the pediatric gastroenterology clinic at the National University Hospital, which is a tertiary referral center in Singapore. All children had been
having epigastric pain for at least 3 months and had consulted their own general
practitioners or pediatricians prior to referral to the specialist gastroenterology
clinic. The patient population consisted of 263 girls and 226 boys. None of the
symptomatic children had received any antibiotics within 4 weeks of the study.
The control group comprised 599 schoolchildren (mean age, 9 ⫾ 0.5 years) who
participated in a seroepidemiological survey of dengue in the eastern part of
Singapore. A blood sample was collected from each individual. Serum was
separated, aliquoted, and kept frozen at ⫺20°C until it was analyzed. Informed
consent was obtained from the parents of the children.
Determination of H. pylori antibody status. The presence of immunoglobulin
G (IgG) antibodies against the spiral and the coccoid forms of H. pylori was
determined by an in-house ELISA with antigen prepared from H. pylori RH54,
which had been isolated from a local patient with a healed duodenal ulcer (22).
Antigens of the spiral and the coccoid forms were prepared by acid glycine
extraction (11) of 3- and 150-day-old cultures, respectively. ELISA was per-
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Helicobacter pylori infection affects human populations of all ages. This gastric bacterium exists in spiral
form and the reported viable but nonculturable coccoid form. The present study aims to examine the probable
role of the coccoid form in H. pylori infection by comparing the seroprevalences of the spiral and the coccoid
forms in children with epigastric pain. Four hundred eighty-nine children (mean age, 8.5 years) with epigastric
pain formed the basis of this study. Five hundred ninety-nine schoolchildren of comparable ages and with no
record of dyspepsia served as controls. The seroprevalence of antigens prepared from both morphological forms
was examined by enzyme-linked immunosorbent assay. The results showed that 65 (13.3%) and 273 (55.8%) of
489 symptomatic children were seropositive for antigens of the H. pylori spiral and coccoid forms, respectively.
In contrast, only 7.0% of the control group had elevated levels of immunoglobulin G antibodies against the
spiral form, while 26.5% were positive for antibodies against the coccoid form. There were no significant differences between genders or among ethnic groups. The study showed a rise in seroprevalence corresponding
with age: 7.1% for those <5 years to 21.4% for those >11 years. The seroprevalence of antigens of the H. pylori
spiral and coccoid forms in children with epigastric pain was twofold higher than that in the control subjects.
Interestingly, there was a fourfold increase in seropositivity for coccoid-form antigen compared to that for the
spiral-form antigen among the symptomatic pediatric patients as well as the control group, indicating a
possible infective role of the coccoid form of H. pylori in the pediatric patients with epigastric pain.

SEROLOGY OF TWO H. PYLORI FORMS IN CHILDREN

VOL. 10, 2003

formed by the method described by Ng et al. (22). In brief, the test sera were
diluted (1:100) and allowed to react with the antigen bound to flat-bottom
microtiter plates (Maxisorp; Nunc). Peroxidase-labeled rabbit anti-human IgG
(Dako) was used as the conjugate, and the substrate was 0.04% o-phenylenediamine dihydrochloride (Sigma). The enzymatic reaction was terminated with 2.5
M sulfuric acid. The optical density at 492 nm was determined with a Multiskan
Ascent microtiter plate reader (Labsystems, Vantaa, Finland). Samples were
tested in triplicate. The cutoff value used for the ELISA was based on a comparative study of 114 local pediatric patients evaluated previously. On the basis
of a cutoff value of 2 standard deviations above the value for histology-confirmed
negative sera, the sensitivity and specificity of our in-house ELISA were 100 and
97%, respectively.
As the coccoid form is viable but nonculturable (23), the histology and culture
results were based on observation or culture of the spiral form. Hence, the cutoff
value for the ELISA was obtained by using the spiral-form antigen.
Statistical evaluation. Statistical analysis was performed with SPSS (version
10) statistical software (Scientific Package for Social Sciences, Chicago, Ill.). The
2 test and Fisher’s exact test were used to compare the proportions between
groups. The level of significance was set at a P value of ⬍0.05.

RESULTS
The serology results showed that 65 of 489 (13.3%) of the
children with epigastric pain had increased levels of IgG
against the spiral form of H. pylori, while 273 of 489 (55.8%)
were seropositive for the antigen prepared from the coccoid
form (Fig. 1). Of the 65 samples seropositive for the spiralform antigen, 36 were from girls and 29 were from boys. A
relative proportional distribution of seropositivity for the coccoid-form antigen was also observed among the groups by
gender, with 149 girls and 124 boys being seropositive for the
coccoid-form antigen. The distributions by gender for the

groups seropositive for the H. pylori spiral and coccoid forms
did not differ significantly (P ⬎ 0.05).
The children who participated in this study were of various
ethnic backgrounds. Of these, 360 were Chinese, 43 were Malay, 46 were Indian, and 40 were of other ethnic groups. The
prevalence of seropositivity among the different races and age
groups is illustrated in Table 1. Although the result was not statistically significant (P ⬎ 0.05), children of the Indian race were
observed to have the highest rate of seropositivity (21.7%) for
antibodies against the spiral-form antigen. Malay children appeared to have a slightly higher prevalence (14.0%) than Chinese children (12.5%) and children of other races (10%). The
study also showed a gradual increase in the rate of acquisition
of H. pylori infection with age (Table 1). Children aged 5 years
and younger had a prevalence of seropositivity of 7.1%, with
the prevalence increasing to 21.4% for those aged 11 years and
older. The serology results for antibodies against the coccoid
form (Table 2) showed that 195 of 360 (54.2%), 26 of 43
(60.5%), 28 of 46 (60.9%), and 24 of 40 (60%) Chinese, Malay,
Indian, and children of other ethnic groups were seropositive,
respectively. It was noted that 188 of 358 (52.5%) children
aged 10 years and younger were seropositive for the coccoidform antigens, whereas 85 of 131 (64.9%) children aged 10
years and older were seropositive for the coccoid-form antigen
(Table 2).
Among the 65 children with epigastric pain and increased
levels of IgG antibodies against the spiral-form antigen, 58
were also found to have antibodies against the coccoid form of
H. pylori. The remaining seven samples seropositive for the
spiral-form antigen were, however, found to have no significantly increased levels of IgG antibodies against the coccoidform antigen. In total, 215 children who were seronegative for
the spiral-form antigen were seropositive for antibodies against
the coccoid-form antigen. A total of 209 of 489 (42.7%) children in this study showed no antibodies against either form.
Of the 599 asymptomatic schoolchildren tested, 7.0% had
elevated levels of IgG antibodies against the spiral-form antigen and 26.5% had elevated levels of antibodies against the
coccoid-form antigen (Fig. 1).
It should be noted that for validation of the use of coccoidform antigen for serologic testing, the sensitivity and the specificity of the test were calculated by using the spiral-form antigen as the standard for comparison. The spiral-form antigen
was chosen as the standard for comparison because the spiral
form is routinely used for the serodiagnosis of H. pylori infection (5, 22). Furthermore, histology results have been based on
tests with this actively dividing spiral form (25). When spiral-

TABLE 1. Seropositivity for H. pylori spiral-form antigen among children with epigastric pain
Age range (yr)

a

No. of children seropositive/total no. (%)
Chinese (n ⫽ 360)

Malay (n ⫽ 43)

Indian (n ⫽ 46)

Othera (n ⫽ 40)

Total (n ⫽ 489)

0–5
6–10
11–15

5/78 (6.4)
19/188 (10.1)
21/94 (22.3)

1/6 (16.7)
2/22 (9.1)
3/15 (20)

1/7 (14.3)
5/26 (19.2)
4/13 (30.7)

0/7 (0)
4/24 (16.7)
0/9 (0)

7/98 (7.1)
30/260 (11.5)
28/131 (21.4)

Total

45/360 (12.5)

6/43 (14.0)

10/46 (21.7)

4/40 (10.0)

65/489 (13.3)

Other ethnic groups.
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FIG. 1. Comparison of seropositivity between control subjects and
children with epigastric pain. A total of 489 children with epigastric
pain and 599 control schoolchildren formed the study cohort.
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TABLE 2. Seropositivity for H. pylori coccoid-form antigen among children with epigastric pain

Age range (yr)

a

No. of children seropositive/total no. (%)
Chinese (n ⫽ 360)

0–5
6–10
11–15

43/78 (55.1)
91/188 (48.4)
61/94 (64.9)

Total

195/360 (54.2)

Indian (n ⫽ 46)

Othera (n ⫽ 40)

Total (n ⫽ 489)

3/6 (50)
11/22 (50)
12/15 (80)

4/7 (57.1)
17/26 (65.4)
7/13 (53.8)

4/7 (57.1)
15/24 (62.5)
5/9 (55.6)

54/98 (55.1)
134/260 (51.5)
85/131 (64.9)

26/43 (60.5)

28/46 (60.9)

24/40 (60.0)

273/489 (55.8)

Malay (n ⫽ 43)

Other ethnic groups.

DISCUSSION
Recurrent abdominal pain is common in children. It can be
due to peptic ulcer disease, gastritis, gastroesophageal reflux,
and other organic and psychogenic disorders. The results from
the present study have demonstrated a strong association of
H. pylori infection and epigastric pain in local pediatric patients. Of the 489 symptomatic children, 13.3% were seropositive for antibodies against the H. pylori spiral-form antigen, whereas only 7.0% (42 of 599) of the schoolchildren in the control
group were found to have antibodies against the spiral-form
antigen. There was an approximately twofold increase in the
seroprevalence of H. pylori infection in children with epigastric
pain (P ⬍ 0.001) when the spiral-form antigen was used. The
rates of seropositivity for antibodies against the coccoid form
for the children with epigastric pain and the control children
were 55.8 and 26.5%, respectively. Therefore, when either
form of the antigen was used in the ELISA, there were twofold
differences in the rates of seropositivity for the two groups of
subjects. The differences in the proportions of children within
each study group positive for the spiral form and the coccoid
form were fourfold. The results for our control group agree
with those from an earlier study based on 2,626 subjects in
various age groups (6 months to older than 65 years), in which
6.7% (48 of 717) of children younger than age 15 years tested
seropositive (5).
The present study with children having epigastric pain
showed that there is no preponderance of seroprevalence by
gender. However, there was an increased seroprevalence with
age, and the highest seropositivity was among Indian children.
This is in agreement with the findings of Boey et al. (3) for
asymptomatic Malaysian children: the rate of seropositivity
increased with age, and seropositivity was most common
among the Indian children. A study by Kang et al. (15) demonstrated that racial differences in the seroprevalence of H.
pylori were more pronounced in the adult population. The
study also showed that Indians had the highest prevalence of
infection, followed by Chinese and Malay, but the Indian subjects had a lower frequency of peptic ulcer disease than the
Chinese subjects (15).
The present study has demonstrated that symptomatic pediatric patients have increased levels of IgG antibodies against
both the spiral form and the coccoid form of H. pylori. Inter-

estingly, there was a fourfold increase in the rate of seropositivity for antibodies against the coccoid-form antigen (55.8%)
compared to that for antibodies against the spiral-form antigen (13.3%) (P ⬍ 0.001). However, a study by Hua et al. (12)
reported that in the adult symptomatic population, the rates of
seropositivity for antibodies against either form were found to
be comparable, with 50.7% seropositive for antibodies against
the spiral-form antigen and 49.6% seropositive for antibodies
against the coccoid-form antigen. More recently, a publication
by Figueroa et al. (7) also revealed that the sera of 295 infected
individuals were highly reactive to both the spiral and the coccoid forms by ELISA. The contrast may be due to the possibility that the coccoid form is involved in the initial stage of
H. pylori infectivity and that there is a relative increase in the
rate of seropositivity for antibodies against the spiral form with
age. This may also explain why we detected a fourfold increase
in the rate of seropositivity for the coccoid form compared to
that for the spiral form in asymptomatic children. Furthermore, the observed increased prevalence of seropositivity for
the coccoid form of H. pylori in children with epigastric pain
could suggest a possible infective role of the coccoid form.
It was also observed that the coccoid form is strongly associated with the spiral form in the infection process, as reported
by Chan et al. (4). In this study, it was shown that when IgG
antibodies against the spiral form were present, antibodies
against the coccoid form were always found except in the sera
of seven children who tested seropositive for the spiral form
but who were found to be seronegative for the coccoid form.
This observation contributes to the reduced sensitivity (89.2%)
of using the coccoid-form antigen for serologic testing when
the spiral-form antigen is used as the standard for comparison.
However, detailed analysis of the data showed that six of these
seven individuals had borderline titers of IgG antibodies
against the coccoid-form antigen. The low specificity (49.3%)
may mean that there are numerous false-positive results. This
is expected because, as illustrated in Table 2, more than 50%
of the test subjects harbored the coccoid form. In view of this
observation, the possibility of underreporting of H. pylori infection in the population of young symptomatic subjects must
be given due consideration, as the tests used at present are
designed with reference to the spiral form and not the coccoid
form.
The coccoid form is nonculturable in vitro, and its viability is
still subject to debate. However, in a recent study by Nilsson et
al. (23), ATP was detectable for at least 25 days after the
morphological conversion from the spiral form to the coccoid
form, and they found that the mRNAs of several genes were
present in aged cultures. This supports the notion that the
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form antigen was used as the standard for comparison, the
sensitivity and the specificity were 89.2% (58 of 65 children)
and 49.3% (209 of 424 children), respectively, with positive and
negative predictive values of 21.2% (58 of 273 children) and
96.8% (209 of 216 children), respectively.

SEROLOGY OF TWO H. PYLORI FORMS IN CHILDREN

VOL. 10, 2003

ACKNOWLEDGMENTS
The project was supported by grants GR6431 and NMRC 0415/
2000. B.L.N. is a research scholar of National University of Singapore.
REFERENCES
1. Benaissa, M., P. Babin, N. Quellard, L. Pezennec, Y. Cenatiempo, and J. L.
Fauchere. 1996. Changes in Helicobacter pylori ultrastructure and antigens
during conversion from the bacillary to the coccoid form. Infect. Immun.
64:2331–2335.
2. Bode, G., F. Mauch, and P. Malfertheiner. 1993. The coccoid forms of
Helicobacter pylori. Criteria for their viability. Epidemiol. Infect. 111:483–
490.
3. Boey, C. C., K. L. Goh, W. S. Lee, and N. Parasakthi. 1999. Seroprevalence
of Helicobacter pylori infection in Malaysian children: evidence for ethnic
differences in childhood. J. Paediatr. Child Health 35:151–152.
4. Chan, W. Y., P. K. Hui, K. M. Leung, J. Chow, F. Kwok, and C. S. Ng. 1994.
Coccoid forms of Helicobacter pylori in the human stomach. Am. J. Clin.
Pathol. 102:503–507.
5. Committee on Epidemic Diseases. 1996. Seroprevalence of Helicobacter pylori infection in Singapore. Epidemiol. News Bull. 22:31–32.
6. Fiedorek, S. C., H. M. Malaty, D. L. Evans, C. L. Pumphrey, H. B. Casteel,
D. J. Evans, Jr., and D. Y. Graham. 1991. Factors influencing the epidemiology of Helicobacter pylori infection in children. Pediatrics 88:578–582.
7. Figueroa, G., G. Faundez, M. Troncoso, P. Navarrete, and M. S. Toledo.
2002. Immunoglobulin G antibody response to infection with coccoid forms
of Helicobacter pylori. Clin. Diagn. Lab. Immunol. 9:1067–1071.
8. Graham, D. Y. 1991. Helicobacter pylori: its epidemiology and its role in
duodenal ulcer disease. J. Gastroenterol. Hepatol. 6:105–113.
9. Graham, D. Y., E. Adam, G. T. Reddy, J. P. Agarwal, R. Agarwal, D. J. Evans,
Jr., H. M. Malaty, and D. G. Evans. 1991. Seroepidemiology of Helicobacter
pylori infection in India. Comparison of developing and developed countries.
Dig. Dis. Sci. 36:1084–1088.

10. Hessey, S., J. Spencer, J. I. Wyatt, G. Sobala, B. J. Rathbone, A. T. R. Axon,
and M. F. Dixon. 1990. Bacterial adhesion and disease activity in Helicobacter associated chronic gastritis. Gut 31:134–138.
11. Ho, B., and S. Vijayakumari. 1993. A simple and efficient continuous culture
system for Helicobacter pylori. Microbios 76:59–66.
12. Hua, J. S., M. M. Khin, P. Y. Zheng, K. G. Yeoh, H. C. Ng, and B. Ho. 1998.
Serum IgG response to differentiated antigens of Helicobacter pylori. World
J. Gastroenterol. 4:249–251.
13. Janas, B., E. Czkwianianc, L. Bak-Romaniszyn, H. Bartel, D. Tosik, and I.
Planeta-Malecka. 1995. Electron microscopic study of association between
coccoid forms of Helicobacter pylori and gastric epithelial cells. Am. J. Gastroenterol. 90:1829–1833.
14. Kabir, S. 2001. Detection of Helicobacter pylori in faeces by culture, PCR and
enzyme immunoassay. J. Med. Microbiol. 50:1021–1029.
15. Kang, J. Y., K. G. Yeoh, K. Y. Ho, R. Guan, T. P. Lim, S. H. Quak, A. Wee,
D. Teo, and Y. W. Ong. 1997. Racial differences in Helicobacter pylori seroprevalence in Singapore: correlation with differences in peptic ulcer frequency. J. Gastroenterol. Hepatol. 12:655–659.
16. Kusters, J. G., M. M. Gerratis, J. A. G. Van Strijp, and C. M. J. E. Vandenbroucke-Grauls. 1997. Coccoid forms of Helicobacter pylori are the morphologic manifestation of cell death. Infect. Immun. 65:3672–3679.
17. Macarthur, C., N. Saunders, W. Feldman, M. Ipp, P. Winders-Lee, S. Roberts, L. Best, P. Sherman, P. Pencharz, and S. V. Veldhuyzen van Zanten.
1999. Helicobacter pylori and childhood recurrent abdominal pain: community based case-control study. Br. Med. J. 319:822–823.
18. Malaty, H. M., A. El-Kasabany, D. Y. Graham, C. C. Miller, S. G. Reddy,
S. R. Srinivasan, Y. Yamaoka, and G. S. Berenson. 2002. Age at acquisition
of Helicobacter pylori infection: a follow-up study from infancy to adulthood.
Lancet 359:931–935.
19. Mizoguchi, H., T. Fujioka, and M. Nasu. 1999. Evidence for viability of
coccoid forms of Helicobacter pylori. J. Gastroenterol. 34(Suppl. 11):32–36.
20. Monstein, H.-J., and J. Jonasson. 2001. Differential virulence gene mRNA
expression in coccoid forms of Helicobacter pylori. Biochem. Biophys. Res.
Commun. 285:530–536.
21. Monteiro, L., N. Gras, and F. Megraud. 2001. Magnetic immuno-PCR assay
with inhibitor removal for direct detection of Helicobacter pylori in human
feces. J. Clin. Microbiol. 39:3778–3780.
22. Ng, B. L., H. C. Ng, K. T. Goh, and B. Ho. 2001. Helicobacter pylori in familial
clusters based on antibody profile. FEMS Immunol. Med. Microbiol. 30:139–
142.
23. Nilsson, H. O., J. Blom, W. A. Al-Soud, A. Ljungh, L. P. Andersen, and T.
Wadstrom. 2002. Effect of cold starvation, acid stress, and nutrients on
metabolic activity of Helicobacter pylori. Appl. Environ. Microbiol. 68:11–19.
24. Oshowo, A., D. Gillam, A. Botha, M. Tunio, J. Holton, P. Boulos, and M.
Hobsley. 1998. Helicobacter pylori: the mouth, stomach, and gut axis. Ann.
Periodontol. 3:276–280.
25. Pronovost, A. D., S. L. Rose, J. W. Pawlak, H. Robin, and R. Schneider. 1994.
Evaluation of a new immunodiagnostic assay for Helicobacter pylori antibody
detection: correlation with histopathological and microbiological results.
J. Clin. Microbiol. 32:46–50.
26. Reifen, R., I. Rasooly, B. Drumm, K. Murphy, and P. Sherman. 1994.
Helicobacter pylori infection in children. Is there specific symptomatology?
Dig. Dis. Sci. 39:1488–1492.
27. Roma, E., J. Panayiotou, Y. Kafritsa, C. Van-Vliet, A. Gianoulia, and A.
Constantopoulos. 1999. Upper gastrointestinal disease, Helicobacter pylori
and recurrent abdominal pain. Acta Paediatr. 88:598–601.
28. Sisto, F., M. I. Brenciaglia, M. M. Scaltrito, and F. Dubini. 2000. Helicobacter pylori: ureA, cagA and vacA expression during conversion to the
coccoid form. Int. J. Antimicrob. Agents 15:277–282.
29. Song, Q., T. Lange, A. Spahr, G. Adler, and G. Bode. 2000. Characteristic
distribution pattern of Helicobacter pylori in dental plaque and saliva detected with nested PCR. J. Med. Microbiol. 49:349–353.
30. Taylor, D. N., and M. J. Blaser. 1991. The epidemiology of Helicobacter
pylori infections. Epidemiol. Rev. 13:42–49.
31. Vijayakumari, S., M. M. Khin, B. Jiang, and B. Ho. 1995. The pathogenic
role of the coccoid form of Helicobacter pylori. Cytobios 82:251–260.
32. Warren, J. R., and B. J. Marshall. 1983. Unidentified curved bacilli on
gastric epithelium in active chronic gastritis. Lancet i:1273–1275.
33. Zheng, P. Y., J. Hua, H. C. Ng, and B. Ho. 1999. Unchanged characteristics
of Helicobacter pylori during its morphological conversion. Microbios 98:51–
64.

Downloaded from http://cvi.asm.org/ on September 20, 2020 by guest

coccoid form is probably viable. In addition, a study by Vijayakumari et al. (31) showed that the coccoid form of H. pylori
adhered to Kato III cells in vitro, which is similar to the observed interaction of the spiral form with the gastric epithelium
in vivo (10). Furthermore, a study by electron microscopy with
epithelial cells showed the presence of both spiral and coccoid
forms in three of eight H. pylori-positive children (13). It is
therefore probable that the coccoid form, like the spiral form,
is viable and infective, even though it is nonculturable in vitro.
In the present study with young symptomatic children (mean
age, 8.5 years) with epigastric pain, the H. pylori coccoid-form
antigen was used for serologic testing, and an increased seroprevalence of antibodies against the coccoid form was noted.
We postulate that the infection may well begin with colonization by the coccoid form. It is therefore not surprising that
most of the symptomatic children were not diagnosed as H.
pylori positive because the usual serologic tests used for diagnosis and histological examination are based on the spiral
form.
Whether the coccoid form plays an infective role is not
definite at this stage, as the coccoid form is reported to be
viable but nonculturable (23). Our findings have described
another facet of the role of the coccoid form of H. pylori.
Future studies will have to focus on looking for the coccoidform-specific antigen(s) and using it as a specific diagnostic
marker. The present study demonstrates that the effect that the
coccoid form has on the immune response in infected individuals, especially children, cannot be underestimated.
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