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Abstract 
Over a 3 year period from 1992 to 1995, 62 patients with recurrent abdominal pain (RAP) 

underwent upper gastrointestinal endoscopy showing normal findings in 30 patients (48.4% ), 
gastroduodenitis 17 (27.4 %), H. pylori gastritis 11 (17.7%) and esophagitis 4 (6.5%). Duodenal or 
gastric ulcer was not found. This study demonstrated more evidence of increased prevalence of 
organic causes of RAP than previous reports. Duration of illness of more than one year and vomiting 
were more common in H. pylori gastritis. Other symptoms including diarrhea, constipation, noc­
turnal awakening and pain related to meals could not differentiate between organic and functional 
cause. Major cases of H. pylori gastritis and gastroduodenitis responded to triple drug therapy 
and H

2 
blockers respectively. 

Recurrent abdominal pain (RAP) has been 
reported to be the most common chronic gastro­
intestinal problem of school-aged children and 
young adolescents in both developed and develop­
ing countries. In 90 to 95 per cent of children with 
RAP, no organic cause of the pain is identified and 
children are considered to have a functional dis­
order0-4). Studies of RAP's natural history indi­
cate that symptoms spontaneously remit in 30 to 50 
per cent of cases within 2 to 6 weeks after diagno­
sis(5). However, approximately 30 to 50 per cent 
continue to have abdominal pain persisting to adult­
hood(6). 
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Only 10 per cent of children with RAP 
have organic pathologies and psychosomatic symp­
tomatology. Because of progress in performing 
fibre-optic endoscopy in pediatrics and recent in­
terest in Helicobacter pylori (Hp) related to peptic 
ulcer, 01;ranic pa.thologie.s are in~reasingly being 
found(7- ). The rum of this study IS to demonstrate 
upper gastrointestinal endoscopic findings and 
related symptoms in Thai children with RAP. 

MATERIAL AND METHOD 
Over a 3 year period from 1992 to 1995, 

sixty two children with RAP were seen and under-
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went upper gastrointestinal endoscopy. RAP is cha­
·racterized by at least three attacks of pain, severe 
enough to affect routine activities and occuring 
over a period of more than 3 months. Liver func­
tion tests, amylase, abdominal ultrasound and upper 
GI series were carried out in some suspected cases. 
Chronic constipation, urinary tract infection and 
lactose intolerance were not included in this study. 
The endoscope was passed to the upper part of the 
duodenum and biopsies were obtained from the 
first part of the duodenum, antrum, gastric body and 
lower esophagus. Two specimens from the antrum 
were used for rapid urease test (CLO test for H. 
pylori infection) and histology. In some patients, 
the third specimen from the antrum was obtained 
for H. pylori culture. Specimens were stained with 
hematoxylin and eosin (HE) and some were stained 
with giemsa or warthin-starry silver method to 
demonstrate Hp like organisms. Children were 
considered to be infected by H. pylori if either 
bacteriological culture or both CLO test and H. 
pylori-like organisms in the histology was positive. 
The Kruskal- Wallis 1 -Way ANOVA was used in 
statistical analysis. 

RESULTS 
Of 62 children with RAP, upper gastro­

intestinal endoscopy showed normal macroscopic 
or microscopic findings in 30 patients ( 48.4% ), gas­
troduodenitis in 17 (27 .4% ), H. pylori gastritis in 11 
(17.7%) and esophagitis in 4 (6.5%). There was no 
duodenal ulcer or gastric ulcer demonstrated in this 
study. The patients having H. pylori gastritis had 
positive urease test in 10 out of 11 tests, but a nega­
tive case had positive culture and H. pylori-like 

organisms in the histology. Culture for H. pylori 
were positive in 3 out of 5 cases. The children in 
this group had a longer illness and more vomiting 
than those of other groups (P < 0.05). Other symp­
toms including diarrhea, nocturnal awakening, 
pain related to meals and constipation were not 
different between each group (Table 1.). 

DISCUSSION 
Since the introduction of flexible fibre­

optic endoscopy in the early 1970s, it has become 
an established procedure for the diagnosis, evalua­
tion and treatment of gastrointestinal disease in 
pediatric patients(10,11). Upper endoscopy is fre­
quently performed to find out the etiology of RAP 
in children in tertiary hospitals. From the literature, 
organic causes of RAP are less than 10 per cent but 
recent data by performing upper endoscopy demon­
strated more abnormal findings. Quak et al (1988) 
reported duodenal ulcer (5) and esophagitis (3) of 
32 pediatric patientsC9). Mavromichalis (1992) 
showed 93 per cent of 72 patients having organic 
pathologies including gastritis and duodenitis(8). 
Furthermore, Ashorn (1993) found 58.5 per cent of 
82 patients having abnormal pathologiesO). Our 
study supports previous data by demonstrating 
organic pathologies (51.6%) including, gastro­
duodenitis, H. pylori gastritis and esophagitis, but 
major findings were microscopic inflammation. 

Primary peptic ulcer can cause recurrent 
abdominal pain in both children and adolescents 
but prevalence of this disease is low. Peptic ulcer 
was not found in this data which may be related 
to race and the age-group of patients being below 

Table 1. Characteristics and symptoms of children with RAP. 

Characteristics Normal Gastroduodenitis H. pylori Esophagitis p 

and symptoms (N=30) (N=l7) gastritis (N=4) 
(N=ll) 

Sex (M/F) 16/14 6/11 2/9 2/2 
Age (mean±2SE) (yr) 8.7±0.8 8.9±0.9 10.5±1 7.7±2.4 
Duration (mean±2SE) (M) 7.3±2.8 9.5±3.8 16.2±6.4 12.8±8.6 <0.05 
Vomiting 11 (36.6 %) 7 (41.2 %) 9(81.8%) 2 (50%) <0.05 
Diarrhea 5 (16.6 %) 2(11.8%) 3 (27.2 %) N 
Nocturnal awakening 7 (23.3 %) 8 (47 %) 7 (63.3 %) 1 (25 %) N 
Pain related to meals 12(40%) 10(58.8 %) 7 (63.3 %) 3 (75 %) N 
Constipation 5 (16.7 %) 1 (5.8 %) 3 (27.2 %) N 
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12 years. In addition, H. pylori infection did not 
increase prevalance of peptic ulcer disease in chil­
dren as in adults. Esophagitis was not common in 
our data. Its symptom is chest pain, or heart burn 
rather than abdominal pain, so major cases may not 
be seen by gastroenterologist. 

There was controversial data in the inci­
dence of H. pylori infection in symptomatic and 
asymptomatic children(12-15). Oderda et al found 
that 63 per cent of children with RAP had evidence 
of active H. pylori infection06) while Ashorn et al 
found this in 22 per cent of selected patients(?). 
The prevalence of H. pylori gastritis ( 17. 7) in our 
study was not higher than asymptomatic school age 
Thai children ( 17.1% )( 17). Although it could not 
be concluded that H. pylori infection was related to 
abdominal pain, the symptoms were improved after 
treatment with triple drug therapy (bismuth subci­
trate, amoxicillin, metronidazole). Gastroduodenitis 
was the major finding in this data, mostly micro­
scopic abnormalities. The etiology of this inflam­
mation was not known. History of taking NSAID 
or alcohol was not present except for spicy food in 
some cases. The symptoms improved after taking 
H

2 
blocker for 6 - 8 weeks in major cases. The role 
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of microscopic inflammation in pathogenesis of 
RAP in children and non-ulcer dyspepsia in adults 
is controversial(18-21). It has been speculated that 
such low grade inflammation may be the cause or 
the effect of altered intestinal motility. In cases 
having normal findings, the etiology of, pain was 
unknown. Abnormal intestinal motor activity and 
dysfunction of the autonomic nervous system may 
play a role in the pathogenesis(22-26). 

Comparing symptoms and duration of ill­
ness between each group, vomiting and duration of 
illness of more than 1 year were common in H. 
pylori gastritis. This infection can cause chronic 
inflammation of both stomach and duodenum re­
sulting in abnormal motility. Vomiting was sus­
pected to be the effect of this pathology. Symptoms 
suggesting organic etiologies such as nocturnal 
awakening and pain related to meals could not dif­
ferentiate between funtional and organic causes. 
The precise indication for performing upper endo­
scopy in RAP is not well established. We prefer to 
do this in a case having intractable pain, weight 
loss, longer duration of illness and anxious parents. 
Upper Gl study may be performed if endoscopy is 
not available. 
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