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Personal practice

Upper gastrointestinal tract endoscopy
V MILLER AND C M DOIG

Booth Hall Children's Hospital, Manchester

Upper intestinal fibre optic endoscopy was de-
veloped as a means of diagnosis by direct inspection
and sampling.'-3 This remains its main role which
may be extended by the introduction of radio-
opaque dye into the biliary and pancreatic ducts.
Therapeutically, foreign bodies may be extracted,
strictures dilated, polyps removed, and sclerother-
apy or thermocoagulation undertaken. It is possible
to examine a larger area than is possible with rigid
endoscopy and it is safer. The regular use of
endoscopy to investigate children is relatively un-
common in the United Kingdom, although well
established in the rest of Europe and North
America.40 It is more expensive than radiology,
but is more accurate-a barium meal offers 67%
accuracy compared with 95% with flexible en-
doscopy."1-2 There are cost savings in its thera-
peutic role compared with conventional surgery. We
describe our experience based on an endoscopy
service established in 1978.

Method

We use an ACMI Paediatric End Viewing
oesophago-gastroscope (small calibre F-7, diameter
10 mm, and length 105 cm) but any paediatric
gastroscope may be used. We have recently used an
Olympus television camera for teaching purposes.
Most children are admitted as day cases. General
anaesthesia is used to allay apprehension'3 and is
preferred to sedation, especially if repeated inves-
tigations are anticipated.

Endoscopy was performed by either a paediatric
surgeon or a paediatric gastroenterologist. Nursing
support from trained staff is essential to run the
service and to maintain endoscopes. No complica-
tions were encountered throughout the series and
technical difficulties became less as the service
developed. On only 24 occasions were studies
incomplete (13 due to tight oesophageal stricture
and on 11 occasions due to duodenal spasm).
A total of 337 children have undergone endos-

copy on 495 occasions. There were 210 boys (62%).

The numbers have led to the development of a
monthly (latterly twice monthly) upper endoscopy
session of six to eight patients. Although most
children attended a regular endoscopy session, 19
had emergency endoscopes-eight for haemateme-
sis, five for severe melaena, and six for retrieval of a
foreign body or after corrosive ingestion to assess
mucosal damage. Of 84 children who underwent
multiple investigations to monitor progress, 82%
had their repeat endoscopy carried out within six
months.

At the time of investigations 59% of the children
were under 10 years. Some 187 children were under
5 years and 30% of these were under the age of 1
year-the youngest being a 3 week old baby with
haematemesis. The eldest was a 20 year old mentally
defective boy with oesophageal reflux. Most of the
children (67%) were currently being investigated by
the authors and a third came from other paediatri-
cians and paediatric surgeons. Two thirds came from
outwith our own hospital area. If appropriate, the
parents and patient were seen on the morning of the
investigation and again before discharge that day.
The referring consultant was sent a copy of the
investigation notes. Very few children referred from
elsewhere remained under our care.

Reasons for investigation

Abdominal pain. The most common reason for
performing upper gastrointestinal eiidoscopy was to
investigate abdominal pain. This accounted for
approximately 40% of all the children and for 65%
of those aged 10 to 15 years (Table). Sixty eight per
cent of these children were thought to have peptic
ulceration on barium studies. This was confirmed
endoscopically in only 10% (Figure). The radiolo-
gical diagnosis of duodenal ulcer in children may be
difficult, even for a paediatric radiologist. Despite
early endoscopy, duodenal pathology (healed ulcer,
duodenitis, or spasm) was seen in only a third of the
children with radiologically positive diagnosis. Diffi-
culty in negotiating the pylorus because of spasm
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Table Presenting symptoms

Abdominal pain 131
Vomiting 89
Dysphagia 2 1
Haematemesis 28
Anaemia 22
Bleeding per rectum, melaena 13
Liver problems 17

Post surgery biliary atresia 11
Jaundice 4
Other problems 2

Miscellaneous 16
Foreign body 5
Caustic swallower 9
Crohn's disease 2

Numbers represent children investigated.

Peptic ulceration
89 Children
Abnormal radiographs

Normal Abnormal
endoscopy endoscopy
56 163%) 33.

Duodenal I
pathology Pyloric spasm
14 (16%) 6

I
Active Hecied
ulcer ulcer
10 (11%) 4

Gastntis Duodenitis
12

Figure Results ofendoscopic investigation in 89 children
thought to have peptic ulceration.

may occur and this is not always relieved by
metaclopramide. The presence of such tight spasm
must raise the suspicion of pathology in the duode-
num. It is interesting that none of the children with
abdominal pain who had negative endoscopy were

referred back because of further problems. Endos-
copy seldom showed pathology in the presence of a
normal barium study. We would suggest that there is
over reliance on contrast radiology in the investiga-
tion of abdominal pain. Clinical suspicion of
duodenal ulcer should lead to endoscopy.

Recurrent vomiting. A total of 89 children were

investigated because of failure to thrive or persistent
vomiting. In 33 no abnormality was found. Five
children in whom reflux oesophagitis was found
were being treated for asthma or recurrent respira-
tory infections. Endoscopy has been used in the
belief that this will show reflux directly, that a
patulous hiatus will be visible, or that oesophagitis,
which is noted radiologically only when severe, will
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be recognised.14 Our experience refutes these sug-
gestions. The introduction of ambulatory pH moni-
toring has, in our view, superseded both radiology
and endoscopy for routine investigation of reflux.
The role of endoscopy is to show oesophagitis in
those in whom pH studies have shown severe reflux
failing to respond to conservative treatment.
Oesophagoscopy seldom shows pathology when
radiology is normal.

Intestinal bleeding. Radiology is of limited value
since 14 of the 28 children who presented with
haematemesis had normal barium studies. Endos-
copy, however, was of no extra help in seven of the
14. In adult practice, urgent endoscopy during acute
episodes of haematemesis is now less often advo-
cated. Endoscopy is more often used to aid defini-
tive diagnosis once the bleeding has been controlled
medically. In the management of bleeding peptic
ulcer this would be our view. On the eight occasions
that emergency endoscopy was performed, a bleed-
ing duodenal ulcer was seen in three patients being
medicated with steroids. Endoscopy did not in-
fluence treatment, but did confirm the diagnosis. It
was clinically important to pin point the site of
bleeding15 16 when surgery was contemplated, for
example in a patient with haemophilia and in
patients with unusual sites of bleeding such as a
duodenal varix. Investigation of obscure anaemia
with endoscopy has led to recognition of oesophagi-
tis not previously diagnosed and it has proved
valuable in assessing management of oesophagitis.
Among these groups of children with vomiting and
bleeding were 14 children who were mentally
subnormal or had neurological problems. Endosco-
pic sclerotherapy has been found useful in control-
ling bleeding from oesophageal varices,17 18 and
with increasing numbers of children surviving
surgery for biliary atresia the numbers with varices
will increase.

Dysphagia. In nine children who had swallowed
either a corrosive or acid, endoscopy was used to
assess injury and should be performed within 48 to
72 hours. An established stricture was found only
once. Most ingested foreign bodies will pass nat-
urally, but if present after three weeks it is our
practice to remove them with endoscopic forceps or
graspers.19 Achalasia of the cardia and congenital
strictures accounted for the other children with
dysphagia. The presence of stricture may require
dilatation with Eder-Puestow dilators or the use of a
rigid scope and dilators.

Postoperative investigation. Postoperative problems
were investigated in 25 children after surgery for
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oesophageal atresia, diaphragmatic hernia, or after
hiatus hernia repair. Those with oesophageal atresia
had stricture or reflux. We advise that all children
with oesophageal atresia should be checked for
reflux. The flexible fibre optic gastroscope gives
better visualisation of the upper anastomosis after
colon transplant than rigid endoscopy. Two other
children were checked after gastric surgery because
of recurrent problems.

Assessment of radiological abnormality. On occasion
the significance of the radiological appearance of the
upper intestinal tract has been unclear for example
giant gastric rugae, possible neurofibromatosis, or
filling defects. Endoscopy has been useful for
clarifying the diagnosis.

Discussion

Upper intestinal endoscopy has a more limited role
in the investigation of children than in adults.
Consequently expertise in the technique will be
more slowly acquired. We feel that there are major
benefits in establishing regional paediatric endos-
copy units. Two thirds of our patients come from
outside our local catchment area. There are extra
benefits of consultation and cross referral when the
service is shared by a paediatric surgeon and a
paediatric gastroenterologist but this ideal will
seldom be achieved.

In our view endoscopy is the investigation of
choice in the diagnosis of duodenal ulcer; in the
assessment of established oesophageal reflux; in the
management of ingested corrosive or retained
foreign body; and in the diagnosis of postoperative
vomiting and dysphagia after oesophageal surgery.
Lastly, endoscopy has a clear role in the diagnosis
and management of gastrointestinal haemorrhage.
Sclerotherapy of oesophageal varices is likely to
occupy a greater amount of endoscopy time as more
children survive surgery for biliary atresia. Endosco-
pic retrograde cholangiopancreatography is seldom
indicated in paediatric practice.
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