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Psychosocial Factors and Psychiatric Disorder in
Childhood Chronic Abdominal Pain

Jin Kook Heo, M.D. and Dong-Ho Song, M.D., Ph.D.

Department of Psychiatry, Yonsei University College of Medicine, Seoul, Korea

Childhood chronic abdominal pain usually doesn’t have an organic etiology. It may cause social
impairment and emotional distress in children as well as their families. In view of cognitive and behavioral
aspect, passive coping style, maladaptive social modeling, and reinforced secondary gain could contribute
to the development and maintenance of pediatric somatization. Integrative etiological model includes
biological factors due to the enteric sensitization process, psychosocial factors which encompass family
influences, psychodevelomental vulnerability, and life event-related stress. These factors interact with each
other and manifest as various psychosomatic symptoms. In the treatment of childhood chronic abdominal
pain, multimodal treatment program, which includes cognitive behavioral therapeutic methods, emotional
support, family education, selective serotonin reuptake inhibitor, and so on, is known to be most effective.
(Korean J Pediatr Gastroenterol Nutr 2011; 14(Suppl 1): S25~S33)
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Table 1, The Functional Gastrointestinal Disorders (FGID)

H. Functional disorders: children and adolescents

H1. Vomiting and aerophagia

Hia, Adolescent rumination disorder

H1b. Cyclic vomiting syndrome

Hic. Aerophagia
H2. Abdominal pain-related FGIDs

H2a, Functional dyspepsia

H2b, Irritable bowel syndrome

H2c, Abdominal migraine

H2d, Childhood functional abdominal pain

H2d1. Childhood functional abdominal pain syndrome

H3. Constipation and incontinence

H3a. Functional constipation

H3b, Nonretentive fecal incontinence
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Table 2, Premises and Criteria for the Diagnosis of Psycho-
somatic Abdominal Pain

Premises
|. At least three episodes of recurrent abdominal pain
severe enough to affect the child” s activities over a
period of more than 3 mo
Il Organic disorder excluded
Il At least six of seven criteria defined here satisfied
Criteria
1, Onset or aggravation of chronic negative stress at the
time of the onset of recurrent pain
. Pain paralleling to chronic negative stress
3. Better or pain free during periods of lessened/
disappeared chronic negative stress
. Acute stress induces pain
. Most pain attacks related to acute stress
. The child followed up for at least one year
. Parents/child and responsible doctor agree about the
diagnosis
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would be “probably psychosomatic”,
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Fig. 1. A simple structure to examine and compare theories
abdominal pain and influences on childhood.
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Table 3, Principals of Assessment and Diagnosis for
Pediatric Somatization

1. Acknowledge patient suffering and family concerns
2. Investigate patient and family fears provoked by the
symptoms

3. Remain alert to the possibility of physical disease and
communicate an unwilingness to prejudge the aetiology
of the symptoms

. Avoid unnecessary tests and procedures

. Avoid diagnosis by exclusion

. Explore symptom timing, context and characteristics

. State the diagnostic impression clearly, frankly and directly

. Build a foundation for intervention
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e AL FAAT17) el Aol 4AsHA A sk oll A A2 Z & (citalopram) Z&oF RHY 552 F43}
WAS APEsh= ol vk &AQ1 PER 5A 24 TEE B 23S FovlsAl SAAZ. A2
T A 35 (psychoeducation), ©] &2 (relaxation me- Z X 2H(citalopram) M| ZE Y (serotonin) g AAE
thod), Q1213 7] (cognitive techniques), 12| 3L Y57 nf]-§- Aelg o2 s ekEo|th A2 E Y (serotonin)
&2 wlEo] YrH?(Table 4). H4=9] 5% 2(dorsal hom)o2HE o 747 HHE
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Table 4, Overview of Cognitive Behavioraltherapeutic Methods for the Treatment of Chronic Functional Abdominal Pain

Element Example Goal
Psychoeducation Education about the causes of abdominal pain  Promoting patient co-operation and supporting
Teaching of coping strategies self-responsibility
Relaxation Progressive muscle relaxation Reduction of tension due to pain and creation of

Autogenic training
Distraction techniques
Cognitive restructuring
Make activity plans

Cognitive techniques
Behavior-oriented
Techniques

a relaxed state
Learn to deal with the pain with a positive attitude
Restoration of functional ability in everyday life
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