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DesCripTion 
A 6-year-old previously healthy boy presented 
to paediatric clinic with increasing severity and 
frequency of his gag reflex over the period of 
2 months. According to the parents, the child 
was previously healthy, immunised and no 
perinatal complications. His initial symptoms 
were nausea that was worse in lying position, 
occurred mostly during the night, no abdominal 
pain, discomfort or other associated symptoms. 
These symptoms gradually worsened to gagging 
that is constant and currently interfere with his 
day-to-day activity. No identifiable stressors at 
home or school that triggered the symptoms. 
No dental problems, prosthesis and regularly 
visits his dentist. His physical findings were 
normal with stable vitals and soft, non-tender 
abdomen with normal bowel sounds. His oral 
examination was unremarkable and the patient 
was discharged on histamine blockers for 2 
weeks despite which he had no improvement. 
His persistent symptoms alerted the clinician for 
possible dental and gastrointestinal (GI) eval-
uation. He was cleared by the dentist but the 
GI specialist performed an upper GI endoscopy 
that revealed mildly increased intraepithelial 
lymphocytes (figure 1A) in the duodenum and 
Helicobacter pylori-like organisms immunohis-
tochemically (figure 1B) in the duodenum and 
no intestinal dysplasia (figure 1C). The patient 
was then placed in H. pylori regimen with 
proton-pump inhibitor and two antibiotics for 
14 days. A follow-up visit with GI in 8 weeks 
showed complete resolution of symptoms and 
negative non-invasive test (urea breath test) 
showed H. pylori eradication. The patient has 
remained asymptomatic since.

Gag reflex is a normal protective response to 
avoid any foreign particle to enter into the trachea, 
pharynx or larynx. Gagging can be elicited by 

tactile stimulation in the so-called ‘trigger areas’ of 
the oral cavity namely uvula, palate, palatoglossal 
and palate-pharyngeal folds and base of tongue.1 
Exaggerated gag reflex is commonly encountered 
in dental procedures but other causes include:

Systematic: Chronic GI disorders, carcinoma.
Local: Nasal polyp, postnasal drip, sinusitis, nasal 

obstruction, hiatus hernia.
Others: visual, auditory or olfactory stimulation 

can also result in gagging.1

H. pylori has been the main pathogen in acute/
chronic gastritis, gastric malignancy and peptic 
ulcer disease2 with increasing incidence with age. 
Abdominal pain, nausea, cramping and dyspepsia 
are some of the common GI symptoms. It can 
get quite challenging when patients present with 
atypical symptoms. Some known extra intestinal 
associations: iron deficiency anaemia, idiopathic 
thrombocytopenic purpura and allergic diseases.3 
Most reliable diagnosis is gastric biopsy in the paedi-
atrics due to sampling errors with urease test (low 
numbers of H. pylori in this age group).2 According 
to European Society and North American Society of 
Pediatric Gastroenterology, Hepatology and Nutri-
tion, invasive investigations must be reserved for 
persistent symptoms such as vomiting, abdominal 
pain and GI bleed or unexplained iron deficiency 
anaemia, idiopathic thrombocytopenic purpura3 
but not for functional abdominal pain. Treatment 
recommendations:
1. Clarithromycin containing regimens should be 

limited to paediatric age group with known 
susceptibility

2. In case with unknown susceptibility, high-dose 
triple therapy with amoxicillin, metronidazole 
and proton pump inhibitor should be used for a 
period of 14 days with strict compliance.

3. Patients should be tested with non-invasive such 
as stool antigen but reliable tests after 4–8 weeks 
of therapy.

Figure 1 (A) Mildly increased intraepithelial lymphocytes in the duodenum by CD3 immunohistochemical 
biopsy. (B) Immune histochemical stain: Helicobacter pylori-like organisms with some degenerating organisms possibly 
due to concomitant antibiotic usage. (C) Negative intestinal metaplasia or dysplasia. 
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Learning points

 ► Exaggerated gag reflex in paediatric age group should signal 
possible aetiology other than dental procedures.

 ► Primary clinician should have a high index of suspicion for 
uncommon clinical presentations (like the one in our case) 
and thorough investigations should be considered to confirm 
the diagnosis. Gastric pathology although rare yet possible 
should be entertained as a differential.
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