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ABSTRACT 

Background: Hirschsprung disease (HD) as described by Hirschsprung is 

a cause of constipation in early infancy, it is a complex disorder resulting 

from absence of ganglion cells in the bowel wall leading to functional 

obstruction and bowel dilatation proximal to the affected segment. 

Hirschsprung disease (HSD) occurs in approximately 1 in 5000 live births 

with an overall male: female ratio of 3: 1 to 4: 1. 

Purpose: To review our outcome in managing cases of Hirschsprung 

disease in pediatric surgery department Ain Shams University children 

Hospital during the period from January 2014 to December 2016. 

Patients and Methods: During the period from January 2014 to December 

2016, patients with Hirschsprung’s disease presented at Pediatric Surgery 

Department, Ain Shams University Hospitals age from 2 months to 12 

years were retrospectively analyzed and included. Patients with redo 

surgeries were excluded. 

Results: Twenty five pediatric patients with HD [21 boys (84%) and 4 

girls (16%)] were retrospectively analyzed and included in the period of 

the study at Pediatric Surgery Department, Ain Shams University 

Hospitals from January 2014 to December 2016. 

Conclusion: Single staged pull through is more common than multiple 

staged pull through with percentage 64% and 34% respectively. Soave is 

done in 52% of cases while swenson done 48% with no statistically 

difference between them as regard outcomes and post operative 

complication. 

Keywords: Hirschsprung Disease - Single Stage Pull-Through - 

Transanal Endorectal Pull-Through 
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INTRODUCTION 

irschsprung disease (HD) as described by Hirschsprung is 

a cause of constipation in early infancy, it is a complex 

disorder resulting from absence of ganglion cells in the bowel 

wall leading to functional obstruction and bowel dilatation 

proximal to the affected segment. 
(1)

 Hirschsprung disease 

(HSD) occurs in approximately 1 in 5000 live births with an 

overall male: female ratio of 3: 1 to 4: 1 
(2, 3)

. 

Children with HD come to medical attention with the 

following symptoms: Delayed passage of meconium (>24 h after 

birth), Abdominal distension that is relieved by rectal stimulation 

or enemas, Vomiting, Neonatal enterocolitis, severe constipation, 

Chronic abdominal distension, Failure to thrive. The diagnosis of 

HD is based on a combination of symptoms, radiological study as 

plain abdomen x-ray, Gastrografin enema, rectal manometry, and 

rectal biopsy 
(2, 3)

. Full thickness Rectal biopsy is the gold standard 

for the definitive diagnosis of aganglionosis 
(4)

. 

The most commonly performed repairs are the Swenson, 

Duhamel, Soave procedures. Recently, minimally invasive 

laparoscopic procedures have been introduced for the treatment 

of HD. Long-term complications of pull-through procedures 

may include intermittent enterocolitis, severe stool retention, as 

well as intestinal obstruction.
 (5)

 

H 
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Despite significant developments in the understanding of 

the pathologic anatomy and physiology of HD, the results of 

surgical therapy need more evaluation for assessment of the 

outcomes. It is therefore essential to assess clinical outcome in 

patients surgically treated for HD as any abnormality in this 

aspect would adversely affect the quality of life and growth.
(5)
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AIM OF THE WORK 

o review our outcome in managing cases of Hirschsprung 

disease in pediatric surgery department Ain Shams 

University children Hospital during the period from January 

2014 to December 2016. 

 

 

  

T 



 Anatomy, Histology and Pathophysiology 

 4 

Review of Literature 

Chapter 1 

ANATOMY, HISTOLOGY AND 

PATHOPHYSIOLOGY 

Anatomy:  

he colon is a 5-6–ft long, inverted, U-shaped part of the 

large intestine (lower gastrointestinal tract). The large 

intestine is within the alimentary tract where water is absorbed 

from indigestible contents. The large intestine includes the 

cecum, appendix, entire colon, rectum, and anal canal. It begins 

at the terminal ileum with the cecum. Unlike the small 

intestine, it has a shorter length but a much larger lumen. It is 

distinguished further from the small intestine by the presence of 

omental appendices, haustra, and teniae coli By definition, the 

cecum (and appendix) and ano-rectum, which are parts of the 

large intestine, are not included in the colon. 

Embryologically, the colon develops partly from the 

midgut (ascending colon to proximal transverse colon) and partly 

from the hind gut (distal transverse colon to sigmoid colon). 
(6)

 

On plain abdominal radiographs, the colon is seen to be 

filled with air and some fecal material. The colon is identified 

with haustra (irregular incomplete sacculations confer regular 

complete valvulae conniventes in jejunum). 

T 
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Ascending colon 

The ascending (right) colon lies vertically in the most 

lateral right part of the abdominal cavity, occupying the right 

iliac fossa, right lumbar region and right hypochondrium. The 

proximal blind end (pouch) of the ascending colon is called the 

cecum. The ascending colon takes a right-angled turn just 

below the liver (right colic or hepatic flexure) and becomes the 

transverse colon, which has a horizontal course from right to 

left, occupying the right hypochondrium, epigastrium, and left 

hypochondrium.
(7)

 

Transverse colon 

The transverse colon again takes a right-angled turn just 

below the spleen (left colic or splenic flexure, which is attached 

to the diaphragm by the phrenocolic ligament) and becomes the 

descending (left) colon, which lies vertically in the most lateral 

left part of the abdominal cavity, occupying the left 

hypochondrium, left lumbar region, and left iliac fossa. Splenic 

flexure is higher (cranial) to hepatic flexure. The descending 

colon leads to the inverted V-shaped sigmoid colon, which then 

becomes the rectum at the S3 level; the sigmoid colon is so 

called because of its S-shape. 
(6, 7, 8, 9, 10)

 

Paracolic gutters 

Lateral to ascending and descending colon are the right and 

left paracolic gutters of the peritoneal cavity, through which 
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fluid/pus in the upper abdomen can trickle down into the pelvic 

cavity. The ascending and descending colon are related to the 

kidney, ureter, and gonadal vessels of the corresponding side that 

lie behind them in the retroperitoneum; the ascending colon is 

also related to the C loop (second part) of the duodenum.
(8)

 

Transverse colon and sigmoid colon 

The transverse colon and the sigmoid colon have a 

mesentery (ie, transverse mesocolon and sigmoid mesocolon, 

respectively), but the ascending colon and descending colon are 

retroperitoneal, while the cecum is intraperitoneal but uses the 

mesentery of the ileum. The base of the transverse mesocolon 

lies horizontally across the duodenum and pancreas. The 

greater omentum has several parts, including the 4-layered 

omental apron hanging down off of the transverse colon and the 

2-layered gastrocolic ligament connecting the greater curvature 

of the stomach and the transverse colon. 

The rectum occupies the concavity of the sacrococcygeal 

cavity. It is fixed, primarily retroperitoneal, and subperitoneal in 

location. It transitions to the anal canal at the level of the 

puborectal sling which is formed by the fibers of the levator ani 

muscles. The rectum has an expanded middle segment called the 

ampulla. Anterior to the rectum are the rectovesical pouch, 

prostate, bladder, urethra, and seminal vesicles in males. In 

females, it is the recto-uterine pouch, cervix, uterus, and vagina. 


