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Dear Editor

Hirschsprung disease may present as neonatal bowel
perforation. The site of perforation may vary depend-
ing on the segment of the bowel involved. Here we
present a neonate that initially presented with a gas-
tric perforation that was repaired. He later developed
colonic perforation; colonic biopsies taken at second
surgery proved the presence of Hirschsprung’s dis-
ease.

A 2-day-old male term neonate born of uncomplicated
pregnancy and normal vaginal delivery at a private
hospital was referred to us with progressively increas-
ing abdominal distension in the last 16 hours of life.
He was breastfed once and had passed a small
amount of meconium once at 10 hours of life. At
presentation, he was dehydrated, tachypneic (RR
43 /min), tachycardia (HR 146/min), and had delayed
capillary refill time (4 sec). Babygram showed a large
amount of air under the diaphragm (Fig 1).

Figure 1: X-ray abdomen showing huge
pneumoperitoneum.

Laboratory investigations were as: Hb 12.7 g%, total
leukocyte counts of 18000/cmm, C reactive proteins
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80 mg/L, platelets 2.3 lacs/cmm, urea 34 mg/dl,
creatinine 0.9 mg/dl, Na 131 meq/1 and K 2.3 meq/1.
Blood culture sent at admission was later found to be
sterile. After initial resuscitation, he underwent ex-
ploratory laparotomy that revealed a large gastric per-
foration near the posterolateral wall of greater curva-
ture (Fig 2). The rest of the bowel was healthy. The
perforation site was primarily repaired.

Figure 2: Operative picture showing gastric perforation.

On postoperative day 4, he again started having ab-
dominal distension. The septic profile revealed raised
counts TLC 21000/cmm, CRP 140 mg/L, and falling
platelets 1.2 lacs/cmm. Venous blood gas study
revealed metabolic acidosis. On re-exploration, the
gastric repair was found intact. Instead, a perforation
in the left transverse colon was seen; no other ab-
normality in the small or large bowel could be appre-
ciated. A divided stoma was created at the perforation
site and multiple colonic biopsies were taken distal to
the perforation. The baby succumbed after a few
hours of re-exploration. Histopathology revealed
aganglionosis in sigmoid colon and colo-rectal
junction; ganglion cells were present at the site of
perforation.
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Gastric perforation in a neonate with Hirschsprung disease

Neonatal gastric perforation is a rare presentation.
The cause may be traumatic, ischemic, or spontane-
ous. latrogenic nasogastric tube placement, especially
in the setting of positive pressure ventilation may
cause gastric perforations. The role of several gaps in
circular muscle layers of neonates, especially in pre-
termers, has been postulated.l Ischemic gastric per-
forations have been described in necrotizing entero-
colitis.2,3 An extensive literature search did not re-
veal any case of gastric perforation due to underlying
Hirschsprung’s disease. We hypothesize that gastric
perforation was caused by early necrotizing enterocol-
itis or by iatrogenic injury due to the insertion of a
nasogastric tube. The rapid deterioration could have
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been due to fungal sepsis as repeat culture sent at
second surgery later grew Candida, which was inflict-
ing our surgical neonatal ICU during that period.
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