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Is Barium Enema Reliable for the Diagnosis of Total Colonic Aganglionosis?

Ju Yeon Lee', Dae Yeon Kin’, Jeong Rye Kim®, Jung-Man Namgoong’, Seong Chul Kim’

"Department of Pediatric Surgery, Chonnam National University Children’s Hospital, Chonnam National University School of Medicine,
Gwangju, “Department of Pediatric Surgery, Asan Medical Center Children’s Hospital, University of Ulsan College of Medicine, Seoul,
*Department of Radiology and Research Institute of Radiology, Asan Medical Center, University of Ulsan College of Medicine, Seoul, Korea

Purpose: Barium enema is one of the diagnostic modalities for Hirschsprung’s disease. The present study aimed to investigate the diag-
nostic accuracy of barium enema for Hirschsprung’s disease, especially total colonic aganglionosis (TCA).

Methods: We retrospectively reviewed the medical records of all the patients who were diagnosed as having TCA and underwent a ba-
rium enema in Asan Medical Center Children’s Hospital between January 1998 and December 2016. All the tests were performed and
reviewed by pediatric radiologists.

Results: Among the total 19 patients with TCA who underwent barium enema, 9 patients (47.4%) had accurate radiographic results.
Eight of the 13 neonate patients (61.5%) showed typical TCA radiological findings. However, only one of the 6 patients aged >4 weeks
(16.7%) had accurate radiological diagnosis.

Conclusion: Barium enema showed low accuracy for TCA, and its diagnostic performance was better in neonatal period than in those
aged >4 weeks.
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Age at barium Radiologic findings Preoperative . Length of ileal
Case Sex enema (day) of barium enema diagnosis involvement from
the ICV (cm)
1 M 15 Microcolon, stiff bowel TCA 10
2 M 60 Reversed rectosigmoid index transition zone in CMC (sigmoid colon) 10
distal sigmoid colon
3 M 52 Transition zone in descending colon CMC (descending colon) 5
4 F 1 Distal jejunal or proximal ileum atresia Jejunoileal atresia 70
5 F 66 Normal 10
6 M 3 Transition zone in sigmoid colon CMC (sigmoid colon) 10
7 F 28 Luminal irregularity and stiff colon TCA 35
8 M 33 Normal 10
9 M 29 Transition zone in rectosigmoid colon reversed CMC (rectosigmoid colon) 3
rectosigmoid index
10 F 5 Question mark shaped colon TCA 15
11 F 13 Normal 65
12 F 2 Hirschsprung disease involving entire colon & distal SB TCA 80
13 M 21 Luminal irregularity and stiff colon TCA 65
14 M 3 Delayed contrast passage TCA 90
15 M 3 Microcolon, stiff bowel TCA 18
16 M 3 Normal 90
17 M 2 Distal SB obstruction SB obstruction 40
18 M 2 Microcolon TCA 15
19 M 297 Microcolon TCA 10

ICV, ileocecal valve; M, male; F, female; SB, small bowel; TCA, total colonic aganglionosis; CMC, congenital megacolon.
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Fig. 1. Full-term 52-day-old boy with total colonic aganglionosis.
False—positive transition zone (arrow) is noted at the descending colon
(case 3).
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Fig. 2. Total colonic aganglionosis in a 3-day-old boy. Question-mark
shape of the colon is noted with cecum and ascending colon. The rectum
and descending colon has normal caliber (case 15).
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