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Abstract
Pediatric surgery is a specialized discipline focused on the management of congenital and acquired surgical con-
ditions in neonates, infants, and children. This review synthesizes current evidence from established literature to 
evaluate advances in diagnostic approaches, operative techniques, and perioperative care. Emphasis is placed on 
minimally invasive and laparoscopic procedures, neonatal surgical interventions, and the management of complica-
tions in pediatric anesthesia. The role of multidisciplinary care and evidence-based clinical protocols is highlighted 
as essential for optimizing patient outcomes. These findings support the continued evolution of pediatric surgical 
practice in alignment with modern standards of safety, efficiency, and improved clinical prognosis.
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Introduction
Surgery is a science and a fine art. Surgery depends on guide-
lines and basics done by scientists, and also has a side that needs 
the "feelings" of the surgeons. Surgeon should have a heart of a 
lion, an eye of an eagle and fingers of an artist. Surgery needs 
a mind and a heart to work cooperatively. Surgery is a dynamic 
field that needs a continuous development and renewal.  Herein 
are 100 pearls including the most recent and scientific principles 
needed by a paediatric surgeon.

The Pearls
1-Don't operate on an infant as if he is an adult [1].
2-It is better in paediatric surgery to operate while sitting, to 
avoid stress.
3-Hirschsprung is 99% congenital, the only acquired type is the 
itatrogenic one.
4-There is a science known as ergonomics in surgery.
5-Surgeon can do Bassini repair in congenital hernia, in case 
there is a wide defect.
6-No mesh in pediatric hernia surgery [2].
7-If you do a congenital hernia operation but the sac was injured, 
forget it.
Peritoneum will heal in 24 hours.
8-The more important in congenital hernia surgery is not sac 
excision, the more important is sac dissection till you reach the 

deep ring. 9-80% of surgical patients can be diagnosed clinically.
10-Bassini repair is aproximating the transverse arch of trans-
verses abdominis(TATA) to the iliopubic tract (not the inguinal 
ligament).
11-It is important to dissect the sac from the vessels of the cord 
carefully.There is a plane to dissct through.
12-Bassini repair in congenital inguinal hernia is done by vicryl 
4/0.1 or 2 or 3 stitches.
13- In case of wide deep ring: do Lytle's repair [3]. It is narrow-
ing of the deep ring, but not tightening the ring. Allow the tip of 
the mosquito to pass beside the cord through the deep ring.
14-Congenital inguinal hernia in female is mostly sliding, either 
the ovary or the Fallopian tube.
15-Delivery of the cord is not forbidden in congenital hernia.
16-Never do a congenital hernia operation depending on U/S. 
Hernia is a clinical diagnosis.
17-Don't operate bilaterally if the diagnosis is unilateral congen-
ital hernia.
18-If there is a unilateral hernia, there may be a contralateral 
hernia in 6% only.
19-Any congenital hernia has the risk of vasal injury, testicular 
injury, or vascular injury [4].
So, no "prophylactic" hernia operation.
20-Missing the sac or part of the sac is the cause of recurrence.
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21-Classification of congenital hernia: 
A-Type1: No sac appears on straining, or it appears with diffi-
culty. This occurs in case of narrow neck; diagnosis is done by 
history taken from an intelligent mother.
B-Type2: The sac appers once the child cries or strains.
C-Type3: The sac is present all the time, in case of destroyed 
posterior wall.
22-PIRS: Percutaneous internal ring suturing. This is a simple 
technique done in laparoscopic hernia repair, takes from 5 to 10 
minutes. The operation is present on youtube channel of prof . 
Sameh Shehata.
23-Needlescopic surgery: A type of laparoscopic surgery used 
in cholecystectomy, appendectomy and PIRS.
24-In case of recurrent congenital hernia, do it laparoscopic.
25-In case of recurrent congenital hernia, do repair of the pos-
terior wall.
26-For 60 years, Fowlers-Stephen’s vessel cutting technique 
was the only operation for abdominal undescended testicles.
It is replaced universally now by the 2 stages Shehata technique 
[5].
27-Shehata concept: Dissection of the abdominal testicle,fixa-
tion beside the opposite deep ring, leave for 2 to 3 months, this 
will create lengthening.
28-The second stage of Shehata technique is taking the testicle 
(after vassel lengthening) and descending it to the scrotum(or-
chiopexy).
29-It is accredited universally now Shehata 1 and Shehata 2 op-
erations.
30- The idea of Shehata operation originated from a neglected 
case of hernia operated by prof. Shehata when he observed that 
the testicular vessels were lengthened till reaching the knee of 
the child.

He asked himself: why not?
If we created a "chronic" traction of the vessels of undescended 
testicles, this may create lengthening of the vessels and allow 
orchiopexy without vessel cutting.
31-The misdiagnosis in preschool children in case of appendi-
citis is 15-57%
32-Misdiagnosis of appendicitis in children results in perfora-
tion.
33-You must use scores like Alvarado or PAS score to avoid 
misdiagnosis of appendicitis in children.
34-Right iliac fossa tenderness+low grade fever 38.5ْC+leuco-
cytosis is diagnostic of appendicitis in paediatrics without more 
investigation.
35-U/S signs of appendicitis in children is:
Diameter>6mm
Noncompressible
Tender
36-Appendectomy can be don laparoscopically in paediatrics as 
long as the bse is not friable [6].
37-Avoid CT scan in children as much as possible.
No need for CT to diagnose appendicitis.
38-Radiation risk in children is very high.
39-Surgeon should learn to read the CT himself.
Don't depend on the report.
You have to correlate with the clinical picture.
40-Right iliac fossa tenderness may be appendicitis, Crohn's, 
Torsion of ovary or whatever, Meckel's diverticulitis.
41-Mesenteric lymphadenitis has no clinical significance, and 

needs no treatment.
Just assurance.
42-Advantage of laparoscopic appendectomy includes assuring 
the diagnosis and excluding the D.D mentioned in note 40.
43-If crohn's involves the base of appendix, appendectomy will 
result in fistula.
44-If Crohn's doesn't involve the base, do appendectomy.
45-In laparoscopic appendectomy, you need to control the me-
soappendix either by ligature, ligasure, or harmonic scalpel.
Don't depend on clips.
46-Appendicitis has no immune age, it can occur in an infant as 
young as one month age.
47-90% of cases of rectal prolapse can be managed conserva-
tively.
48-Conservative treatment of rectal prolapse includes:
Avoid straining,
Avoid cough,
Avoid constipation,
Avoid diarrhea.
49-Rectal prolapse is either mucosal or complete(full thickness).
No circulage in complete rectal prolapse.
50-Circulage is not a logic or physiologic operation.
51-Circulage is just "burrying" the problem.
52-Avoid injection in treating prolapse as much as possible.
It may result in severe uncontrolled inflammation.
53-Treatment of rectal prolapse not responding to conservative 
treatment is laparoscopic rectopexy [7].
54-Laparoscopic rectopexy steps:
I-Withdraw the rectum inside the pelvis.
II-Dissect posterior plane to the rectum.
III-Fix the sigmoid to the anterior abdominal wall in the left iliac 
fossa(teania coli to the subcutaneous).
IV-Fix the rectum to the sacral promontry.
55-Lap rectopexy has 3 fixation points:
A-Sigmoid to ant abd wall.
B-Rectum to sacral promontry.
C-The dissection posterior to the rectum will create adhesions 
and fixation. *If the patient developed appendicitis on top of 
crohn's thats involves the base as well and the appendix is at 
risk of perforation dt suppuration, We should perform Rt hemi-
colectomy.
56-Retrorectal adhesions have no future risk on Gyn&Obst.
57-No rectal prolapse without redundant sigmoid.
58-Strangulated rectal prolapse must be excised.
59-Strangulating rectal prolapse can be reduced an followed up.
60-Constipation in paediatrics is either functional or organic.
61-Functional constipation(colonic inertia) is managed medical-
ly in 95% of cases.
62-Organic constipation in paediatrics is Hirshsprung disease.
63-Sigmoid resection doesn't treat constipation of colonic iner-
tia.
64-If it is inevitable to treat colonic inertia surgically, do recto-
sigmoidectomy not sigmoidectomy.
65-Constipation has no relation to the number of motions.
66-Constipation can be diagnosed even if the child does defeca-
tion daily, if there is retention of stool.
67-Retention of stool can be diagnosed by X-ray.
BTW, the radiologist will report the x-ray report as "normal".

68-Hirschsprung disease:
Constipation+
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a-since birth.
b-delayed evacuation of first meconium to 48 hours.
c-distention.
d-Failure to thrive.
69-Enterocolitis syndrome is a fatal disease. It is diagnostic for 
Hirschsprung disease.
70-Diagnostic X-ray for Hirschsprung shows a narrow rectum 
and dilated sigmoid.
71-There is no isolated sigmoid inertia, so no role of sigmoidec-
tomy in treating colonic inertia.
72- Delayed colon transit has no clinical significance.
73-Frozen section is needed in Hierschsprung operation.
72-rectosigmoidectomy with coloanal anastomosiz can be done 
transanal, followed by recal tube insertion.
73-No colostomy in Hirschsprung disease.
74-Hirschsprung is not presented by acute obstruction.
75-The only indication of sigmoidectomy is recurrent sigmoid 
volvulus.
76-Barium enema is the diagnostic investigation for Hirschsprung 
disease [8].
77-Functional constipation in paediatrics represents 90% of cas-
es. Organic constipation represents 10%
78-Chronic constipation may result in retention-overflow or 
soiling, it is simply treated by evacuation and bisadyl or enema.
79-Encopresis or fecal incontinence is the result of sphincter 
weakening.
80-In encopresis the X-ray shows a megarectum.
81-Fecal loading is diagnosed by the x-ray.
82-Never use monopolar diathermy in circumcision, it has a se-
vere lateral injury.
83-In circumcision, there may be a favourable anatomy or a non-
favorable anatomy.
84-Prepubic fat doesn't releive, so don't postpone circumcision 
in a case of prepubic fat.
85-Before circumcision, you should mark the skin to be removed 
and the skin not to be removed.
86-In circumcision: if you leave more mucosa, this will cause 
retraction of the penis.
87-Before circumcision, you should examine if there is a frenu-
lum vessel to ligate first.
88-Stapler circumcision has no risk to injure the glans [9].
89-Stapler circumcision is the treatment of choice in heamophil-
iac children.
90-If you do circumcision in prepubic fat child, assure the par-
ents about the "image" of the penis and the child will not need 
another operation.
91-Retractile testicles should be followed annually.
92-Take care as the "retractile" testicle may be undescended. 
This probabilty must be excluded.
93-Stapler circumcision is suitable for older boys.
94-All low palpable testicles in the inguinal canal are managed 
by one stage operation.

95-High palbable testicles(near the deep ring) are managed by 2 
stage operation [10].
96-In congenital inguinal hernia in female, don't worry yourself 
about the round ligament.
97-In laparoscopic operation for undescended testicles, be care-
ful the vas be extralooping and may be easily injured.
98-No colostomy or ileostomy in Hirshsprung disease.
99-Hirschsprung disease is diagnosed by biopsy, manometric 
study or barium study. The biopsy may be superficial and give 
false results. The manometric studies may be inaccurate. So, di-
agnose by the C/P with barium study [11].

100-Micronized daflon is taken once daily. Emoflon is a sucral-
fate that makes local antiinflammatory effect on the piles or fis-
sure [12].

Conclusion
Surgeon should stick to guidelines of his profession, but also, 
they should look at the metaphysics and seek for better tech-
niques and more chances for their patients.
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