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Abstract
Hirschsprung disease (HSCR) is a congenital anomaly of the colon that results from failure of enteric nervous system
formation, leading to a constricted dysfunctional segment of the colon with variable lengths, and necessitating surgical
intervention. The underlying pathophysiology includes a defect in neural crest cells migration, proliferation and
differentiation, which are partially explained by identified genetic and epigenetic alterations. Despite the high success rate of
the curative surgeries, they are associated with significant adverse outcomes such as enterocolitis, fecal soiling, and chronic
constipation. In addition, some patients suffer from extensive lethal variants of the disease, all of which justify the need for
an alternative cure. During the last 5 years, there has been considerable progress in HSCR stem cell-based therapy research.
However, many major issues remain unsolved. This review will provide concise background information on HSCR, outline
the future approaches of stem cell-based HSCR therapy, review recent key publications, discuss technical and ethical
challenges the field faces prior to clinical translation, and tackle such challenges by proposing solutions and evaluating
existing approaches to progress further.

Disease overview

Introduction

Hirschsprung disease (HSCR), also known as colonic
aganglionosis, is a congenital anomaly of the hindgut that
disrupts the enteric nervous system (ENS) formation,
resulting in bowel obstruction. The incidence of HSCR in
the UK is 1.8 per 10,000 live births with 3.3:1 male pre-
dominance [1]. Clinically, HSCR is commonly diagnosed
early after birth following delayed meconium passage.
However, its presentation spans from chronic constipation
that remains unnoticed until adulthood, to complete
obstruction in newborns that leads to lethal enterocolitis if
not promptly treated [2, 3].

The classification of HSCR is based on the extent of the
aganglionic segment. Short-segment HSCR represents the
majority of cases and involves the rectosigmoid area (~80%
of patients). Long-segment type extends to the descending
or even transverse colon (~12% of patients). Total colonic
aganglionosis involves the entire colon (~8% of patients).
Total intestinal aganglionosis is a rare and serious variant
[4, 5]. This anatomical categorization holds critical ther-
apeutic implications, that we will cover.

Pathophysiology

Starting from the 4th embryonic week (EW) of develop-
ment, neural crest cells (NCC) migrate from the neural tube
to proliferate and differentiate along the gastrointestinal axis
rostrocaudally, eventually establishing the ENS [6]. This
system comprises complex networks of neuronal and glial
circuitry that are responsible for the muscular and secretory
functions of the gut. Upon migration, some undifferentiated
NCC reside in their destination to mature into ENS lineages
(termed as enteric NCC, or ENCC), while others continue
the migratory wave. The mechanistic control of these
dynamic processes is explained, to some extent, by signal-
ing interactions between the NCC and the gut mesoderm.
However, a full understanding of NCC gut colonization is
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yet to be established [7, 8]. Examples of key signaling
systems that control ENS development include GDNF/RET
and ET3/EDNRB pathways (Fig. 1) [9].

The GDNF/RET signaling system is composed of Glial
cell-derived neurotrophic factor (GDNF) that is secreted by
the gut mesoderm and interacts with the tyrosine kinase RET
receptor and GDNF family receptor α1 (GFRα1) receptor
that are present in the ENCC [10]. GDNF/RET signaling
plays a role in chemotaxis of ENCC to migrate distally.
Moreover, it promotes proliferation by acting as a mitogenic
factor to ensure an adequate ENCC pool. In subsequent
phases, GDNF/RET promotes neuronal differentiation [11].
ET3/EDNRB pathway is comprised of Endothelin-3 (ET3)
that is secreted by the gut mesoderm to bind to EDNRB
protein in the ENCC. This signaling pathway maintains
ENCC progenitors in an undifferentiated state, allowing
them to migrate and fully colonize the gut [12].

The primary pathology in HSCR is the failure of proper
ENS formation, leading to a constricted dysfunctional seg-
ment of the bowel that causes fecal obstruction. This defect
often arises from genetic defects in the pathways respon-
sible for ENCC migration, proliferation, differentiation and
survival. Nevertheless, studied cases revealed single, mul-
tiple or even no detected genetic defects, as well as the
involvement of environmental factors, affirming the dis-
ease’s complex and multifactorial nature [13, 14].

The susceptibility of the distal colon in HSCR in par-
ticular is not fully understood. However, the fact that
NCC migration is rostrocaudal indicates a failure of
maintenance of the progenitor pool. Moreover, neuronal
development in the distal gut is thought to be distinctive
than other gut areas, evident by neuronal cell death in

distal colon subsequent to RET inactivation during late
development [15].

Genetics and epigenetics

To date, around 21 genes were pinpointed in HSCR that
code for proteins involved in NCC functions and ENS
development pathways [9]. These mutated genes were
found in around 30% of HSCR patients. The remaining
unexplained risk is attributed to a combination of common
and rare variants of known and undiscovered mutations
[16]. HSCR occurs as an isolated trait in 70% of cases and
displays variable inheritance patterns that correlate with
different underlying mutations and syndromes [17]. For
instance, HSCR phenotype with RET mutation is dom-
inantly inherited with incomplete penetrance and is asso-
ciated with MEN2A syndrome, whereas HSCR with GDNF
mutation is non mendelian and non syndromic (Table 1)
[18, 19].

The RET proto-oncogene (OMIM 164761) was found to
be the major contributor to the disease phenotype, with
more than 200 RET loss-of-function mutations linked to
~20% of the sporadic as well as up to half of the familial
forms of the disease [13, 20, 21]. The reduced penetrance
and phenotypic variability in RET-mutated HSCR could be
partially explained by specific single-nucleotide-
polymorphisms modifiers within the RET gene [22].
Moreover, the resulting phenotype could be explained by
concurrent mutations, e.g., the EDNRB gene was shown to
have an epistatic interaction with RET [23].

Epigenetic modifications were also investigated in the
context of ENS development and HSCR pathogenesis. For
instance, DNMT3B downregulation seems to contribute to
the phenotypic severity through DNA methylation pattern
alteration [24, 25]. Other epigenetic modifications were
implicated in NCC development and function at different
sites, namely histone modifications, polycomb repression,
chromatin remodeling and noncoding RNA. These reg-
ulatory mechanisms are hypothesized to contribute to
HSCR pathology [26].

Current treatments

The mainstay of HSCR treatment is resection of the agan-
glionic segment and anastomosis of the healthy end of the
colon with the anus though pull-through procedures. The
general aim of surgical treatment is to relieve the obstruc-
tion while maintaining the fecal continence [27]. There are
multiple surgical techniques for HSCR correction. Standard
of care procedures include Duhamel, Swenson and Soave
procedures. These can be performed transanally with
laparoscopic assistance. Although some techniques might
be superior in some patients subgroups, the treatment of

Fig. 1 The group of identified proteins that play a role in ENS and
HSCR development. The pathways are presented in the context of
ENCC and gut mesenchyme interactions. The type of connection
between the proteins is represented by different lines (binding,
secreted/express, phosphorylation, and activation). Reproduced with
permission from Gui et al. (ref. [9]).
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choice is primarily dictated by the surgeon’s preference and
expertise [28, 29].

The management of HSCR depends on the clinical pre-
sentation and the extent of aganglionosis. For uncompli-
cated short-segment HSCR, a single or staged corrective
surgery would be undertaken in the first few months of life;
otherwise, underlying complications, such as enterocolitis,
needs to be treated with a possible temporary stoma crea-
tion. For total aganglionosis, the treatment comprises a
decompressive ostomy and a subsequent definitive proce-
dure performed later in life when the child grows normally,
and any metabolic or nutritional derangements were
resolved [30, 31].

Although the overall treatment success rate is high
(mortality rate <5%) (ref. [32, 33]), HSCR is associated
with significant morbidity. Studies focused on the

functional aspect as a measure of outcome, demonstrate a
constipation rate of 24%, fecal soiling in 21% of cases [34],
and fecal incontinence in more than 50% during childhood
[35], which has a devastating psychological impact. More-
over, enterocolitis was observed in 28% of cases [36].
Collectively, HSCR-associated morbidities necessitated
additional surgeries in 43–48% of cases [32].

Cell-based therapy

Progress in regenerative medicine offers cell-based solu-
tions to the problem of ENS dysfunction, which extend
beyond HSCR into other enteric neuropathies such as eso-
phageal achalasia and gastroparesis [37]. Novel HSCR
treatment strategies are of great interest as they not only

Table 1 A number of HSCR
genes in humans with its
corresponding inheritance
patterns and syndromic
associations.

Gene Inheritance Phenotype

RET Dominant, incomplete penetrance Non-syndromic/MEN2A

GDNF Non-Mendelian Non-syndromic

NTN Non-Mendelian Non-syndromic

EDNRB Recessive dominant (de novo in 80%) Shah–Waardenburg non-syndromic

EDN3 Recessive dominant, incomplete penetrance Shah–Waardenburg non-syndromic

PH0X2B Dominant (de novo in 90%) Haddad syndrome (CCHS)

SOX10 Dominant (de novo in 75%) Shah–Waardenburg

ECE1 Dominant (de novo) Congenital heart formation

ZFHX1B (SIP1) Dominant (de novo) Mowat–Wilson

KIA1279 (KBP) Recessive Goldberg–Shprintzen

TTF1 (TITF1) – Non-syndromic

NRG1 – Non-syndromic

Reproduced with permission from Goldstein et al. [19].

MEN2A Multiple Endocrine Neoplasia Type 2A, CCHS congenital central hypoventilation syndrome.

Table 2 Recent publications
studying future HSCR cell-
based therapies form multiple
facets.

Study, Ref. Platform Question addressed

Fattahi et al. [41] In vivo and
in vitro

Generation of ESC-derived ENCC line.

Generation of iPSC-derived ENCC line.

The rescue of HSCR murine model.

Lai et al. [39] In vitro Generation of HSCR iPSC-NCC line.

Mutation correction by CRISPR/Cas9.

In vitro testing of ENCC migration and differentiation.

Barber et al. [40] In vitro Generation of iPSC-derived ENCC cell line.

Rollo et al. [60] Ex vivo Assessment of autologous HSCR ENCC engraftment in
HSCR gut.

Cooper et al. [70] In vivo Transplantation of murine ENCC into an HSCR murine model.

McCann et al. [71]

Cooper et al. [72] Transplantation of human fetal ENCC into an immunodeficient
HSCR murine model.

ESC Embryonic stem cell, ENCC enteric neural crest cell, iPSC induced pluripotent stem cell, HSCR
Hirschsprung disease, CRISPR/Cas9 clustered regularly interspaced short palindromic repeats/CRISPR-
Associated Protein 9.
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avoid the adverse conventional treatment sequelae, but also
aim to restore the physiological ENS development and
function, at least in theory. This section discusses future
cell-based therapeutic approaches of HSCR and tackles
major challenges in the field.

Approaches and cell source

The principle of the long-sought HSCR cell-based therapy
is the reestablishment of a functional ENS in the agan-
glionic segment by harnessing the proliferative potential of
ENCC. This idea, however, raises several questions that
need to be addressed sequentially; what is the best source of
ENCC? How could we maintain and expand ENCC in vitro
prior to transplantation? Are these cells safe to use? Do we
have to correct the underlying mutations in an autologous
source? Would ENCC engraft into the host gut? How would
we deliver those cells? Recent key publications aimed to
answer some of those vital questions, with considerable
advancements (Table 2). Nevertheless, before dwelling into
those issues, we first must outline the therapeutic scheme
that HSCR research tries to implement.

The envisaged therapeutic approaches could be categor-
ized according to the source of ENCC: induced pluripotent
stem cell (iPSC), embryonic stem cell (ESC), or native
ENCC [38]. In the iPSC-derived ENCC implantation

method (Fig. 2A), adult somatic cells, such as skin fibro-
blasts, would be taken from an HSCR patient and repro-
gramed into iPSC, associated mutations corrected ex vivo,
differentiated into ENCC, and finally, modified ENCC are
implanted in the aganglionic segment. One striking advan-
tage of this method is the feasibility to obtain any somatic
cell as a source and reprogram it to follow the ENS lineage.
Another similar approach is to implant the iPSC-derived
ENCC without attempting to correct the associated mutation.
This latter issue will be covered in the unknown mutations
section. Lai et al. generated iPSC-derived ENCC lines from
HSCR patients [39] and corrected the underlying RET
mutations by using CRISPR/Cas9. They further demon-
strated the restoration of the genetically-corrected ENCC’s
migration and differentiation capacity in vitro. Another
group developed an enhanced differentiation protocol with a
reduced time interval of 15 days [40].

With regards to ESC-derived ENCC (Fig. 2B), because
the cell source would be the inner mass of a healthy human
preimplantation embryo (non autologous), the treatment
steps would only include differentiation and direct trans-
plantation, bypassing the need for mutation correction.
Fattahi et al. in 2016 established ESC-derived (as well as an
iPSC-derived) ENS cell lineages with its specific neuronal
subtypes [41], aiming to provide a drug-testing platform and
a tool for HSCR cell therapy. The study went further to

Fig. 2 Illustration of cellular sources for ENS restoration in HSCR
cell-based therapy. These approaches differ in the source of ENCC
and the subsequent modifications before transplantation. Method (A)
utilizes iPSC which could be generated from patients’ fibroblasts.
Method (B) depends on non-autologous ES cells. Method (C) relies on

the extraction of the progenitors from a healthy gut segment of the
patient. Note that the extracted cells in method (A) and (C) might
undergo gene therapy to correct the underlying mutation prior to
transplantation. Reproduced with permission from Obermayr and Seitz
(ref. [38]).
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demonstrate the cells’ therapeutic potential by locally
transplanting the derived ENCC in the colon of the HSCR
mouse model ednrbs–l/s–l, reporting a 100% rescue rate.
However, they failed to elucidate the mechanisms under-
lying the rescue and were subject to the confounder of
significant spontaneous survival of their model [42].

The third approach is autologous ENCC transplantation
(Fig. 2C). In this method, a gut biopsy is obtained from the
patient’s colon to isolate the ENCC, correct the HSCR
mutation, expand the cells in vitro and transplant them back
into the patient. This method requires ENCC persistence
postnatally, cells to be obtained by endoscopy, and isolated
through specific flow cytometry markers, all of which were
successfully demonstrated by Metzger et al. [43, 44].
Similar to the iPSC-driven ENCC approach, we could
theoretically proceed with implantation without mutation
repair. Nevertheless, in vitro proliferation protocols are
likely needed due to the limited self-renewal capacity of
post-natal ENCC [45].

Safety

The safety profile of this therapy mainly relates to the cell
source and mutation repair. The use of pluripotent stem cells,
whether ESC or iPSC, harbors the risk of tumorigenesis
[46, 47]. This risk could be minimized by the use of mono-
clonal antibodies to selectively ablate the undifferentiated cells
pre-transplantation. Furthermore, a posttransplantation safety
measure against potential tumor formation includes the use of
suicide genes. This solution involves transfecting the stem cells
with an apoptosis-inducing gene before transplantation, such as
CASP9, which codes for Caspase-9 enzyme, that will be acti-
vated upon administering an inducer drug. This fail-safe mea-
sure acts as a last resort in case of unexpected severe adverse
reactions when utilizing ESC or iPSC-induced ENCC [48, 49].
In addition to the tumorigenesis risk, the use of ESC-derived
ENCC for allogeneic transplantation would require adminis-
tering life-long immunosuppressive agents to avoid rejection
and graft versus host disease [38], which might be even more
harmful given the repeated bouts of enterocolitis in HSCR.
This point stands in the way of attempting to recruit universal
iPSC donors as well. Those concerns skew the scope of ther-
apy, from a safety point of view at least, towards an autologous
ENCC source, and iPSC to a lesser extent.

Concerning mutation repair, the potential safety risk
depends on the gene therapy approach, whether utilizing
gene editing or gene addition. CRISPR/Cas9 gene-editing
platforms were readily adopted in biomedical research for
their versatility and relative ease of use in comparison to
other protein engineering techniques like Zinc finger
nucleases. However, this system has variable efficiencies
due to several possible outcomes of DNA repair following
the DNA cut it makes [50]. Furthermore, It is prone to off-

target effects, which are yet to be investigated when it was
used to correct HSCR-associated mutations in iPSC in vitro
[39]. These limitations could be minimized by using alter-
native novel CRISPR nuclease designs such as prime edit-
ing, which was developed by Anzalone et al. (ref. [51]).
This system substitutes the desired DNA base by utilizing a
catalytically impaired Cas9 endonuclease fused to an
engineered reverse transcriptase, which could be pro-
grammed with a prime editing guide RNA. This design,
unlike CRISPR/Cas9, bypasses the need for a double-
stranded break and does not require a DNA template.
Before attempting to apply this tool, large scale genotoxic
evaluation needs to be applied, as the next-generation
sequencing of PCR amplicons used by Anzalone et al. to
detect off-targets is not sufficient for a genome-wide scale
off-target assessment as per their evaluation [51, 52].

For gene addition, it aims to supply a functional gene
product implicated in HSCR (such as RET gene) to ENCC
via vectors. Despite the common and efficient use of viral
vectors [53], they harbor the risk of insertional mutagenesis
with variable degrees according to the viral vector class. For
example, the treatment of X-linked severe combined
immunodeficiency patients by Gammaretroviral vectors was
shown to carry a significant insertional mutagenesis risk that
resulted in proto-oncogene activation and the development
of T-cell leukemia [54]. Further pursuits of safer vectors
have led to the generation of self-inactivating (SIN) lenti-
viral vectors. There are two main reasons, from a safety
perspective, to consider this vector class as a candidate for
gene addition in HSCR. Firstly, SIN lentiviral vectors have
the advantage of an approved clinical application, being the
basis of KYMRIAH (Tisagenlecleucel), the first FDA-
approved gene therapy for acute lymphoblastic leukemia
[55]. Secondly, SIN lentiviral vectors have already been
used to transfect human ENCC cells. In 2014, Natarajan
et al. verified the reliability of a protocol to label ENS stem
cells obtained from human colon biopsies with fluorescent
reporter genes by SIN lentiviral vectors. Upon transplanting
those cells in the colon of immune-deficient recipient mice,
they demonstrated a transduction efficiency of ~90% that
remained stable for 2 months after transplantation. The
establishment of this protocol opens the venue for sub-
sequent safety experimentation to test for the presence of
insertional mutagenesis [56].

Unknown mutations

As mentioned earlier, HSCR is a complex disease that is
partially explained by isolated mutations. This fact con-
stitutes a hurdle for gene therapy in iPSC-induced ENCC
and autologous approaches. For us to undertake the com-
mitment of repairing HSCR mutations, we would be faced,
depending on the case, with either a single mutation, no
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identified mutations, or multiple different mutations within
different genes. For single-gene mutations, gene-editing
(such as by CRISPR/Cas9), or gene addition approaches
(such as by viral vector delivery) are feasible. In gene
addition, in particular, it is essential to consider the size of
the delivery construct during vector design. For example,
the estimated exome size of RET proto-oncogene is 31 kb
that falls within 20 exons [57]. This problem of large size
might be overcome by developing truncated RET versions,
replicating the micro-dystrophin experience [58], and by
optimizing the viral packaging capacity, which was
attempted by Counsell et al. to increase SIN lentiviral vector
maximum load [59].

For the other two groups of patients, namely who has
multiple or no identified mutations, gene therapy might not be
possible or feasible (given the increased off-targeting risk of
multiple edits). Before coming to the conclusion that those
patients are ineligible for autologous or iPSC-derived ENCC
transplantation and be restricted to the ESC source, we have to
establish whether gene therapy is a necessary step, i.e., whether
ENCC with inherent defects can be transplanted successfully.
For that, we have to keep in mind that in short-segment HSCR,
which is the predominant type, ENCC were able to migrate and
colonize most of the patients’ gut, rendering transplanting
defective ENCC a reasonable proposition. Rollo et al.
demonstrated that p75+ ENCC isolated from HSCR patients
are capable of engrafting in an autologous aganglionic segment
ex vivo [60]. However, whether this proliferative capacity of
defective cells is specific to certain mutations or generalized is a
matter of future investigation.

In another broader front, unbiased GWAS studies are
vital for novel gene discovery, especially when coupled
with next-generation whole-genome or whole-exome
sequencing technologies [16, 61]. In HSCR, multiple
GWAS studies were performed by utilizing microarray
genotyping to identify associated variants [62–64], and
more recently, WES and WGS were used in trio design to
identify novel genes and variants [9, 65, 66].

Studying the genetic landscape of HSCR could provide
a better understanding of the clinical significance of
detected variants. For instance, certain genotypes might
be linked to a higher incidence of postoperative enter-
ocolitis, which could be considered in the treatment
algorithm and follow-up [21]. Moreover, The role of
genetic testing and prenatal diagnosis could be expanded,
as it is currently hindered by the variable penetrance of
pathogenic mutations, and the incomplete understanding
of many seemingly benign variants [67]. Challenges
include: (1) the recruitment of a sample size that achieves
a satisfactory statistical power when examining rare var-
iants in a GWAS design, (2) meeting the high cost of next-
generation sequencing in such a sample, and (3) deter-
mining whether nongenetic “environmental” factors

contribute to the disease etiology, which is still to be
elucidated.

Engraftment

The concept of ENCC engraftment into a host gut embeds
several components that have been studied over time, namely
anatomical engraftment, functional integration, the extent of
coverage, and interaction with the host gut.

Successful transplantation of ENCC in wild-type mice
was demonstrated [68, 69]. To progress further, studies
resorted to HSCR mouse models to study aspects of
engraftment and explore the treatment potential even fur-
ther. In 2016, Cooper et al. investigated in vivo transplan-
tation of murine ENCC into HSCR ednrbtm1Ywa mice that
lack functional endothelin receptor type-B [70]. Immuno-
histochemistry showed formation and colonization of neu-
rons and glia with branching ENS-like network over an area
of 4.3 ± 3.1 mm2 in 56/62 animals (90.3%). Functional
integration was demonstrated by calcium fluorescence
imaging, where electrical stimulation was applied to endo-
genous neurons and Ca2+ response recorded from the
transplanted cells. In terms of safety, a 2-year follow-up
showed no tissue spread or tumor formation. This result
is in accordance with the findings of McCann et al.
who transplanted murine ENCC into a neuronal nitric
oxide synthase-deficient mouse model (nNOS−/−) that
recapitulates human the HSCR phenotype of gut motility
disturbance [71]. This study showed a rescue of the
phenotype-associated gut motility function, evident by
improved contractile properties and decreased total intest-
inal transit time. Furthermore, the study reports an exciting
finding of extensive trans-colonic engraftment of ENCC
despite utilizing identical protocols in previous work, owing
to the use of confocal microscopy imaging to examine
whole colonic preparations instead of the flawed approach
of stereoscopic live imaging that lead to underreporting of
coverage in other studies.

To explore the potential of human ENCC as a cellular
source, Cooper et al. transplanted human fetal human
ENCC donated from human fetal colons into an immuno-
deficient HSCR mouse model [72]. Engraftment was
reported in only 50% of the mice, with axonal projections of
differentiated neurons extending over 1.2 ± 0.6 mm. The
authors attributed this limited engraftment to the inherent
variability of human samples and decreased robustness of
human cells to proliferate in vitro and form neurosphere-
like bodies in comparison to the mouse ENCC. It is rea-
sonable to assume that this limitation was also influenced by
the difference in the species’ niches.

Challenges in this domain include upscaling the extent of
human ENCC coverage to produce a clinically significant
effect in future therapies in a proportionally longer human
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gut [73]. Although Rollo et al. transplanted human auto-
logous ENCC into its corresponding aganglionic segment in
HSCR patients, the fact that the recipient gut segments were
cut into 1–2 mm3 fragments makes it difficult to assess for
the maximum amount of the gut that would be reconstituted
by donor cells [60]. Moreover, little is known about the
potential aberrant interaction between the transplanted cells
and the new host gut microenvironment and whether that
will lead to the transplant establishing a network that
functionally competes with the host ENS or properly
engrafts and integrates [74].

The anatomical and functional development of ENS was
tracked in both murine and human contexts [75, 76]. Utilized
methods include immunohistochemistry for neuron subtypes
detection, calcium imaging for examining the coordinated
neuronal activity, and transcriptional analysis (such as for genes
encoding for ion channels) to study the transcriptional altera-
tions that coincide with the emergence of electrical activity.
Since the final aim is to establish functional ENS that resembles
the physiological one, the engraftment of ENCC could be
further investigated by comparing it to the physiological ENS
development at the molecular and functional levels, as mere
engraftment of ENCC might not reflect an organized ENS.
Functional testing will be mentioned at the end of this section.

We could hypothesis that murine ENS formation post-
transplantation would follow a similar pattern to that of
normal development, measured by methods mentioned
above (immunohistochemistry, calcium imaging, and tran-
scriptional analysis), which is a similar experimental
approach that was performed by McCann et al. on human
embryonic tissue [76]. One suggested setup is to compare
ENS development between transplanted ENCC in an
aganglionic mouse model with ENCC from a healthy con-
trol at different time points. Fluorescence-Activated Cell
Sorting could be utilized to isolate donor cells at fixed
intervals (e.g., pretransplant, [D0]; 1 week, 2 weeks,
3 weeks, 4 weeks, and 3 months posttransplant) and isolate
ENCC from a reporter mouse at, for example, E12.5, E14.5,
E18.5, D0. The cells would be taken from an equivalent
environment, such as the distal colon. By using single-cell
RNA sequencing, we could ensure examining the cells at a
more precise level, as they would contain a heterogeneous
population. Important considerations include the choice of
ENCC marker, the location, and the intervals at which the
tissue is obtained and assessed. Also, as ENCC expansion
protocols are being refined, it would be interesting to
compare different ENCC sources in parallel in terms of
engraftment efficiency and success rate.

As previously mentioned, Cooper et al. examined the
engraftment of murine ENCC by immunohistochemistry
and calcium fluorescence imaging [70]. One addition to this
design could be to perform murine ENCC transplantation
(whether healthy, defective, or corrected) in an aganglionic

mouse model alongside a control arm without transplanta-
tion. Cooper et al. argued that using HSCR models, such as
ednrbs–l/s–l, would prove to be hard in such studies because
of its early death, limiting the time of assessment and
follow-up [70]. While McCann et al. used nNOS−/− mouse
model that is characterized by an increased lifespan to better
assess the transplant outcome [71], Stamp et al. proposed a
surgical manipulation to ednrbs–l/s–l by creating a stoma to
alleviate the luminal obstruction and prolong its survival
from ~1 to 5 weeks [77]. The latter approach would retain
the HSCR-associated neuropathy more accurately yet
prolong survival to better evaluate the outcomes of
interventions.

Moreover, as a safety indicator, we could concomitantly
generate a differentially expressed gene list from transcriptional
analysis of murine colonic samples posttransplantation against
ones from the control mouse model, such as by RNA
sequencing, and search for the enrichment of oncogenic tran-
scriptional patterns. Such exploration would require running
the differentially expressed gene list in a functional bioinfor-
matic analysis tool such as over-representation analysis or
gene-set enrichment analysis along with published transcrip-
tional datasets of murine colorectal cancer [78].

With regard to motility, propulsion motility assessment
techniques, such as spatiotemporal mapping, could be
applied to a whole colon organ bath posttransplantation
[79]. This experiment could examine the functional beha-
vior of the transplanted ENS and look for any changes in
the motility pattern that may affect the propagation of
luminal content. While these experiments are necessary to
understand how to manipulate and study the transplantation
process, there is a need to transfer the studies to intact
human recipient colons, which faces an ethical barrier. This
will be discussed in the following section.

Ethical considerations

Among the cellular sources of ENCC, the use of ESC is
highly controversial. In fact, the opinions formulated on
whether to accept destroying an early human embryo to
cure disease and alleviate suffering are deeply rooted in
moral beliefs, resulting in discrepant policies worldwide
that make a consensus unlikely. As a result, iPSC present as
a more morally acceptable alternative [80].

The second ethical consideration is the assessment of the
risk-to-benefit ratio before proceeding with clinical trials
[81]. In the HSCR scenario, almost all patients will undergo
at least one type of procedure, which, as stated earlier, has
an overall excellent survival rate of ≥95% (ref. [32, 33]).
This current outcome triggers the question of whether it is
justified to conduct a first-in-human cell therapy trial against
a necessary effective curative surgery. To tackle this issue,
we could design a trial where the new cell-based therapy
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will not compete with the standard of care, instead, inte-
grating it as an adjuvant to the conventional treatment,
therefore, minimizing the risk of depriving the patient of
necessary treatment. This trial design could recruit HSCR
patients with extensive variants of the disease who would
otherwise undergo an early ostomy (where the distal
aganglionic colon is left) and a definitive surgery to ana-
stomose the healthy segment with the distal gut later in life
[31]. In those patients, ENCC could be transplanted in the
distal unresected aganglionic part before undergoing the
definitive second surgery, hoping for ENS restoration and
functional integration with the anastomosed segment with-
out delaying or replacing the standard treatment.

Delivery methods

Delivery of therapeutic cells, regardless of the source, has two
aspects to consider. First, whether there is an optimal histolo-
gical location of administration that will yield a better ther-
apeutic outcome, and second, which technical method would
be preferred to deliver the therapy in humans. Studies in animal
models directly injected cell suspensions or neurospheres-like
bodies via laparotomy. Preliminary evidence points towards a
preference of gut muscular [41] and subserosal injections [70]
over the peritoneal route [82], with no established preferred
target gut layer.

Cheng et al. proposed utilizing endoscopy as a safe and
reliable delivery method by delivering ENCC to healthy and
HSCR mice, demonstrating successful engraftment in 9/12
mice with no complications [83]. According to the authors,
the failure of engraftment in the remaining three mice is
attributed to the technical difficulty of targeting the thin gut
of the mouse model. The potential of endoscopic delivery
could be further studied by testing on large animal models
where endoscopic ultrasonography could be applied to
examine layer-specific delivery [83, 84].

Conclusion

This review demonstrates how our understanding of gut
development and HSCR pathogenesis amalgamate to pur-
sue a future cell-based cure. After casting an overview of
HSCR in the context of ENS pathways and genomic dis-
turbances, the outcome of current treatment options was
demonstrated. Lastly, different cell-based therapy approa-
ches were addressed as an alternative cure, along with
several questions that remain unanswered in the field.

Earlier work generated ENCC cell lines and rescued gut
motility in animal models. However, research at the frontline is
yet to fully establish the necessary tools, protocols, and the
treatment potential and applicability of each of the discussed
approaches. The next major leap lies within advancing the

proposed therapies to human experimentation. This upscaling
will be possible after improving our understanding of the ENS
and HSCR development and studying the integration of
transplanted ENS progenitors from different sources and
monitoring its consequences. By enhancing current treatment
approaches and eliminating therapeutic safety concerns, this
therapy will teach us not only how to cure HSCR, but to even
approach other conditions as to how to extract, correct, pro-
liferate, differentiate, deliver, integrate, and treat with
stem cells.

Acknowledgements I would like to thank Dr Conor McCann for his
guidance through our valuable intellectual discussions that offered me
great insight into the subject, and Prof. Jennifer Morgan for proof-
reading the paper.

Compliance with ethical standards

Conflict of interest The author declare no competing interests.

Publisher’s note Springer Nature remains neutral with regard to
jurisdictional claims in published maps and institutional affiliations.

Open Access This article is licensed under a Creative Commons
Attribution 4.0 International License, which permits use, sharing,
adaptation, distribution and reproduction in any medium or format, as
long as you give appropriate credit to the original author(s) and the
source, provide a link to the Creative Commons license, and indicate if
changes were made. The images or other third party material in this
article are included in the article’s Creative Commons license, unless
indicated otherwise in a credit line to the material. If material is not
included in the article’s Creative Commons license and your intended
use is not permitted by statutory regulation or exceeds the permitted
use, you will need to obtain permission directly from the copyright
holder. To view a copy of this license, visit http://creativecommons.
org/licenses/by/4.0/.

References

1. Bradnock TJ, Knight M, Kenny S, Nair M, Walker GM.
Hirschsprung’s disease in the UK and Ireland: incidence and
anomalies. Arch Dis Child. 2017;102:722–7.

2. Haricharan RN, Georgeson KE. Hirschsprung disease. Semin
Pediatr Surg. 2008;17:266–75.

3. Doodnath R, Puri P. A systematic review and meta-analysis of
Hirschsprung’s disease presenting after childhood. Pediatr Surg
Int. 2010;26:1107–10.

4. Suita S, Taguchi T, Ieiri S, Nakatsuji T. Hirschsprung’s disease in
Japan: analysis of 3852 patients based on a nationwide survey in
30 years. J Pediatr Surg. 2005;40:197–201.

5. Badner JA, Sieber WK, Garver KL, Chakravarti A. A genetic
study of Hirschsprung disease. Am J Hum Genet. 1990;46:
568–80.

6. Wallace AS, Burns AJ. Development of the enteric nervous sys-
tem, smooth muscle and interstitial cells of Cajal in the human
gastrointestinal tract. Cell Tissue Res. 2005;319:367–82.

7. Delalande JM, Barlow AJ, Thomas AJ, Wallace AS, Thapar N,
Erickson CA, et al. The receptor tyrosine kinase RET regulates
hindgut colonization by sacral neural crest cells. Dev Biol.
2008;313:279–92.

A. F. Alhawaj

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/


8. Schriemer D, Sribudiani Y, Ijpma A, Natarajan D, MacKenzie
KC, Metzger M, et al. Regulators of gene expression in Enteric
Neural Crest Cells are putative Hirschsprung disease genes. Dev
Biol. 2016;416:255–65.

9. Gui H, Schriemer D, Cheng WW, Chauhan RK, Antinolo G,
Berrios C, et al. Whole exome sequencing coupled with unbiased
functional analysis reveals new Hirschsprung disease genes.
Genome Biol. 2017;18:48.

10. Manie S, Santoro M, Fusco A, Billaud M. The RET receptor:
function in development and dysfunction in congenital mal-
formation. Trends Genet. 2001;17:580–9.

11. Sanchez MP, Silos-Santiago I, Frisen J, He B, Lira SA, Barbacid
M. Renal agenesis and the absence of enteric neurons in mice
lacking GDNF. Nature. 1996;382:70–3.

12. Gershon MD. Endothelin and the development of the enteric
nervous system. Clin Exp Pharmacol Physiol. 1999;26:985–8.

13. Amiel J, Sproat-Emison E, Garcia-Barcelo M, Lantieri F, Bur-
zynski G, Borrego S, et al. Hirschsprung disease, associated
syndromes and genetics: a review. J Med Genet. 2008;45:1–14.

14. Heuckeroth RO, Schäfer K-H. Gene-environment interactions and
the enteric nervous system: Neural plasticity and Hirschsprung
disease prevention. Dev Biol. 2016;417:188–97.

15. Uesaka T, Nagashimada M, Yonemura S, Enomoto H. Dimin-
ished Ret expression compromises neuronal survival in the colon
and causes intestinal aganglionosis in mice. J Clin Investig.
2008;118:1890–8.

16. Alves MM, Sribudiani Y, Brouwer RW, Amiel J, Antinolo G,
Borrego S, et al. Contribution of rare and common variants
determine complex diseases-Hirschsprung disease as a model.
Dev Biol. 2013;382:320–9.

17. Friedmacher F, Puri P. Hirschsprung’s disease associated with
Down syndrome: a meta-analysis of incidence, functional out-
comes and mortality. Pediatr Surg Int. 2013;29:937–46.

18. Brosens E, Burns AJ, Brooks AS, Matera I, Borrego S, Ceccherini
I, et al. Genetics of enteric neuropathies. Dev Biol. 2016;417:
198–208.

19. Goldstein AM, Hofstra RM, Burns AJ. Building a brain in the gut:
development of the enteric nervous system. Clin Genet. 2013;83:
307–16.

20. NIH. RET Gene. 2018. https://ghr.nlm.nih.gov/gene/RET#conditions.
21. Tilghman JM, Ling AY, Turner TN, Sosa MX, Krumm N,

Chatterjee S, et al. Molecular genetic anatomy and risk profile of
Hirschsprung’s disease. N Engl J Med. 2019;380:1421–32.

22. Garcia-Barcelo MM, Tang CS, Ngan ES, Lui VC, Chen Y, So
MT, et al. Genome-wide association study identifies NRG1 as a
susceptibility locus for Hirschsprung’s disease. Proc Natl Acad
Sci USA. 2009;106:2694–9.

23. Carrasquillo MM, McCallion AS, Puffenberger EG, Kashuk CS,
Nouri N, Chakravarti A. Genome-wide association study and
mouse model identify interaction between RET and EDNRB
pathways in Hirschsprung disease. Nat Genet. 2002;32:237–44.

24. Villalba-Benito L, Torroglosa A, Fernandez RM, Ruiz-Ferrer M,
Moya-Jimenez MJ, Antinolo G, et al. Overexpression of
DNMT3b target genes during Enteric Nervous System develop-
ment contribute to the onset of Hirschsprung disease. Sci Rep.
2017;7:6221.

25. Torroglosa A, Enguix-Riego MV, Fernández RM, Román-
Rodriguez FJ, Moya-Jiménez MJ, de Agustín JC, et al. Involve-
ment of DNMT3B in the pathogenesis of Hirschsprung disease
and its possible role as a regulator of neurogenesis in the human
enteric nervous system. Genet Med. 2014;16:703–10.

26. Torroglosa A, Villalba-Benito L, Luzon-Toro B, Fernandez RM,
Antinolo G, Borrego S. Epigenetic Mechanisms in Hirschsprung
Disease. Int J Mol Sci. 2019;20:3123.

27. Das K, Mohanty S. Hirschsprung disease—current diagnosis and
management. Indian J Pediatr. 2017;84:618–23.

28. Arts E, Botden SMBI, Lacher M, Sloots P, Stanton MP, Sugarman
I, et al. Duhamel versus transanal endorectal pull through
(TERPT) for the surgical treatment of Hirschsprung’s disease.
Tech Coloproctol. 2016;20:677–82.

29. Mao YZ, Tang ST, Li S. Duhamel operation vs. transanal
endorectal pull-through procedure for Hirschsprung disease: a
systematic review and meta-analysis. J Pediatr Surg. 2018;53:
1710–5.

30. Urla C, Lieber J, Obermayr F, Busch A, Schweizer R, Warmann
SW, et al. Surgical treatment of children with total colonic
aganglionosis: functional and metabolic long-term outcome. BMC
Surg. 2018;18:58.

31. Marquez TT, Acton RD, Hess DJ, Duval S, Saltzman DA.
Comprehensive review of procedures for total colonic aganglio-
nosis. J Pediatr Surg. 2009;44:257–65.

32. Thakkar HS, Bassett C, Hsu A, Manuele R, Kufeji D, Richards
CA, et al. Functional outcomes in Hirschsprung disease: a single
institution’s 12-year experience. J Pediatr Surg. 2017;52:277–80.

33. Ieiri S, Nakatsuji T, Akiyoshi J, Higashi M, Hashizume M, Suita S,
et al. Long-term outcomes and the quality of life of Hirschsprung
disease in adolescents who have reached 18 years or older-a 47-year
single-institute experience. J Pediatr Surg. 2010;45:2398–402.

34. Widyasari A, Pravitasari WA, Dwihantoro A, Gunadi. Functional
outcomes in Hirschsprung disease patients after transabdominal
Soave and Duhamel procedures. BMC Gastroenterol. 2018;18:56.

35. Rintala RJ, Pakarinen MP. Long-term outcomes of Hirschsprung’s
disease. Semin Pediatr Surg. 2012;21:336–43.

36. Parahita IG, Makhmudi A, Gunadi. Comparison of Hirschsprung-
associated enterocolitis following Soave and Duhamel procedures.
J Pediatr Surg. 2018;53:1351–4.

37. Burns AJ, Thapar N. Neural stem cell therapies for enteric nervous
system disorders. Nat Rev Gastroenterol Hepatol. 2014;11:317–28.

38. Obermayr F, Seitz G. Recent developments in cell-based ENS
regeneration—a short review. Innov Surg Sci. 2018;3:93–9.

39. Lai FP, Lau ST, Wong JK, Gui H, Wang RX, Zhou T, et al.
Correction of Hirschsprung-associated mutations in human
induced pluripotent stem cells via clustered regularly interspaced
short palindromic repeats/Cas9, restores neural crest cell function.
Gastroenterology. 2017;153:139–53.e8.

40. Barber K, Studer L, Fattahi F. Derivation of enteric neuron
lineages from human pluripotent stem cells. Nat Protoc. 2019;
14:1261–79.

41. Fattahi F, Steinbeck JA, Kriks S, Tchieu J, Zimmer B, Kishi-
nevsky S, et al. Deriving human ENS lineages for cell therapy and
drug discovery in Hirschsprung disease. Nature. 2016;531:105–9.

42. The Jackson Laboratory. Mouse Strain Datasheet—000308. 2019.
https://www.jax.org/strain/000308.

43. Metzger M, Bareiss PM, Danker T, Wagner S, Hennenlotter J,
Guenther E, et al. Expansion and differentiation of neural pro-
genitors derived from the human adult enteric nervous system.
Gastroenterology. 2009;137:2063–73.e4.

44. Metzger M, Caldwell C, Barlow AJ, Burns AJ, Thapar N. Enteric
nervous system stem cells derived from human gut mucosa for the
treatment of aganglionic gut disorders. Gastroenterology.
2009;136:2214–25e1–3.

45. Kruger GM, Mosher JT, Bixby S, Joseph N, Iwashita T, Morrison
SJ. Neural crest stem cells persist in the adult gut but undergo
changes in self-renewal, neuronal subtype potential, and factor
responsiveness. Neuron. 2002;35:657–69.

46. Lee AS, Tang C, Rao MS, Weissman IL, Wu JC. Tumorigenicity
as a clinical hurdle for pluripotent stem cell therapies. Nat Med.
2013;19:998–1004.

47. Prokhorova TA, Harkness LM, Frandsen U, Ditzel N, Schroder
HD, Burns JS, et al. Teratoma formation by human embryonic
stem cells is site dependent and enhanced by the presence of
Matrigel. Stem Cells Dev. 2009;18:47–54.

Stem cell-based therapy for hirschsprung disease, do we have the guts to treat?

https://ghr.nlm.nih.gov/gene/RET#conditions
https://www.jax.org/strain/000308


48. Li W, Xiang AP. Safeguarding clinical translation of pluripotent
stem cells with suicide genes. Organogenesis. 2013;9:34–9.

49. Itakura G, Kawabata S, Ando M, Nishiyama Y, Sugai K, Ozaki
M, et al. Fail-safe system against potential tumorigenicity after
transplantation of iPSC derivatives. Stem Cell Rep. 2017;8:
673–84.

50. Yeh CD, Richardson CD, Corn JE. Advances in genome editing
through control of DNA repair pathways. Nat Cell Biol.
2019;21:1468–78.

51. Anzalone AV, Randolph PB, Davis JR, Sousa AA, Koblan LW,
Levy JM, et al. Search-and-replace genome editing without
double-strand breaks or donor DNA. Nature. 2019;576:149–57.

52. Cullot G, Boutin J, Toutain J, Prat F, Pennamen P, Rooryck C,
et al. CRISPR-Cas9 genome editing induces megabase-scale
chromosomal truncations. Nat Commun. 2019;10:1136.

53. Ginn SL, Amaya AK, Alexander IE, Edelstein M, Abedi MR.
Gene therapy clinical trials worldwide to 2017: an update. J Gene
Med. 2018;20:e3015.

54. Hacein-Bey-Abina S, Garrigue A, Wang GP, Soulier J, Lim A,
Morillon E, et al. Insertional oncogenesis in 4 patients after
retrovirus-mediated gene therapy of SCID-X1. J Clin Invest.
2008;118:3132–42.

55. Seimetz D, Heller K, Richter J. Approval of first CAR-Ts:
have we solved all hurdles for ATMPs? Cell Med. 2019;11:
2155179018822781.

56. Natarajan D, Cooper J, Choudhury S, Delalande JM, McCann C,
Howe SJ, et al. Lentiviral labeling of mouse and human enteric
nervous system stem cells for regenerative medicine studies.
Neurogastroenterol Motil. 2014;26:1513–8.

57. Pasini B, Hofstra RM, Yin L, Bocciardi R, Santamaria G,
Grootscholten PM, et al. The physical map of the human RET
proto-oncogene. Oncogene. 1995;11:1737–43.

58. Harper SQ, Hauser MA, DelloRusso C, Duan D, Crawford RW,
Phelps SF, et al. Modular flexibility of dystrophin: implications
for gene therapy of Duchenne muscular dystrophy. Nat Med.
2002;8:253–61.

59. Counsell JR, Asgarian Z, Meng J, Ferrer V, Vink CA, Howe SJ,
et al. Lentiviral vectors can be used for full-length dystrophin gene
therapy. Sci Rep. 2017;7:79.

60. Rollo BN, Zhang D, Stamp LA, Menheniott TR, Stathopoulos L,
Denham M, et al. Enteric neural cells from hirschsprung disease
patients form ganglia in autologous aneuronal colon. Cell Mol
Gastroenterol Hepatol. 2016;2:92–109.

61. Bello L, Pegoraro E. The “Usual Suspects”: genes for inflam-
mation, fibrosis, regeneration, and muscle strength modify duch-
enne muscular dystrophy. J Clin Med. 2019;8:649.

62. Fadista J, Lund M, Skotte L, Geller F, Nandakumar P, Chatterjee
S, et al. Genome-wide association study of Hirschsprung disease
detects a novel low-frequency variant at the RET locus. Eur J
Hum Genet. 2018;26:561–9.

63. Kim JH, Cheong HS, Sul JH, Seo JM, Kim DY, Oh JT, et al. A
genome-wide association study identifies potential susceptibility
loci for Hirschsprung disease. PLoS ONE. 2014;9:e110292.

64. Tang CS-m, Gui H, Kapoor A, Kim J-H, Luzón-Toro B, Pelet A,
et al. Trans-ethnic meta-analysis of genome-wide association
studies for Hirschsprung disease. Hum Mol Genet. 2016;25:
5265–75.

65. Wu W, Lu L, Xu W, Liu J, Sun J, Zheng L, et al. Whole exome
sequencing identifies a novel pathogenic RET variant in hirsch-
sprung disease. Front Genet. 2019;9:752.

66. Tang CS, Zhuang X, Lam W-Y, Ngan ES-W, Hsu JS, Michelle
YU, et al. Uncovering the genetic lesions underlying the most

severe form of Hirschsprung disease by whole-genome sequen-
cing. Eur J Hum Genet. 2018;26:818–26.

67. Wang XJ, Camilleri M. Hirschsprung disease: insights on genes,
penetrance, and prenatal diagnosis. Neurogastroenterol Motil.
2019;31:e13732.

68. Hotta R, Stamp LA, Foong JP, McConnell SN, Bergner AJ,
Anderson RB, et al. Transplanted progenitors generate functional
enteric neurons in the postnatal colon. J Clin Investig.
2013;123:1182–91.

69. Stamp LA, Gwynne RM, Foong JPP, Lomax AE, Hao MM,
Kaplan DI, et al. Optogenetic demonstration of functional inner-
vation of mouse colon by neurons derived from transplanted
neural cells. Gastroenterology. 2017;152:1407–18.

70. Cooper JE, McCann CJ, Natarajan D, Choudhury S, Boesmans W,
Delalande JM, et al. In vivo transplantation of enteric neural crest
cells into mouse gut; engraftment, functional integration and long-
term safety. PLoS ONE. 2016;11:e0147989.

71. McCann CJ, Cooper JE, Natarajan D, Jevans B, Burnett LE,
Burns AJ, et al. Transplantation of enteric nervous system stem
cells rescues nitric oxide synthase deficient mouse colon. Nat
Commun. 2017;8:15937.

72. Cooper JE, Natarajan D, McCann CJ, Choudhury S, Godwin H,
Burns AJ, et al. In vivo transplantation of fetal human gut-derived
enteric neural crest cells. Neurogastroenterol Motil. 2017;29:
e12900.

73. McCann CJ, Thapar N. Enteric neural stem cell therapies for
enteric neuropathies. Neurogastroenterol Motil. 2018;30:e13369.

74. Burns AJ, Goldstein AM, Newgreen DF, Stamp L, Schäfer K-H,
Metzger M, et al. White paper on guidelines concerning enteric
nervous system stem cell therapy for enteric neuropathies. Dev
Biol. 2016;417:229–51.

75. Hao MM, Bergner AJ, Hirst CS, Stamp LA, Casagranda F,
Bornstein JC, et al. Spontaneous calcium waves in the developing
enteric nervous system. Dev Biol. 2017;428:74–87.

76. McCann CJ, Alves MM, Brosens E, Natarajan D, Perin S,
Chapman C, et al. Neuronal development and onset of electrical
activity in the human enteric nervous system. Gastroenterology.
2019;156:1483–95.e6.

77. Stamp LA, Obermayr F, Pontell L, Young HM, Xie D, Croaker
DH, et al. Surgical intervention to rescue hirschsprung disease in a
rat model. J Neurogastroenterol Motil. 2015;21:552–9.

78. Khatri P, Sirota M, Butte AJ. Ten years of pathway analysis:
current approaches and outstanding challenges. PLoS Comput
Biol. 2012;8:e1002375.

79. Hoffman JM, Brooks EM, Mawe GM. Gastrointestinal motility
monitor (GIMM). J Vis Exp. 2010;46:2435.

80. Volarevic V, Markovic BS, Gazdic M, Volarevic A, Jovicic N,
Arsenijevic N, et al. Ethical and safety issues of stem cell-based
therapy. Int J Med Sci. 2018;15:36–45.

81. Riva L, Petrini C. A few ethical issues in translational research for
gene and cell therapy. J Transl Med. 2019;17:395.

82. Tsai YH, Murakami N, Gariepy CE. Postnatal intestinal engraft-
ment of prospectively selected enteric neural crest stem cells in a
rat model of Hirschsprung disease. Neurogastroenterol Motil.
2011;23:362–9.

83. Cheng LS, Hotta R, Graham HK, Nagy N, Goldstein AM,
Belkind-Gerson J. Endoscopic delivery of enteric neural stem cells
to treat Hirschsprung disease. SNeurogastroenterol Motil. 2015;
27:1509–14.

84. Fujiwara N, Nakazawa-Tanaka N, Yamataka A. Animal models of
Hirschsprung’s disease: state of the art in translating experimental
research to the bedside. Eur J Pediatr Surg. 2019;29:361–7.

A. F. Alhawaj


	Stem cell-based therapy for hirschsprung disease, do we have the guts to treat?
	Abstract
	Disease overview
	Introduction
	Pathophysiology
	Genetics and epigenetics
	Current treatments

	Cell-based therapy
	Approaches and cell source
	Safety
	Unknown mutations
	Engraftment
	Ethical considerations
	Delivery methods

	Conclusion
	Compliance with ethical standards

	ACKNOWLEDGMENTS
	References




