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Intestinal Continuity Alleviates Pediatric Intestinal Failure-Associated Liver Disease
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Background: Type I short bowel syndrome (SBS) occurs after a critical reduction in the functional gut mass and resection of intestinal continuity after ileostomy or jejunostomy for necrotizing enterocolitis (NEC), intestinal atresia or other causes. SBS is often accompanied with intestinal failure-associated liver disease (IFALD) who requires long-term parenteral nutrition (PN). Our study aimed to observe the effect of intestinal continuity on the hepatic function of pediatric intestinal failure (IF) patients with type I SBS.



Methods: The pre-and post-anastomosis medical records of 35 pediatric patients with type I SBS from April 2013 to April 2019 were reviewed retrospectively. The average growth (cm/month) in the proximal and distal small bowel lengths was calculated as the growth in intestinal length (cm)/the duration (month) from enterostomy to anastomosis. The changes in hepatic function from enterostomy to anastomosis were evaluated by assessment of hepatic function before anastomosis for 6 weeks and after anastomosis for 4 weeks.



Results: The average growth in proximal intestinal length was 9.3 cm/month (±7.2) in neonates and 2.8 cm/month (1.3, 11.9) in infants and children, and in distal intestinal length was 1.5 cm/month (0, 2.7) in neonates and 0.4 cm/month (0, 1.4) in infants and children. The incidence of IFALD was 28.6% 1 month before anastomosis and 20.0% 1 month after anastomosis (p < 0.05).



Conclusion: In pediatric type I SBS with IFALD, restoration of intestinal continuity may alleviate liver injury. There was an intestinal compensatory effect on the growth in the intestinal length after resection, and better results were seen in neonates in terms of intestinal length growth.
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INTRODUCTION

Intestinal failure (IF) is caused by a constellation of conditions including a reduced absorptive surface area due to surgical or congenital loss of intestinal length, disorders of gastrointestinal motility, and congenital enterocyte defects (1, 2). The most common cause of pediatric intestinal failure is short bowel syndrome (SBS) which occurs as a result of extensive small bowel loss (2). Type I SBS, which leads to a critical reduction in the functional gut mass and resected intestinal continuity after ileostomy or jejunostomy, necessitates long-term parenteral nutrition (PN) to satisfy the body’s nutrient and fluid requirements for growth (2, 3). Intestinal failure-associated liver disease (IFALD) is the most frequent complication of long-term PN in children with SBS. It is regarded as the greatest contributor of morbidity and mortality in pediatric IF cases and is the leading indication for intestinal transplantation (4–8). The causes of IFALD are complex and multifactorial; its risk factors can be divided into two categories: patient-related factors and PN-related factors (9). Patient-dependent risk factors include prematurity, early and recurrent sepsis, small intestinal bacterial overgrowth (SIBO), paucity of enteral nutrition, and compromised bowel anatomy and function after abdominal surgery; and the main factors related to PN which may determine the development of liver injury in children with IF are inappropriate use of lipid emulsions, lack of antioxidants and the presence of phytosterols in the lipid emulsion, micronutrient imbalances and the administration of excessive amounts of glucose, and duration of the infusion period (7–15). However, there are few studies reporting the association between intestinal continuity and IFALD. Therefor the aim of this study was to observe the impact of intestinal continuity on the hepatic function of pediatric IF patients with type I SBS.



SUBJECTS AND METHODS


Patients

A total of 35 patients with type I SBS were admitted to the Division of Pediatric Gastroenterology and Nutrition and Department of Pediatric Surgery, Xinhua Hospital, School of Medicine, Shanghai Jiao Tong University from April 2013 to April 2019. In our study, the diagnosis of SBS was considered when a residual bowel length below a critical value for adequate nutritional supply and required PN for more than 42 days (16, 17). These patients underwent anastomosis and received nutritional support at our hospital. In our center, refeeding of proximal stoma effluent or mush in the distal bowel were encouraged during ileostomy or jejunostomy to stimulate mucosal growth and intestinal adaptation, and prevents atrophy of the distal bowel. Anastomosis was considered to be performed generally in 3 months after ileostomy or jejunostomy, and intestine morphology and function were evaluated through gastrointestinal tractography before anastomosis. The pre-and post-anastomosis medical records of the patients were reviewed retrospectively, including sex, gestational age, birth weight, age at surgery, length of the small intestine in enterostomy and anastomosis, diagnoses, and hepatic function assessment. Ethical approval was obtained from the Research Ethical Committee, Xinhua Hospital, School of Medicine, Shanghai Jiao Tong University, and written informed consent was obtained from the parents of all patients.



Measurement of Growth of the Small Intestine

The proximal length of the small intestine was measured as the residual intestinal length (cm) from the ligament of Treitz to the stoma, and the distal intestinal length was measured as the residual intestinal length (cm) from the stoma to the ileocecal valve. The length of the small intestine was measured separately at enterostomy and anastomosis, and the growth in the length of the small intestine (cm) was expressed as the difference in the lengths of the small intestine at anastomosis and enterostomy. The average growth (cm/month) in the proximal and distal intestinal lengths was calculated as growth in the length of the small intestine/the duration (month) from enterostomy to anastomosis.



Hepatic Function

Hepatic function was assessed by the automated colorimetric method (Beckman SYNCHRON LX20 system, Beckman Coulter, CA, USA). The indicators of hepatic function included total bile acids (TBA), alanine aminotransferase (ALT), aspartate aminotransferase (AST), alkaline phosphatase (ALP), γ-glutamyl transferase (GGT), total bilirubin (Tbi), and direct bilirubin (Dbi). The reference ranges were as follows: TBA, 0–10 µmol/L; ALT, 0–75 U/L; AST, 8–38 U/L; ALP, 42–121 U/L; GGT, 16–73 U/L; Tbi, 3–22 µmol/L; and Dbi, 0–5 µmol/L. The hepatic function was assessed before anastomosis for 6 weeks and after anastomosis for 4 weeks to evaluate the changes in hepatic function. The incidence of IFALD was recorded 1 month before and after anastomosis. IFALD was indicated when the serum levels of any three of the seven hepatic function indicators were two times higher than normal without other causes of liver injury including cytomegalovirus infection, viral hepatitis, biliary atresia, choledochal cysts, congenital infections, or metabolic diseases (18).



Nutrition Support

Nutrition support included enteral nutrition (EN) and parenteral nutrition (PN). Total parenteral nutrition (TPN) was provided during the first few days after ileostomy, jejunostomy, or anastomosis. The “all-in-one” solution contained lipids (Omegavan®, Fresenius Kabi or Lipofundin®, B. Braun Melsungen), amino acids (18AA-11; Treeful, Shanghai, China), a glucose solution, minerals, trace elements (Addamel; Fresenius Kabi, Wuxi, Jiangsu, China), water-soluble vitamins (Soluvit; Fresenius Kabi, Wuxi, Jiangsu, China), and fat-soluble vitamins (Vitalipid; Fresenius Kabi, Wuxi, Jiangsu, China) and was infused continuously via peripherally inserted central catheters (PICCs) or central venous catheters (CVCs) by infusion pumps (SN-1500H, Shenzhen, China). We replaced the medium chain triglyceride/long chain triglyceride (MCT/LCT)-based lipids with fish oil-based lipids (Omegavan; Fresenius Kabi, Jiangsu, China) when the levels of any three of the seven liver indicators were two times higher than normal. Enteral nutrition (breast milk, hydrolyzed formula, or amino acid-based formula) was introduced by pumping for 1–3 h through a nasal tube every 3 h, and advanced gradually based on intestinal tolerance. PN was decreased and weaned off when EN increased sufficiently to sustain adequate growth.



Statistical Analysis

The results are presented as n (%) for categorical data, mean ± standard deviation for normally distributed data, and median (interquartile range) for other types of data. SPSS 23.0 software for Windows (SPSS Inc., Chicago, IL, USA) was used for statistical analysis. A p value <.05 was considered to indicate statistical significance. The growth in the lengths of the proximal and distant intestine and duration from enterostomy to anastomosis were described separately in the population of neonates and infants and children. A paired t-test was performed for normally distributed data, and the Wilcoxon nonparametric test was used for non-normally distributed data. The incidence of IFALD was analyzed using Pearson’s chi-square test.




RESULTS

Among the 35 pediatric IF patients with type I SBS, there were 19 boys and 16 girls, and 31 patients (89%) had undergone surgery as neonates. The etiologies were distributed across NEC (n = 17, 48.6%), intestinal atresia (n = 10, 28.5%), Hirschsprung’s disease (HD) (n = 3, 8.6%), volvulus (n = 2, 5.7%), and miscellaneous (n = 3, 8.6%). Thirteen patients (37.1%) changed to fish oil-based lipids for 18 days (9, 32). Two patients (5.7%) died because of infection and liver failure (Table 1).


TABLE 1 | Clinical characteristics of the patients
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The results of growth of the proximal and distal small intestine are shown in Table 2. The duration from enterostomy to anastomosis was 5.8 months (±3.6) in neonates and 5.2 months (3.6, 7.3) in infants and children. The average growth in the proximal intestinal length was 9.3 cm/month (±7.2) in neonates and 2.8 cm/month (1.3, 11.9) in infants and children. The average growth in the distal intestinal length was 1.5 cm/month (0, 2.7) in neonates and 0.4 cm/month (0, 1.4) in infants and children.


TABLE 2 | Growth in the length of the small intestine
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Regarding changes in the hepatic function from enterostomy to anastomosis (Figure 1), there was an obvious increase in TBA, Tbi, Dbi, ALT, and AST before anastomosis and a visible decrease after anastomosis. The results of the changes in the hepatic function before and after anastomosis (2 weeks and 4 weeks before and after) are shown in Table 3. The serum levels of TBA (p = 0.028), ALP (p = 0.006), and Dbi (p = 0.015) 2 weeks before anastomosis were significantly higher than those at 2 weeks after anastomosis, and Tbi (p = 0.015) was markedly lower at 4 weeks after anastomosis than before anastomosis. Regarding the hepatic function before anastomosis, Tbi (p = 0.000) was significantly higher at 2 weeks than at 4 weeks. As for the hepatic function after anastomosis, Dbi (p = 0.046) was significantly higher at 2 weeks than at 4 weeks. The incidence of IFALD 1 month before anastomosis (28.6%) was significantly higher than that at 1 month after anastomosis (20.0%) according to Pearson’s chi-square test (p < 0.05).


[image: Figure 1]
FIGURE 1 | Hepatic function from 6 weeks before anastomosis to 4 weeks after anastomosis. The “zero” on the x-axis represents the time point when anastomosis was performed.



TABLE 3 | Hepatic function.
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DISCUSSION

One of the most important management strategies in pediatric IF cases is providing sufficient fluids, electrolytes, and nutrients to maintain normal growth (1–3). Except for receiving parenteral and/or enteral nutrition support therapies passively, the human body can increase its absorptive capacity automatically by postresection intestinal adaptation. The process of intestinal adaptation that occurs following extensive intestinal resection has been described as a natural compensatory process where the remaining bowel undergoes substantial structural and functional changes that increase its absorptive capacity (1, 19). Owing to the small size of the SBS population and the invasive nature of many of the procedures required to assess the structural and functional adaptation, animal studies investigating postresection intestinal adaptation are relatively richer than human studies (19). In animal studies, postresection structural adaptations include bowel lengthening and thickening, an increase in the villus height and crypt depth, and functional changes including increased nutrient transporter expression, accelerated crypt cell differentiation, and a slower transit time (19–21). However, specific figures regarding postresection adaptive intestinal elongation have seldom been reported. In our study, the postresection average growth (cm/month) in the lengths of the proximal and distal intestine was calculated as growth in the intestinal length (cm)/the duration (month) from enterostomy to anastomosis. Feldman et al. reported that luminal nutrients enhance postresection adaptation (22); furthermore, increased nutrient complexity is associated with greater adaptation (23). In this study, there was greater growth in the proximal intestinal length which is exposed to more luminal nutrients and increased nutrient complexity that act as potent stimuli for intestinal growth.

IFALD is considered to be multifactorial and is the most frequent, even life-threatening, complication of pediatric IF resulting from long-term PN (6). IFALD can be defined as hepatobiliary dysfunction as a consequence of medical and surgical management strategies for intestinal failure which can be stabilized or reversed with promotion of intestinal adaptation (9, 24). The colon plays an important role in intestinal adaptation in patients with SBS (25), as it may induce changes that allow the colonic mucosa to enhance its capacity for water and electrolyte absorption as well as modifications that allow absorption of nutrients when undigested nutrients are exposed to the colon (26, 27). In pediatric type I SBS, once intestinal continuity is restored through an anastomosis after ileostomy or jejunostomy, the colon is exposed to undigested nutrients, and trophic hormones such as enteroglucagon may be stimulated which contribute to intestinal adaptation; thus, the process of IFALD may be stabilized or reversed (9, 24, 25). IFALD has a multifactorial etiology, and no single factor has been implicated as the main culprit (9). A series of pathophysiological changes including a paucity of oral and enteral nutrition, impaired enterohepatic circulation of bile acids, small intestinal bacterial overgrowth (SIBO) and translocation of toxin-producing bacteria to the portal circulation, and an abnormal transit time may occur after ileostomy or jejunostomy which may lead to liver inflammation with further progression of IFALD (28). The lack of enteral feeding impairs the enterohepatic circulation and bile acid secretion/absorption leading to mucosal atrophy and an increased risk of bacterial translocation (9). After closure of the stoma, the intestinal continuity is restored and enterohepatic circulation of bile acids is remodeled which can improve enteral feed tolerance and bile acid secretion/absorption and reduce bacterial overgrowth. Thus, some of the mechanisms relevant to the pathogenesis of IFALD can potentially be modified which may, theoretically, have a positive effect on the prevention or resolution of IFALD (17, 29, 30). The results of our study showed that the incidence of IFALD and serum levels of TBA, ALP, Tbi, and Dbi decreased significantly after restoration of intestinal continuity in 35 pediatric IF patients with type I SBS; these results are in accordance with those of previous studies.

However, our study has some limitations. The retrospective data collection did not allow us to introduce accurate variables related to the initial clinical status, and the baseline characteristics of patients are difficult to standardize. The second limitation is that this was a single-center study with a small sample size which may weaken the statistical power and the validity of our conclusions. Although most IFALD cases are preventable and reversible, IFALD is still a potential cause of end-stage liver disease and remains one of the major indications for intestinal or combined liver and small bowel transplantation (6). Therefore, more multi-center RCT studies with high quality, large sample, and adequate follow-up are required for further verification.



CONCLUSION

In pediatric type I SBS with IFALD, the restoration of intestinal continuity may alleviate liver injury. Additionally, there was an intestinal compensatory effect on the growth in intestinal length after resection, and the better results were observed in neonates with respect to the growth in intestinal length among the pediatric type I SBS population.



DATA AVAILABILITY STATEMENT

The original contributions presented in the study are included in the article/Supplementary Material, further inquiries can be directed to the corresponding author/s.



ETHICS STATEMENT

The studies involving human participants were reviewed and approved by Ethics Committee of Xinhua Hospital Affiliated to Shanghai Jiaotong University School of Medicine. Written informed consent to participate in this study was provided by the participants’ legal guardian/next of kin.



AUTHOR CONTRIBUTIONS

WC and YW contributed to the conception and design of the research; JW, WY, LL LH and YT conducted the research (hands-on conduct of the study and data collection); and JW contributed to data analysis. YW and WC drafted and critically revised the manuscript and agree to be fully accountable for ensuring the integrity and accuracy of the work. All authors have read and approved the final manuscript. YW was primarily responsible for the final content of the manuscript. All authors contributed to the article and approved the submitted version.



FUNDING

This work was supported by the National Natural Science Foundation of China (81974066, 81630039), Foundation of Shanghai Municipal Health Commission (Key weak discipline construction project, 2019ZB0101), Foundation of Shanghai Municipal Health Commission (shslczdzk05702), Foundation of Science and Technology Commission of Shanghai Municipality (19495810500), and Foundation of Clinical Research Plan of SHDC (SHDC2020CR2010A).



ACKNOWLEDGMENTS

The authors thank the staff of the Division of Pediatric Gastroenterology and Nutrition and Department of Pediatric Surgery at Xin Hua Hospital (School of Medicine, Shanghai Jiao Tong University) for carrying out the study. We also thank all the families that participated in this study.



REFERENCES

1. Duggan CP, Jaksic T. Pediatric intestinal failure. N Engl J Med. (2017) 377(7):666–75. doi: 10.1056/NEJMra1602650

2. O’Keefe SJ, Buchman AL, Fishbein TM, Jeejeebhoy KN, Jeppesen PB, Shaffer J. Short bowel syndrome and intestinal failure: consensus definitions and overview. Clin Gastroenterol Hepatol. (2006) 4(1):6–10. doi: 10.1016/j.cgh.2005.10.002

3. Goulet O, Ruemmele F. Causes and management of intestinal failure in children. Gastroenterology. (2006) 130(2 Suppl 1):S16–S28. doi: 10.1053/j.gastro.2005.12.002

4. Bishay M, Pichler J, Horn V, Macdonald S, Ellmer M, Eaton S, et al. Intestinal failure-associated liver disease in surgical infants requiring long-term parenteral nutrition. J Pediatr Surg. (2012) 47(2):359–62. doi: 10.1016/j.jpedsurg.2011.11.032

5. Christensen RD, Henry E, Wiedmeier SE, Burnett J, Lambert DK. Identifying patients, on the first day of life, at high-risk of developing parenteral nutrition-associated liver disease. J Perinatol. (2007) 27(5):284–90. doi: 10.1038/sj.jp.7211686

6. Goulet O, Joly F, Corriol O, Colomb-Jung V. Some new insights in intestinal failure-associated liver disease. Curr Opin Organ Transplant. (2009) 14(3):256–61. doi: 10.1097/MOT.0b013e32832ac06f

7. Robinson DT, Ehrenkranz RA. Parenteral nutrition-associated cholestasis in small for gestational age infants. J Pediatr. (2008) 152(1):59–62. doi: 10.1016/j.jpeds.2007.06.002

8. Courtney CM, Warner BW. Pediatric intestinal failure-associated liver disease. Curr Opin Pediatr. (2017) 29(3):363–70. doi: 10.1097/MOP.0000000000000484

9. Norsa L, Nicastro E, Di Giorgio A, Lacaille F, D'Antiga L. Prevention and treatment of intestinal failure-associated liver disease in children. Nutrients. (2018) 10(6):664. doi: 10.3390/nu10060664

10. Mutanen A, Heikkilä P, Lohi J, Raivio T, Jalanko H, Pakarinen MP. Serum FGF21 increases with hepatic fat accumulation in pediatric onset intestinal failure. J Hepatol. (2014) 60(1):183–90. doi: 10.1016/j.jhep.2013.09.003

11. Beath SV, Davies P, Papadopoulou A, Khan AR, Buick RG, Corkery JJ, et al. Parenteral nutrition-related cholestasis in postsurgical neonates: multivariate analysis of risk factors. J Pediatr Surg. (1996) 31(4):604–6. doi: 10.1016/S0022-3468(96)90507-2

12. Diamond IR, de Silva NT, Tomlinson GA, Pencharz PB, Feldman BM, Moore AM, et al. The role of parenteral lipids in the development of advanced intestinal failure-associated liver disease in infants: a multiple-variable analysis. JPEN J Parenter Enteral Nutr. (2011) 35(5):596–602. doi: 10.1177/0148607111413598

13. Andorsky DJ, Lund DP, Lillehei CW, Jaksic T, Dicanzio J, Richardson DS, et al. Nutritional and other postoperative management of neonates with short bowel syndrome correlates with clinical outcomes. J Pediatr. (2001) 139(1):27–33. doi: 10.1067/mpd.2001.114481

14. Costa S, Maggio L, Sindico P, Cota F, De Carolis MP, Romagnoli C, et al. Preterm small for gestational age infants are not at higher risk for parenteral nutrition-associated cholestasis. J Pediatr. (2010) 156(4):575–9. doi: 10.1016/j.jpeds.2009.10.038

15. Lee WS, Sokol RJ. Intestinal microbiota, lipids, and the pathogenesis of intestinal failure-associated liver disease. J Pediatr. (2015) 167(3):519–26. doi: 10.1016/j.jpeds.2015.05.048

16. Wales PW, de Silva N, Kim JH, Lecce L, Sandhu A, Moore AM. Neonatal short bowel syndrome: a cohort study. J Pediatr Surg. 2005;40(5):755-62. doi: 10.1016/j.jpedsurg.2005.01.037

17. D’Antiga L, Goulet O. Intestinal failure in children: the European view. J Pediatr Gastroenterol Nutr. (2013) 56(2):118–26. doi: 10.1097/MPG.0b013e318268a9e3

18. Zhang T, Wang N, Yan W, Lu L, Tao Y, Li F, et al. Effect of a fish oil-based lipid emulsion on intestinal failure-associated liver disease in children. Eur J Clin Nutr. (2018) 72(10):1364–72. doi: 10.1038/s41430-018-0096-z

19. Tappenden KA. Intestinal adaptation following resection. JPEN J Parenter Enteral Nutr. (2014) 38(1 Suppl):23S–31S. doi: 10.1177/0148607114525210

20. Dowling RH, Booth CC. Functional compensation after small-bowel resection in man. Demonstration by direct measurement. Lancet. (1966) 2(7455):146–7. doi: 10.1016/S0140-6736(66)92426-3

21. Weinstein LD, Shoemaker CP, Hersh T, Wright HK. Enhanced intestinal absorption after small bowel resection in man. Arch Surg. (1969) 99(5):560–2. doi: 10.1001/archsurg.1969.01340170012003

22. Feldman EJ, Dowling RH, McNaughton J, Peters TJ. Effects of oral versus intravenous nutrition on intestinal adaptation after small bowel resection in the dog. Gastroenterology. (1976) 70(5 PT.1):712–9. doi: 10.1016/S0016-5085(76)80261-2

23. Weser E, Babbitt J, Hoban M, Vandeventer A. Intestinal adaptation. Different growth responses to disaccharides compared with monosaccharides in rat small bowel. Gastroenterology. (1986) 91(6):1521–7. doi: 10.1016/0016-5085(86)90210-6

24. Lacaille F, Gupte G, Colomb V, D'Antiga L, Hartman C, Hojsak I, et al. Intestinal failure-associated liver disease: a position paper of the ESPGHAN Working Group of Intestinal Failure and Intestinal Transplantation. J Pediatr Gastroenterol Nutr. (2015) 60(2):272–83. doi: 10.1097/MPG.0000000000000586

25. Quirós-Tejeira RE, Ament ME, Reyen L, Herzog F, Merjanian M, Olivares-Serrano N, et al. Long-term parenteral nutritional support and intestinal adaptation in children with short bowel syndrome: a 25-year experience. J Pediatr. (2004) 145(2):157–63. doi: 10.1016/j.jpeds.2004.02.030

26. Jeppesen PB, Mortensen PB. The influence of a preserved colon on the absorption of medium chain fat in patients with small bowel resection. Gut. (1998) 43(4):478–83. doi: 10.1136/gut.43.4.478

27. Jørgensen J, Holtug K, Jeppesen PB, Mortensen PB. Human rectal absorption of short- and medium-chain C2-C10 fatty acids. Scand J Gastroenterol. (1998) 33(6):590–4. doi: 10.1080/00365529850171846

28. O’Keefe SJ. Bacterial overgrowth and liver complications in short bowel intestinal failure patients. Gastroenterology. (2006) 130(2 Suppl 1):S67–9. doi: 10.1053/j.gastro.2005.09.067

29. Bonnard A, Staub G, Segura JF, Malbezin S, Dorgeret S, Aigrain Y, et al. Evaluation of intestinal absorption after longitudinal intestinal lengthening for short bowel syndrome. J Pediatr Surg. (2005) 40(10):1587–91. doi: 10.1016/j.jpedsurg.2005.06.003

30. Reinshagen K, Kabs C, Wirth H, Hable N, Brade J, Zahn K, et al. Long-term outcome in patients with short bowel syndrome after longitudinal intestinal lengthening and tailoring. J Pediatr Gastroenterol Nutr. (2008) 47(5):573–8. doi: 10.1097/MPG.0b013e31816232e3


Conflict of Interest: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Publisher's Note: All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.

Copyright © 2022 Wang, Yan, Lu, Tao, Huang, Cai and Wang. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.


OPS/images/Table_2.jpg
Neonates (n = 31)

Infants or children (n = 4)

Proximal length of the small  60.0 (50.0, 80.0)°
intestine at enterostomy, cm

Distal length of the small 35.0 45, 40.0)
intestine at enterostomy, cm
Duration from enterostomy 58236°

to anastomosis, months

Proximal length of the small ~ 94.0 (7.5, 142.0)
intestine at anastomosis,

cm

Distal length of the small ~ 40.0 (31.5, 83.5)
intestine at anastomosis,

cm

Average growth in the 93272
proximal intestinal length,

cm/months

Average growth in the distal 1.5 (0, 2.7)
intestinal length, cm/

months

55,0313, 750)

15.5(0.8,37.5

52(36,7.3)

748 (47.3,1304)

32061, 1018)

28(13, 119

040,14

“"Median (interquartie range) (a such values).
Pt 4 st asiilion A st bl





OPS/xhtml/Nav.xhtml




Contents





		Cover



		Intestinal Continuity Alleviates Pediatric Intestinal Failure-Associated Liver Disease

		Introduction



		Subjects and Methods



		Patients



		Measurement of Growth of the Small Intestine



		Hepatic Function



		Nutrition Support



		Statistical Analysis











		Results



		Discussion



		Conclusion



		Data Availability Statement



		Ethics Statement



		Author Contributions



		Funding



		Acknowledgments



		References



















OPS/images/cover.jpg
’ frontiers
in Nutrition

Intestinal Continuity Alleviates Pediatric Intestinal
Failure-Associated Liver Disease





OPS/images/Table_1.jpg
Characteristics Number
Gender (boy/gir) 19/16
Age at surgery (<28 d/>28 ) 314
Gestational age (d) 232 (212, 258
Birth weight (g) 23505 +822.8°
Etiology of SBS (%)
NEC 17, 48.6%
Intestinal Atresia 10, 28.5%
HD 3,86%
Volvuius 2,57%
Miscellaneous 3,86%
Fish oil-based lipids (%) 13,37.1%
Fish oil-based lipids duration (d) 189,32
Death (%) 2,57%

NEC, necrotizing enterocoltis; HD, Hirschsprung's disease.
*Median (iterquartie range) (a such values).
P+ skinchd doviiion Bl soch Mtk





OPS/images/Table_3.jpg
Hepatic function Before anastomosis After anastomosis
2 weeks 4 weeks P 2 weeks 4 weeks P°
TBA (umolL) 2182413 105@0,216/ 0058 67236 5222,81) 0515 0028 0216
ALT U 570(@8,1055  500(@7.0,1300) 0543 5242196 470(200,820) 0859 0433 0502
AST (U 640 (380, 86.5) 730(440,1340) 0375 5952221 580 (388,905 0441 0505 0333
ALP UL) 2705 (209.8, 438.3) 32501761 0630 20632475 256841303 0477 0006 0238
GGT (L) 1105 (385, 1958)  1050(600,2200) 0244  1025(3481875)  570(283,2178 0953 0875 0404
Toi (umoli) 3662649 199(54,569 0000 11.8 61, 16.4) 72(43,107) 0308 0480 0015
Dbi (umol) 2142464 31(12,288) 0244 23259 1900,49 o046 0015 0072

TBA, total bie acids; ALT, alanine aminotiansferase; AST, aspertate aminotansferase; ALP, akaline phosphatese; GGT, y-glutamyltiansterase; Thi, totel biirubin; Db, direct

biiuin.
“Comparison of hepatic function before anastomosis:
“Comparison of hepatic function afer anastomoss.

“Comparison of hepatic function at 2 weeks before and after anastomosis.
“Comparison of hepatic function at 4 weeks before and atter anastorosis:

“Msan  standard deviation (l such values.
sl Bty iirion i Sl skl









OPS/images/crossmark.jpg
©

2

i

|





OPS/images/logo.jpg
, frontiers
in Nutrition





OPS/images/fsurg-09-881782-g001.jpg
10.0

3.0

200

1004

|—T8A

I——0bi

100.0
900
80.04
70,09
60.04
5009

4001

|—ALT
[ AsT

5

350.0
3000
2500
2000
150,04
100.07

50,01






