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Table 1. Risk factors for pediatric intestinal transplantation

Initial post-resection small intestinal length less than

30 cm — no ileocecal valve

Enterocolonic discontinuity

Refractory fluid and electrolyte disorders

Neonatal hyperbilirubinemia (>3-6 mg/dL) persisting in early infancy
despite enteral nutrition

Recurring life-threatening sepsis

Threatening exhaustion of central venous access

Table 2. Disorders in children that are potentially treatable with intestinal
transplantation (in descending order of frequency)

Short bowel syndrome

Congenital malformation

Necrotizing enterocolitis

Trauma

Tumors, including massive intestinal polyposis syndromes
Defective intestinal motility

Intestinal pseudo-obstruction, with or without concurrent urinary tract

pseudo-obstruction

Intestinal aganglionosis
Impaired enterocyte absorptive capacity

Microvillus inclusion disease

Autoimmune or idiopathic enteropathy

1. Failure of HPN

la. Impending (total bilirubin 3-6
mg/dL, progressive thrombocytopenia, and
progressive splenomegaly) or overt liver
failure (portal
hypertension,hepatosplenomegaly, hepatic
fibrosis, or cirrhosis) because of



parenteral nutrition-liver injury
1b. Central (CVC)-
related thrombosis of 2 central veins

venous catheter
1c. Frequent central line sepsis: 2
episodes/year of systemic sepsis secondary
to line infections requiring
hospitalization; a single episode of line-
related fungemia; septic shock or acute
respiratory distress syndrome

1d.  Freguent episodes of severe
dehydration despite intravenous fluid in

addition to HPN

2. High risk of death attributable to
the underlying disease

2a. Desmoid tumors associated with
familial adenomatous polyposis

2b. Congenital mucosal disorders (eg,
microvillus atrophy, intestinal epithelial
dysplasia)

2c. Ultra

(gastrostomy, duodenostomy, residual small

short  bowel  syndrome

bowel 10 cm in infants and 20 cm in
adults)
3. Intestinal failure with high

morbidity or low acceptance of HPN

3a. Intestinal
morbidity
narcotic dependency) or

failure with high
(frequent hospitalization,
inability to
function (eg, pseudo-obstruction, high
outputstoma)
3b. Patient’ s unwillingness to accept

long-term HPN (eg, young patients)

A. Absolute
al. Nonresectable malignancy (local or

metastatic)

a2. Severe congenital or acquired
immunologic deficiencies

a3. Advanced cardiopulmonary disease

a4. Advanced neurologic dysfunction

a5. Sepsis with multisystem organ
failure

a6. Major psychiatric illness

ar. Demonstrated patient noncompliance
with medical recommendations

a8. Insufficient vascular patency for
central venous access for 6 months after

ITx

b. Relative

bl. Age older than 65 years (depending
on associated vascular, cardiac, and
respiratory disease)

b2. History of cancer in the past 5
years (depending on the judgment of the
oncologist)

b3. Physical debilitation (risk of poor
survival after 1Tx)

b4. Lack of family support (risk of low

compliance after ITx)
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On prevalence of
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