Barsak nakli disinda
cerrahi secenekler

Dr Ahmet Celik

EUTF Cocuk Cerrahisi AD



KBS tanimlama

Anatomik-Barsak boyutu

— Hayvan modellerinde

* Barsak uzunlugu: >%80 rezeksiyon >go reze

— Kalan barsak miktari?nasil 6l¢ildigu-nert

* <40 CdM--<§O0 CM--<70 CM--<100CM

— Rezeke edilen segment?

* lleum—Jejunum--+kolon
— ICV durumu?
Fonksiyonel

— TPN suresi
* 3ay/6ay/42ginvb i

Gestasyonel yas, KBS oldugu aktuel yas, kg, b,
Etyolojik faktorler



KBS tedavi amaci!

Kalan barsak fonksiyonunu arttirmak
Barsak emilim kapasitesini arttirmak:

ADAPTASYON

Fiziksel bulgular

emilim yuUzeyinde artis

Yeterli emilim villus hipertrofisi, Yetersiz emilim

villus ve kript hUcre cogalmasi Divare
Enteral tolerans 5 S 4

TPN ba§|m5|z spesifik emilim kapasitesi artis
* Dilatasyon
* Duvar kalinlagmasi

Mukozal inflamasyon

* Dehidratasyon
 Elektrolitinbalansi
e Perianal/stomal sorun

* YeterlibUyUme
* gelisme



ADAPTASYON:

duzenlenmesi
Hormonal faktorler I Diyetetik faktorler
BUyUme fakt.: IGF, PA Trofik besleme
BUyume hormonu Protein
Sekretin, CCK, Glutamin
PeptidY Uzun zincir YA
Enteroglukagon ADAPTASYON Prebiyotik
GLP-2 I Probiyotik
Medikal tedaviler ASIRI ADAPTASY Cerrahi tedaviler
* Staz
. Adaptasyon * Bakteriyel cogalma * Adaptasyon
amaclh / s Sepsis \ amaclh
«  Onleyici Komplikasyonlar  Onleyici

* KCyetmezligi
* Damar yolu sorunlari




Cerrahinin amacai?

* Adaptasyona yardimci olmak
* Intestinal otonomiyi kazanmak
* Cocukta yeterli bUyume ve gelismeyi saglamak
* Erigskinde normal kilo ve saglgi sirdirmek

Hangi hastaya?

* TPN bagiml
Enteral beslemeyi tolere edemeyen
BUyUme gelismenin saglanamadigi

Ne zaman? 5
Ne zaman:

* Yasamsal komplikasyonlar gelismeden Adaptasyon 6_18_24
ay

Ne zaman?



BASARI=uygun zaman+uygun hasta+uygun tedavi

* BoUtunlok saglama girisimleri ilk 6-8 ay
* Emilimi/motiliteyi/yUzeyi artirma girisimleri ilk 2 yil
* Sonrasinda kurtarma girisimleri:Tx

Ortak kararYOK

CERRAHI ERKENYAPILVALL .+ ADAPTASYON

SARTLAR

1. Daha 6nce kismi veya tam adaptasyon saglamis KBS li hastada

malabsorpsiyon veya TPN komplikasyonu gelismesi
2. Tikanikliga bagli dilatasyonu olan eriskin veya buyUk cocuk veya atreziyle

dogmus bebeklerde tapering yerine ilk girisim olarak uzatma
3. Aylar boyunca ilerleme kaydedilemeyen BY hastalari (6z: kalorinin >%s50

sini TPN ile alma zorunlulugu)



KBS siddetini belirleyen faktorler

lyi kotu
Rezeksiyon miktari <%80 >%080
Rezeksiyon yeri jejunum ileum
Ek GIS hastalig yok var
Zaman >1Yas <1Yas
GIS anatomisi ICV var, kolon salim ICV yok, kolon

ve/veya mide rezeke

Rombeau JL, Rolandelli RH: Surg Clin North Am 67:588, 1987



Kalan barsak-ICV-mortalite

Yasam beklentisi

> 40cm+ ICV %86
15-40 cm + ICV %100
15-40 cm - ICV %60
< 20cm- ICV %50
Toplam %81

8. Cooper A, Floyd TS, Ross AJ, et al: Morbidity and mortality of short bowel syndrome acquired in infancy: An update. J Pediatr Surg 19:711-718, 1984



Mortalite RISKI ?

Bil >2.5 mgr/dlI: Beklenen barsak<%a10:

<2.5 survi %94 >%20 survi %88
>2.5 survi %51 <%20 survi %21
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*Gestasyona gore beklenen barsak uzunlugu=
dogum haftasi-10= or: 35hf-10= 250 cm
%10=25cm
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Daniel H. Teitelbaum, MD* Pediatric Short Bowel Syndrome Redefining Predictors of Success Ann Surg 2005;242: 403—412)

Touloukian RJ, Walker Smith GJ. Normal intestinal length in preterm infants. J Pediatr Surg. 1983;18



Cumulative % Still PN-Dependent

TPN den ayrilma!

Beklenen barsak:<%10

<%z10 ayrilma: %10.5
>%10 ayrilma: %83.1
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Cerrahi seciminde temel belirleyiciler?
1. Kalan barsak uzunlugu
2. Dilatasyonun derecesi

Cerrahi secenekler?

Tablo. KBS hastalarinda cerrahi secenekler

Yavas gecisi Dilatasyon — Dilatasyon+ Mukozal alani
duzeltmek Hizh pasaj+ motilite bozuk arttirmak
Adezyon, StriktUr Segmental transpozisyon  Tapering (uzunlukiyi)  Asamali uzatma
Kor loop, Fistul
Olusturulmus obst Kolonik transpozisyon Plikasyon (uzunluk iyi) KontrollG doku
(valv, interpoz obst.) ekspansiyonu

Valvler LILT-Bianchi

STEP
Diger Diger

137Kishore R. lyer, MBBS, FRCS, FACS1 Surgical Management of Short Bowel Syndrome (JPEN J Parenter Enteral Nutr. 2014;38(suppl 1):535-59S)



Preop degerlendirme!

Onceki op bilgileri
Kalan barsak uzunlugu
ICV durumu
Kolon/mide/duodenum
Stoma

KBS etyolojisi

Mukozal kitlenin durumu
(Citrullin vb)

Biyokimyasal parametreler
KCFT
BFT Medikasyonlar
Kanama diyatez Beslenme
Tedavi edici ajanlar(AB, vb)

Radyolojik tetkikler
Ust GIS takip grafileri
Alt GIS degerlendirme
Vaskuler yol Doppler incelemeler
Portal sistem degerlendirilmesi



Cerrahi secenekler
Barsak korunmasi ve butinligunin saglanmasi:

— Ilk cerrahi!!

Ta
tr

— Silo

— Stoma  ;
V(

NEK!



Cerrahi se¢cenekler
Otolog barsak rekonstriksiyon cerrahisi

«  Transit Zamanini Uzatici Islemler

 sfinkter veya valv olusturulmasi




Cerrahi secenekler
Otolog barsak rekonstriksiyon cerrahisi

«  Transit Zamanini Uzatici Islemler

* anti peristaltik barsak segmenti interpozisyonu

* Cocuklarda pek tercih edilmemektedir
* Eriskin KBS olgularinda yeniden gundeme getirilmistir
* 2012* ve 2013** te iki genis seri basarili sonuglar bildirmistir

*Beyer-Berjot L, Joly F, Maggiori L, et al. Segmental reversal of the small bowel & can end permanent parenteral nutrition dependency: an experience of 38 adults with short bowel syndrome. Ann Surg 2012; 256:739
—745. This study is the only recent one that analyses a large group of patients.

**LayecS, Beyer L, Corcos O, et al. Increased intestinal absorption by & segmental reversal of the small bowel in adult patients with short bowel syndrome: a case control study. Am J Clin Nutr 2013; 97:100-108. This
study is clear and functional regarding the effect of reverse segment.



Cerrahi se¢cenekler

Otolog barsak rekonstriksiyon cerrahisi
 Transit Zamanini Uzatici/temasi arttirici Islemler

* Tekrar dolastirici loop

Mackby MJ, Richards V, Gilfillan RS, et al. Methods of increasing the efficiency of residual small bowel segments: a preliminary study. Am J Surg 1965;109:32-8.



Cerrahi se¢cenekler

Otolog barsak rekonstriksiyon cerrahisi
 Transit Zamanini Uzatici Islemler

* kolon interpozisyonu(izo./anizop)




Cerrahi secenekler

Otolog barsak rekonstriksiyon cerrahisi
 Motiliteyi arttirmayi hedefleyen Islemler

* intestinal tapering




Cerrahi se¢cenekler

Otolog barsak rekonstriksiyon cerrahisi
*  Motiliteyi arttirmayi hedefleyen Islemler

* intestinal plikasyon




Cerrahi secenekler
Otolog barsak rekonstriksiyon cerrahisi

Motiliteyi dUzeltmeyi hedefleyen

LILT= Bianchi op.

Fig. 1. A. Dissection betwsaen peritoneal leaves of

y: B. Inter lar space on mesentric border of

bowel; C. Bowsl loop betwesn jaws of autostapler prior to

division: I+ Hemiloops resulting from stapling and division

of bowsl; E. Isoperistalitic anastomosis batween hemi-
leops.




Bianchi modifikasyonu

Fig 2. With sequential firings of a stapling device, the division of
. . - the intestine begins obliquely, proceeds longitudinally, then ends
Fig1. Tha mesentery is separated based on the bifurcated vessals. obliquely at the other end of the intestine.
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3
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Fig 3. The two ends are sewn into a wide, tapered anastomosis,
reestablishing intestinal continuity with a single anastomosis instead
of three.



Bianchi modifikasyonu




Kolona uygulanabilir mi?

119. Devesa JM,Vincente E, Nuno, J,et al. Sindrome de intestino ultracorto:

tratamiento quirurgico de un caso excepcional. Rev Esp Enferm Dig 1992; 84:259-262.

120. Devesa JM, Botella-Carreterob JI, Hervasa PL, Reya A, Diea J, Caleroa A. Ultrashort bowel syndrome: surgical management and long-term results of an exceptional
case. J Pediatr Surg. 2008;43:E5-Eqg.



D.S.Y.

* 5aylkerkek
* Gi1P1anneden 37 GH 3200 gr dogum

* Postnatal donemde
— Solunum sikintisi = Bagska bir merkez YDYB sevk
— Batin distansiyonu > ADBG’ de HSS
— 19 gUnlukken laparotomi = nekrotik ince barsaklar

— 22 gUnlukken second look laparotomi = kolon ve ince barsaklar

nekrotik, rezeksiyon uygulanmamis

— O/G drenajve TPN ile konservatif izlem






EUTF Cocuk Cerrabhisi

Kolon grafisi Mide-iB takip

Kullaniimais kolon Dilate duedonum ve proksimal jejunum kisa bir

Opak madde terminal ileuma | | tad
gegmemistir segmentle sonlanmaktadir




Operasyon
Bridektomi + distal ileal rezeksiyon (fibrotik) + appendektomi, proksimal jejunum
divizyon-tubularizasyon-anastomoz (Bianchi) + jejunostomi + ¢cekostomi + KC biopsisi

ileocekal valv
(fibrotik)
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Postoperatif izlem

PO 3. gun intraluminal stent cekildi

PO 7. gun enteral beslenme basland

PO 8. gun dren cekildi

PO 2. hafta jejunog¢ekal anastomoz uygulandi

Pediatrik Gastroenteroloji BD' a devredildi



Postoperatif pasaj grafisi







Cerrahi secenekler
Otolog barsak rekonstriuksiyon cerrahisi

* mukozal emilim yuzeyini arttirmayi hedefleyen

RN R
PR Wy, Vo e

 Kimura(lowa)

s
i

e short-bowel segment lowa models. J Pediatr Surg 28:792-794, 1993

Kimura K, Soper RT: A new bowel elongation technique



Cerrahi secenekler
Otolog barsak rekonstriuksiyon cerrahisi
STEP: Seri(al) Transvers(e) EnteroPlasti(y)

23
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STEP: Seri(al) Transvers(e) EnteroPlasti(y)

Mean = SD
Weight (kg)
S = Length of Each Cut Before STEP 425 + 3.5*
Harvest 66.7 = 3.0*%
Bowel lengths during STEP procedt
Before STEP . 49.2 = 2.0
After STEP 82.8 + 6.7
Dokt Immediate increase 33.6 £ 6.0
% Immediate increase 68 = 1%
Bowel lengths at harvest (cm)
Control bowel length 57.2 = 10.41

STEP bowel length 80.7 = 13.1t
Final increase 31.5 = 12.7
% Final increase 64 = 25%

Intestinal diameters (cm)

Dilated bowel size 6.2 + 0.7
Initial STEP channel size 21+0.2
Final STEP channel size 43 +0.7¢
Initial control bowel size 3.6 £ 0.2
Final control bowel size 3.8 = 0.4%

Kim HBK, Fauza D, Garza J: Serial transvers enteroplastiySTEP): A novel bowel lengthening procedure. J Pediatr Surg 38: 425, 2003



Ik klinik uygulama?

2003 te ayni ekip tarafindan daha 6nce LILT yapilan (Gastrokizis) 2 y bir hasta

122. Kim HB, Lee PW, Garza J, Duggan C, Fauza D, JaksicT. Serial transverse enteroplasty for short bowel syndrome: a case report. J Pediatr Surg.
2003,;38:881-885.



STEP kayit sistemi 111 hasta

Table 2. Comparison of Demographic and Clinical Characteristics of 97 Patients in the International Serial Transverse
Enteroplasty Data Registry with Respect to Poor Outcomes (Death or Transplantation)

Variable Death/transplant (n = 16) Survival (n = 81) p Value
Sex, male, n (%) 7 (44) 48 (59) 0.28
Ethnicity, n (%) 0.25
Black 3 (20) 8 (11)
White 7 (47) 50 (67)
Asian 0 (0) 6 (8)
Hispanic 5 (33) 11 (15)
Unknown 1 (6) 6 (7)
Gestational age, wk, mean £ SD (n = 82) 34 4+ 3 : 35+ 3 0.55
Age at STEP, mo, median (IQR) (n = 97) 3.9 (1.4—8.2) 6.6 (2.4—37.8) 0.11
Weight at STEP, kg, median (IQR) (n = 81) 5.0 (3.3—7.0) <uuy 5.7 (3.7—14.8) 0.27
Preoperative enteral nutrition, %, median (IQR) (n = 87) 0 (0—106) 10 (0—55) 0.09
Laboratory values at STEP
Total bilirubin, mg/dL, median (IQR) (n = 73) 9.0 (2.0—15.3) 1.9 (0.5—8.0) 0.00
Direct bilirubin, mg/dL, median (IQR) (n = 59) 7.3 (1.6—9.5) 1.2 (0.1-5.9) 0.01
INR, mean £+ SD (n = 50) 1.15 + 0.19 1.17 += 0.21 0.81
Operative data, cm, median (IQR)
Pre-STEP bowel length (n = 92) 30 (18—40) 49 (28—85) 0.01
Pre-STEP bowel width (n = 80) 4.0 (3.8—6.0) 5.3 (4.0—7.0) 0.04
Post-STEP bowel length (n = 81) 52 (34—77) 75 (49—117) 0.02
Post-STEP bowel width (n = 84) 1.8 (1.0—2.0) 2.0 (1.5—-2.5) 0.06
Staple firings (n = 94) 9 (5—13) 10 (7—17) 0.10
Presence of ileocecal valve, n (%) (n = 95) 5 (31) H 25 (32) 0.99

INR, international normalized ratio; IQR, interquartile range (25% to 75%); STEP, serial transverse enteroplasty.



Tekrar STEP?

Insanda llk kez(2007) Ehrlich yayinladi
Andres(2008) 14 olguda (7LILT-7STEP sonrasi)

N

Ehrlich PF, Mychaliska GB, Teitelbaum DH. The 2 STEP: an ap- proach to repeating a serial transverse enteroplasty. J Pediatr Surg 2007;42:819-22.
Andres AM, Thompson J, Grant W, et al. Repeat surgical bowel lengthening with the STEP procedure. Transplantation. 2008;85(9):1294-1229.



LILT-STEP

Frongia G, Kessler M, Weih S, Nickkolgh A, Mehrabi A, Holland-Cuz S. Comparison of LILT and STEP procedures in children
with short bowel syndrome-A systematic review of the literature. J Pediatr Surg 2013: 48; 1794-1805

Data search, using the keywords “bowel lengthe .

“intestinal lengthening”, “longitudinal intestinal M @) rta | |te I I I

lengthening and tailoring”, “lilt", “bianchi proced!

“serial transverse enteroplasty” and “step proce |_| LT %3 O / 2- STE P :%1 [I_ , 3
Potentially relevant articles identified and

screened for retrieval (n = 4282) p ero p S

Table 2  Surgical complication rates in % of cases after LILT

and STEP.
LILT STEP

Bleeding 16.1 (0-71.4) 22.2 (7.1-33.3)
Obstruction/Stricture 17.7 (7.4-42.8) 17.5 (5.3-33.3)
Leakage 13.2 (4.1-22.2) 12.1 (5.3-16.7)
Abscess 6.6 (2.0-11.1) 2.6

Intestinal necrosis 10.6 (7.4—16.7) n.r.

Intestinal perforation 10.1 (3.7-14.3) n.r.

Fistula 7.4 (3.7-12.2) n.r.

Mean (min—max), n.r. = not reported.



Uzatma operasyonlarina ait

Uzun donem sonuclar?

Table 3  Outcomes grouped by redilation status

13/14 (%93): bir veya daha fazla

Redilated No redilation P

: : ; (n = 8) (n = 6)
komplikasyon gelismis — . : -
STEP 6 3
Death 2 0 46
- Postoperative bowel 70 =28 60 + 36 .39
tekrar dilatasyon!? ent (o
Weaned off PN 1 5 .03
Age 3.1 £35 2.8+3.2 .69
Tikaniklik --asirradaptasyon =, g ; 2
Reoperation 7 0 .005

Table 2 Complications after ILP

Complication  LILT Time to Range STEP Time to Range P for P for time to
complication (y) complication (y) complication rate  complication

Dilation 4 3.4 0.6-55y 6 1.5 2mo-33y 1.0 13

BO 3 6.4 44-10y 6 2.1 3mo45y .37 .03

GI bleed 5 23 2mo-103y 3 3.1 1341y 31 74

Reoperation 5 43 5 mo-9y 3 0.9 7mo-14y .31 12

Adhesive SBO 5 2.0 Smo-55y 2 1.0 7mo-14y .13 .54

Stricture 1 0.3 3 mo 1 1.4 l4y 1.0 1.0

Death 1 4.5 45y 1 1.5 15y 1.0 1.0

Multiple complications allowed per patient. SBO indicates small bowel obstruction.

*Eiichi A. Miyasaka, Pamela I. Brown, Daniel H. Teitelbaum. Redilation of bowel after intestinal lengthening procedures—an indicator for poor outcome. Journal of
Pediatric Surgery (2011) 46, 145-149



Karsilastirma
2013 e kadar en son ¢4 seri

Table 1. Comparison between outcomes of patients undergoing bowel-lengthening procedures reported in the

four articles analyzed

Survival Weaning Improvement Transplan- Complications
(%) (%) (%) tation (%) (%)
Authors B S B S B S B S B S
King et al. [20™"] 81 89 54 47 82 85 - - 17 26
Sudan et al. [21] 88 95 55 60 - - 19 5 37 37
Miyasaka et al. [23] 86 89 55 54 - - 14 0 - -
Yannam et al. [22] - - 50 64 - - 0 1 50 14

B, Bianchi longitudinal intestinal lengthening and tailoring; S, serial transverse enteroplasty.



Kontrollu doku ekspansiyonu

Murphy F, Khalil BA, Gozzini S, King B, Bianchi A, Morabito A.:
Controlled tissue expansion in the initial management of the short bowel state. World J Surg. 2011;35:1142




Cerrahi secenekler
Otolog barsak rekonstriksiyon cerrahisi

* Motilite/ emilim zamanini arttirmayi hedefleyen

*  SILT: spiral intestinal lengthenig and tailoring J Pediatr Surg 2013; 48: 1907-1913




SILT ilk klinik uygulamasi 2014,




Uzatma karsilastirmasi

Table 1 The table compares LILT, STEP and SILT procedures in terms of mesentery handling, adjustability of the lengthening and tailoring, and shows
the change in the orientation of the muscle fibres

Procedure | Mesentery Lengthening Muscle fiber
handling |and tailoring orientation
tailors
difficult diameter not
in half altered
fully
minimal adjustable altered
SILT
minimally altered
L7 minimal adjustable :
S = ‘ )}/H
2200117




Modifiye SILT

* Hayvan deneyi: spiral miyotomi

Figure 5. The adjacent intestinal serosal and muscular borders

Figure 4. For the modified SILT procedure a longitudinal g o ‘ .
s of the spirally and longitudinally stretched intestinal segment are
and spiral incision of the serosal and muscular layers of : . . . .
. . . . L sutured. This results is a longer and tailored intestinal segment,
the intestinal segment is performed. Meticulous caution is . ; .
without the necessity of opening of the mucosa.

exercised to leave the mucosa intact (arrow).

Modified Spiral Intestinal Lengthening and Tailoring for Short Bowel Syndrome.
Mehrabi V, Mehrabi A, Jamshidi SH, Pedram MS, Sabagh MS, Jaberansari N, Fonouni HR, Sharifi AH, Malekzadeh R, Frongia G. Surg Innov. 2016 Feb;23(1):30-5.



http://www.ncbi.nlm.nih.gov/pubmed/26220675

Kombine uygulamalar

Manchaster modeli

R. Coletta et al. / Seminars in Pediatric Surgery 23 (2014) 291-297
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Fig. 5. Combined simultaneous procedures: (A) STEP and LILT; (B) LILT and STEP; (C) LILT and reverse colonic interposition; and (D) STEP and reverse colonic interpositi



Motilite sorunlarinda cerrahi?

%s5-10 BY nedeni
%60-80 TPN bagimli
%20-66 mortalite

* CIPO (n6ropatik/miyopatik formlar)

— Barsak motor ve propulsif aktivite bozuk
* Tekrarlayici kronik fonksiyonel tikaniklik---- Barsak yetmezIigi
* Bakteriyel asirn cogalma—barsak kaybi--BY
— Cerrahi:
* Girisimlere dikkat!! rezeksiyondan kag¢in
* Gastrostomi-jejunostomi-gastrojejunostomi-duodenoplasti vb

* Ug stoma-kolektomi-hemikolektomi-parsiyel rezeksiyonlar vb

* Total intestinal veya totale yakin HH

- %2-5
— Cerrahi:

* Total ise 40 cm barsak birak ! Jejunostomi/Ziegler-miyotomi/miyektomi

« Jejunal ise secenekler fazla-KIMURA/DM/LILT/IIPIP vs



Myectomy for Extended Hirschsprung's Disease 507

permit proximal propulsive forces to be able to push lu-
minal content through, resulting in a functional obstruc-
tion and or intraluminal stasis. At the selected site, the
bowel should exit as a stoma, and venting of distal small
bowel and colon may be optimal. Residual distal small
and large bowel should not initially be discarded.

The Myectomy-Myotomy

Whether a seromuscular 1-cm strip of tissue to the
level of submucosa is excised or whether a Ramstedt
type of myotomy is done is not critical because both are
effective in relieving aganglionic segment obstruction
(see Figures 1 and 2). The longitudinal elevation of an
excised seromuscular strip whose plane of dissection was
augmented by the intramural injection of saline or
1:100,000 epinephrine was technically easier for us. In
the authors’ personal cases, although the myectomized
bowel was left in continuity with the proximal bowel,
there were three cases in this series where the myecto-
mized conduit was isolated from the in situ bowel as a
Thiry-Vella loop. It is one of these cases that has pro-
srassed to comnlete enteral nutrition. Enterotomies cre-

T LITYITI QU WVUISD

END OSTOMY

Figure 2. Techniques of a 40-cm jejunal myotomy coupled with a proxi-



IPIP: Isoperistaltic ileocolic patch ileal pullthrough

1. seans 2. seans



M.S. (ws Tip 4+i-jejunal uzanimli HH)

* |IPIP???:Izoperistaltik ileo?-jejunokolik yama

Preop kolon grafisi




M.S.

preop pasaj goruntusu




M.Y.: Dw.S. (ileal uzanimli total kolonik HH)




iipip-modifiye (DS total kolonik)




oryantasyon




oryantasyon




Antimezenterik uzunlamasina a¢ma-ince barsak




Antimezenterik uzunlamasina a¢gma-kolon




Arka duvar




Arka duvar




On duvar










M.S.(WS Tip 4)
Postop direkt grafiler




Kisa barsak sendromu
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Sonug

Ik cerrahi girisimde olabildigince barsak korunmalidir

— hastaliga, kisiye 6zel tUm degerlendirmeler yapilmalidir
* KBS yonetimi mutidisipliner yaklasim gerektirir
 Barsak uzunlugu, ICV varligi ve dilatasyon belirleyicidir
* Cerrahi secenekler erkenden degerlendirilmelidir

— Avantaj ve dezavantajlariiyi bilinmelidir

* Cerrahi girisimlerle basari %80-90 dizeyindedir

— Cerrahi sorunlar yakin takip edilmelidir

* Tx kurtarma girisimi olarak tutulmalidir






