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Czynniki ryzyka chorob przewlektych

Global risk factor ranks with 95% Ul for all ages and sexes combined in 1990, and 2010, and percentage change

1990

Mean rank
(95% UI)

Risk factor

2010

| 1102

‘ 1 Childhood underweight

[ 2109

2 Houwsehaold air pollution

[ 29(-4)

3 Smoking (excluding SHS)

4-0(3-5)

4 High blood pressure

5-4 (3-8)

5 Suboptimal breastfeeding

56 (5-6)

6 Alcohol use

7:4(6-8)

7 Ambient PM pollution

7-4 (6-8)

8 Low fruit

9-7(9-12)

‘ 9 High fasting plasma glucose

10-9(9-14)

10 High body-mass index

1141 (9-15)

11 Iron deficiency

123(9-17)

‘ 12 High sodium

13-9 (10-19)

13 Low nuts and seeds

141 (11-17)

14 High total cholesterol

Risk factor

Mean rank
(95% UI)

% change (95% UI)

1 High blood pressure

| 1102)

27% (19 to 34)

2 Smoking (excluding SHS)

19(1-2)

3% (=5 to 11)

3 Alcohol use

3:0(2-4)

28% (17 to 39)

4 Household air pollution

47 (3-7)

37% (-4410-29)

5 Low fruit

50 (4-8)

29% (25 to 34)

High body-mass index

61(4-8)

82% (71 to 95)

7 High fasting plasma glucose

66 (5-8)

58% (43 to 73)

& Childhood underweight

85 (6-11)

-61% (-66 to-55)

9 Ambient PM pollution

89 (7-11)

-7% (<13 to-1)

10 Physical inactivity

99(8-12)

0% (0 to 0)

11 High sodium

11-2 (8-15)

33% (27 to 39)

12 Low nuts and seeds

12-9 (11-17)

27% (18 to 32)

13 Iron deficiency

135 (11-17)

7% (-11 to -4)

14 Suboptimal breastfeeding

138 (10-18)

-57% {-63 to -51)

16-2(9-38)

15 Sanitation

16.7 (13-21)

16 Low vegetables

15 High total cholesterol

152 (12-17)

3% (-13t019)

17-1 (10-23)

17 Vitamin A deficiency

16 Low whole grains

15-3 (13-17)

39% (32 t0 45)

17 Low vegetables

15-8 (12-19)

22% (16 to 28)

173 (15-20)

18 Low whole grains

200 (13-29)

19 Zinc deficiency

18 Low omega-3

187 (17-23)

30% (21 to 35)

19 Drug use

20-2 (18-23)

57% (42t072)

20:6 (17-25)

20 Low omega-3

20.8 (18-24)

21 Occupational injury

20 Occupational injury

20-4 (18-23)

12% (=22 to 58)

217 (14-34)

22 Unimproved water

21 Occupational low back pain

212 (18-25)

22% (1110 35)

22 High processed meat

22:0(17-31)

22% (2 to 44)

22-6 (19-26)

23 Occupational low back pain

23 Intimate pannervialen(e

238 (20-28)

0% (0 to 0)

23-2 (19-29)

24 High processed meat

24 Low fibre

24-4(19-32)

23% (13 t0 33)

24-2 (21-26)

25 Drug use

26 Low fibre

25 Lead

25:5(23-29)

160% (143 to 176)

30 Lead

26 Sanitation

| 29 Vitamin A deficiency

31 Zinc deficiency

— Ascending order in rank

33 Enimprec ey ---- Descending order in rank

Lim et al. Lancet. 2012 Dec 15; 380(9859): 2224—2260.
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BMI vs smiertelnosc

Wskaznik
smiertelnosci

BMI

Childers et al. IntJ Obes (Lond). 2010 Aug; 34(8): 12311




Obesity and Kidney Transplant Candidates: How Big Is Too Big for Transplantation?

Am J Nephrol 2012;36:575-586 - DOI:10.1159/000345476
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Transplant year

© 2012 S. Karger AG, Basel
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THE PREVALENCE AND NUTRITIONAL IMPLICATIONS OF FAST
FOOD CONSUMPTION AMONG HEMODIALYSIS PATIENTS

Saud Butt, MD1.2, Janeen B. Leon, MS, RD, LD1.6, Carol L. David, MS, RD, LD4, Henry
Chang', Sanbir Sidhu', and Ashwini R. Sehgal, MD1.2.3.5.6,7
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Hidden Obesity in Dialysis Patients: Clinical Implications

1dussnuepy Joyiny

Matthew K. Abramowitz'2, Deep Sharma’, and Vaughn W. Folkert'




Kidney International, Vol. 55 (1909), pp. 1560 1567
Influence of excess weight on mortality and hospital stay
in 1346 hemodialysis patients
ErRwIN FLEISCHMANN, NANCY TEAL, JOUN DUDLEY, WARREN MAY, Joun D. BOWER,
and ABDULLA K. SALAHUDEEN'

Department of Medicine and Preventive Medicine, University of Mississippi Medical Center, Jackson, Mississippi, USA

Fig. 7. Kaplan-Meier cumulative hazard plots for the underweight (C1),
normal weight (@), and overweight groups (A). (A) All of the patients F
> < 0.0008). (B) African Americans (P < 0.0045). (C) Caucasians Mormal weight
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Kidnev International, Vol, 55 (19009), pp. 1560 1567
Influence of excess weight on mortality and hospital stay
in 1346 hemodialysis patients

ErwIN FLEISCHMANN, NANCY TEAL, JOHN DUDLEY, WARREN MAY, Jou~N D. BOWER,
and ABpDULLA K. SALAHUDEEN'

Department of Medicine and Preventive Medicine, University of Mississippi Medical Center, Jackson, Mississippi, USA

Fig. 7. Kaplan-Meier cumulative hazard plots for the underweight (C1),

normal weight (@), and overweight groups (A). (A) All of the patients

(P < 0.0008). (B) African Americans (P < 0.0045). (C) Caucasians Normal weight
(P < 0.04).
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Fig. 1. The body mass index (BMI) by groups: underweight (BMI
200, normal weight (BMI 20 1o 27.5), and overweight (BMI 27.5).
P < 0,05 vs. the rest
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Association of body size with outcomes among patients beginning
dialysis'™

Kirsten L Johansen, Belinda Young, George A Kaysen, and Glenn M Chertow

Am J Clin Nutr 2004:80:324-32. Pninted 1n USA_ © 2004 Amencan Society for Clinical Nutnition

W grupie 418 055 dializowanych chorych (lata 1995-2000) wyzsze BMI
predysponuje do dtuzszego przezycia w 2 letnim okresie obserwacji




A enRora 5904 chorych dializowanych
Model0 Mode! Mods! 2007-2009
312 osrodkow z 15 krajow europejskich
okres obserwacji 23 miesigce, srednio 36,7 miesigca
}\H\H lj:t { sklasyfikowano pod wzgledem obecnosci (n =3231) lub
e nieobecnosci (n = 2673) stanu zapalnego (biatko C-reaktywne
e >10 mg/l i/lub albumina <35 g/I).
Moxelo Vil el podzielono na grupy wedtug BMI (Q1-Q5: <21,5, 21,5-24,0,>
24,0-26,4,> 26,4-29,8, i> 29,8 kg/m?,
grupa referencyjna— Qg
1929 zgonow (822 sercowo-naczyniowe)
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Inflammation Modlifies the Paradoxical Association between Body Mass Index and Mortality in Hemodialysis Patients.
Stenvinkel P et al. JAm Soc Nephrol. 2016
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Wiekszg smiertelnos¢ — pacjenci w stanie zapalnym
Brak efektu ochronnego BMI wigzato sie z wyzszymi
wartosciami u ,,niezapalnych”

Wyzsze BMI zwigzane z nizszym ryzykiem zgonu z
wszystkich przyczyn u pacjentow w stanie zapalnym

Inflammation Modlifies the Paradoxical Association between Body Mass Index and Mortality in Hemodialysis Patients.

Stenvinkel P et al. J/Am Soc Nephrol. 2016




© 2011 The Authors
Journal compilation © 2011 The American Society of
Transplantation and the American Society of Transplant Surgeons

doi: 10.1111/].1600-6143.2011.03488.x

Associations of Body Mass Index and Weight Loss
with Mortality in Transplant-Waitlisted Maintenance
Hemodialysis Patients

M. Z. Molnar*®, E. Streja®*, C. P Kovesdy®*,
S. Bunnapradist!, M. S. Sampaio', J. Jing?,

M. Krishnan9, A. R. Nissenson9,

G. M. Danovitch?" and K. Kalantar-Zadeh®%**

0
1

-5

1

Log Hazard of Mortality

n=14 632

Czas obserwacji 6 lat ‘
Low muscle mass

High muscle mass

and and

High body weight Low body weight

1
1
I
I
I
I
I
1
I
I
I
I
I
1
I
0

I I I I I I I I
-200 -150 -100 -50 50 100 150 200
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Cubic splines models of Cox proportional regression to examine the mortality predictability of the combinations of the dry weight and in adjusted serum
creatinine levels over a 6-year observation period (7/2001-6/2007). The Y-axis shows the logarithm of the risk ratio of all cause mortality over 6 years based
on a multivariable Cox regression spline model, adjusted for case-mix. Dashed lines are 95% point wise confidence levels. Each patient received a
percentile score between -100 and +100 according to the percentile rank of the change in dry weight or adjusted serum creatinine. The difference between
adjusted serum creatinine concentration and dry weight in each patient also resulted in a number between -200 and +200.




CLINICAL EPIDEMIOLOGY @ www jasn.org

J Am Soc Nephrol 19: 349-355, 2008. doi: 10.1681/ASN.2007050610

Obesity Impacts Access to Kidney Transplantation

Dorry L. Segev,* Christopher E. Simpkins,* Richard E. Thompson,’ Jayme E. Locke,*
Daniel S. Warren,* and Robert A. Montgomery*
*Department of Surgery, Johns Hopkins University School of Medicine, and "Department of Biostatistics, Johns

HClpkiﬂS U’I’WIUETSiW School of Public Heal‘(hJ Baltimore, Maryland Registration for Kidney Waiting List, by BMI
' @ BM| 35-40 W EMI >=40

BMI czas na liscie (mies.) ¥ prawdopodobieristwa Tx

25-30 (34.3%) 40 2-4%
30-35(19.3%) 42 2-7%
35-40 (7.2%) 51 24-28%
>40 (2.7%) 59 42-44%0

Badanie prospektywne 132 353 chorych oczekujgcych na KTx w USA a latach 1995 - 2006.
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Obesity in CKD—What Should Nephrologists Know?

Peter Stenvinkel,* Carmine Zoccali,! and T. Alp Ikizler?

Granica kwalifikacji przez nefrologow:
*Division of Renal Medicine, Department of Clinical Science, Intervention and Technology, Karolinska Institute,

Stockholm, Sweden; TNational Research Council-institute of Biomedicine and MNephrolagy, Dialysis and Transplantation < 35 kg/m 2 29%
Unit of Reggio Calabria, Reggio Calabria, Italy; and *Department of Medicine, Division of Nephrology, Vanderiilt

University Medical Center, Mashville, Tennessee < 30 kg/m2 - 27%

Obesity in CKD--what should nephrologists know? Stenvinkel P, Zoccali C, Ikizler TA. J Am Soc Nephrol. 2013 Nov; 24(11):1727-36.

Mephrol Dial Transplant (2003} 28: 6l 671
doiz 10,1093/ ndtfgft2 18

Guideline

1.8. Should obesity precdude waitlisting for kidney trans
plantation and is there a difference in outcomes post-trans
plantation between those with and without obesity?

We recommend that patients with a body mass index
(BMI) >30 kg/m® reduce weight before transplantation.
(Ungraded Statement)
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Kwan JM, Haijjiri Z, Metwally A, Finn PW, Perkins DL (2016) Effect of the Obesity Epidemic on Kidney Transplantation: Obesity Is Independent
of Diabetes as a Risk Factor for Adverse Renal Transplant Outcomes. PLOS ONE 11(11): e0165712. https://doi.org/10.1371/journal.pone.o165712

191091 biorcow, w tym 73346 od dawcow zyjacych




All Recipients

Total <18.5 18.6-24.9 25-29.9 30-34.9 35-39.9 | 40+

Qutcome

DGF

Acute rejection

Urine protein
Graftfailure |

(n=191091) (%)

31331 (16.26)
483 (8.22)

1825 (31.06)

1128 (19.20)

(n = 5875) (%)
658 (11.07)
5148 (8.53)

195096 (32.47)

10614 (17.58)

(n = 60359) (%)
7770 (12.75)
5894 (9.01)
22920 (35.03)
10541 (16.11)

(n = 65436) (%)
10561 (16.02)
3971 (10.07)

14538 (36.86)

6507 (16.50)

(n =39437) (%
7649 (19.25
1766 (11.40
5967 (38.53
2720 (17.56

)
)
)
)
)

(n = 15487) (%)
3498 (22.41)
559 (12.43)

1856 (41.27) |

917 (20.39)

(n = 4497) (%)
1195 (26.35)
17821 (9.33)

66702 (34.91)

32427 (16.97)

Recipients of Living Donors
18.5-24.9 25-29.9
(n=24865) (%) | (n=24489) (%)
795 (3.20) 891 (3.64)
2085 (8.39) 2129 (8.69)
8256 (33.20) 8906 (36.37)
3726 (14.98) 3132 (12.79)

40+
(n=1658) (%)
123 (7.47)
207 (12.58)
747 (45.38)
284 (17.25)

Total

(n =73 346) (%)
2884 (3.93)
6699 (9.13)

<185
(n=2527) (%)
76 (3.01)
224 (8.86)
)

)

30-34.9
(n =14319) (%)
656 (4.58)
1431 (9.99)
5524 (38.58)
1829 (12.77)

35-39.9
(n = 5500) (%)
343 (6.24)
623 (11.33)
2235 (40.64)
805 (14.64)

Outcome

DGF

Acute rejection
Urine protein 26464 (36.08)
Graft failure 10219 (13.93)

doi:10.1371/journal.pone.0165712.1002

796 (31.50
443 (17.53

Kwan JM, Haijjiri Z, Metwally A, Finn PW, Perkins DL (2016) Effect of the Obesity Epidemic on Kidney Transplantation: Obesity Is Independent
of Diabetes as a Risk Factor for Adverse Renal Transplant Outcomes. PLOS ONE 11(11): e0165712. https://doi.org/10.1371/journal.pone.o165712
http://journals.plos.org/plosone/article?id=10.1371/journal.pone.0165712

191091 biorcow, w tym 73346 od dawcow zyjacych




BMI i powiktania okotooperacyjne

Otyli biorcy nerki przeszczepionej nerki majg zwiekszone ryzyko chorob
uktadu sercowo-naczyniowego i powiktan pooperacyjnych w poréwnaniu z
biorcami nerki o prawidtowej masy ciata

Kasiske BL, Cangro CB, Hariharan S, Hricik DE, Kerman RH, Roth D, et al: The evaluation of renal
transplantation candidates: clinical practice guidelines. Am J Transplant 2001;1(suppl 2):3-95

Biorcy z BMI > 30 w porownaniu z tymi BMI < 30 maja:
dtuzsze czasy operacyjne
przedtuzone hospitalizacje
wyzszy odsetek rehospitalizac;ji
czestsze hospitalizacje w oddziatach intensywnej opieki medycznej
czestsze wystepowanie powiktan rany.

Ercole PM, Buchanan PM, Lentine KL, Burroughs TE, Schnitzler MA, Modanlou KA: Costs and outcomes of
privately-insured kidney transplant recipients by body mass index. / Nephrol Therapeutic 2012;54:003.




Wysoki BMI nie wyklucza wiekszych korzysci z przeszczepienia
nerki w porownaniu z dializami

Kidney International, Vol. 63 (2003), pp. 647-653
CLINICAL NEPHROLOGY - EPIDEMIOLOGY - CLINICAL TRIALS

Impact of renal transplantation on survival in end-stage renal
disease patients with elevated body mass index

CurisToOPHER W. GLANTON, TzUu-CHEG KA0O, DAvID CruEss, LAWRENCE Y.C. AGcopoAa,
and Kevin C. AssoTtT!

Nephrology Service, Walter Reed Army Medical Center, Washington, D.C.; Preventive Medicine and Biometrics, Uniformed
Services, University of the Health Sciences, and National Institute of Diabetes, Digestive and Kidney Disorders (NIDDK),
National Institutes of Health (NIH), Bethesda, Maryland

7521 pacjentow otytych na liscie oczekujacych na przeszczep
1995-1999

u tych po kTx 62% zmniejszenie ryzyka zgonu w poréwnaniu z HD
znamienne dla BMI 30-40. Powyzej 40 bez znamiennosci




Annals of Interal Medicine-

LATEST ISSUES CHANNELS CME/MOC IN THE CLINIC JOURNAL CLUB WEB EXCLUSIVES AUTHOR INFO

«PREVARTICLE | THISISSUE | NEXT ARTICLE »
REVIEWS 20 FEBRUARY 2018

Mid- and Long-Term Health Risks in Living Kidney Donors: A Systematic
Review and Meta-analysis

Linda M. O'Keeffe, PhD (*); Anna Ramond, DPharm (*); Clare Oliver-Williams, PhD; Peter Willeit, MD; Ellie Paige, PhD; Patrick Trotter,
MBChHB; Jonathan Evans, MBChB; Jonas Wadstrém, MD; Michael Nicholson, MD; Dave Collett, PhD; Emanuele Di Angelantonio, MD

52 badania, w tym 118 426 zywych dawcow nerek i 117 656 ,nie dawcow”

Sredni okres obserwacji wynosit od 1 do 24 lat

Zadne dane nie wskazywaty na wyzsze ryzyko zgonu z jakiejkolwiek przyczyny, choroby uktadu
krazenia, nadcisnienia, cukrzycy typu 2 lub niekorzystnych skutkéw psychospotecznych u zywych
dawcow nerek, niz w populacjach ,nie dawcow”

Dawcy mieli wyzsze rozkurczowe cisnienie krwi, nizsze szacowane wskazniki filtracji ktebuszkowej i
wyzsze ryzyko schytkowej niewydolnosci nerek (ESRD) (wzgledne ryzyko [RR], 8,83 [95% Cl, 1,02 do
20,93]) i stan przedrzucawkowy u kobiet bedgcych dawcami (RR 2,12 [Cl, 1,06 do 4,27]).




_Supplernent i | )

KDIGO Clinical Practice Guidelin | R
| " .= - 11.2: Body mass index (BMI) should be computed based on
Evailuatlon and Care Of LlVlng ch weighr and height measured before donanon, and classi-

Krista L. Lentine, MD, PhD," Bertram L. Kasiske, MD,” Andrew S. Levey, fied based on World Health Organization (WHO) criteria
Josefina Alberti, MD,® Mohamed A. Bakr, MD,® Lorenzo Gallon, MD,” Ca for the general population or race-specific categories.
Sandeep Guleria, MBBS, MS, DNB.® Phiip Kam-Tao Li, MD, "® Dorry L. S¢ 11.3: The decision to approve donor candidates with obesity
Kazunari Tanabe, MD, PhD,™® Linda Wright, MHSc, MSW, ™ Martin G. Ze and BMI =30 kg/m~ should be individualized based on
and Amit X. Garg, MD, PhD'” ) demographic and health profile in relation to the trans-
plant program’s acceprable risk threshold.
Tra nsp|a ntatio 11.4: Donor candidates who have had bariatric surgery

should be assessed for risk of nephrolithiasis.

Obesity

* Wskaznik masy ciata (BMI) nalezy obliczy¢ na podstawie masy ciata i wzrostu
mierzonego przed dawstwem, a nastepnie sklasyfikowac w oparciu o kryteria
Swiatowej Organizacji Zdrowia (WHO) dla ogdlnej populacji lub kategorii
specyficznych dla rasy
Decyzje o zatwierdzeniu kandydatow na dawcow z otytoscig i BMI> 30 kg/m?
nalezy zindywidualizowac w oparciu o profil demograficzny i profil zdrowotny w
odniesieniu do dopuszczalnego progu ryzyka zwigzanego z programem
transplantacyjnym.

Kandydaci na dawcow, ktorzy przeszli operacje bariatryczng, powinni byc
oceniani pod katem ryzyka kamicy nerkowej.




Kidney transplantation in the morbidly
obese: complicated but still better than

dialysis

Bennett WM, McEvoy KM, Henell KR, Pidikiti S, Douzdjian V, Batiuk T.
Clin Transplant 2011: 25: 401—405




Kidney transplantation in the morbidly
obese: complicated but still better than

dialysis

Bennett WM, McEvoy KM, Henell KR, Pidikiti S, Douzdjian V, Batiuk T.
Clin Transplant 2011: 25: 401—405

Should obese patients lose weight before
receiving a kidney transplant?

Modlin CS, Flechner SM, Goormastic M, Goldfarb DA, Papajcik D, Mastroianni B, Novick AC.
Transplantation. 1997 Aug 27;64(4):599-604.




Zachowawcze leczenie otytosci w grupie chorych dializowanych

FULL TEXT ARTICLE i 7
; o we ; . American Journal of
Physical Activity in Kidney Transplant Recipients: Kidney Diseases

A Review N\

Article in Press: Corrected Proof

Copyright ® 2018 National Kidney

Foundation, Inc

Ashley Takahashi, Susie L. Hu and Andrew Bostom A] K D

American Journal of Kidney Diseases, Copyright © 2018 National Kidney Foundation, Inc Narrative Review

PHYSICAL FITNESS
Physical capacity due ta health
related attributes

PHYSICAL FUNCTION
Ability to perform
physical activity
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Muscular endurance Y ————
Muscular strength I Behavioral
Body composition PHYSICAL ACTIVITY H factors
Flexibility Any bodily movement resulting

Fatigue in energy expenditure:
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Medical
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-Diabetes mellitus: steroids,
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-CVD/hyperlipidemia: allf
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-Weight gain/obesity:
sterolds




Chirurgia metaboliczna w grupie chorych dializowanych

Patient distribution (row percent) by BMI at ESRD incidence vol 2 BMI following bariatricsurgery
in patients who undergo bariatric surgery, 2002-201m 4-25  indialysis patients, 20052011

BMI (kg/m?) 50

Mean <30 30-<35 35-<40 40-<45
All 42.1 8.6 12 201 22.5 45
Age: 20-44 41.8 11.8 10.5 17.4 21.4
45-64 42.4 6.4 13.9 20.8 23.3 40 —
65+ 41.2 4.2 8.5 33.8 23.9
Male 42.7 8.7 11.8 19.0 21.1
Female #4 8.3 12.9 21.9 25.0 35
White 41.1 8.3 13.8 24.7 212
Black/Af Am 43.5 9.1 0.7 131 247 30
Other race 41.9 6.1 15.2 24.2 18.2
Non-diabetes 41.9 10.4 127 16.1 22.8 [ I
Diabetes 42.2 71 11.8 23.2 22.4 18 24
Dialysis 44.0 6.7 : 17.2 23.9
Transplant 36.1 14.4 291 18.2 Months

Number of bariatric surgery /ol Distribution of bariatric
events, by modality * surgical procedures

Transplant Transplant

Il Other procedure
Adj. gastric banding

B Lap. gastric bypass

B Open gastric bypass

o
o

Dialysis

=
o

Number of events
Percent of procedures
Survival probabilty

L 1
18 24 30 36
Months

update an analysis from the 2009 https:/fwww.usrds.org/2013/pdf/v2_chs4_13.pdf
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Utrata masy ciata uzyskana po RYGB u chorych z
niewydolnoscig nerek oraz po przeszczepieniu nerki -
zmniejszenie ryzyka zgonow sercowo-naczyniowych.

Alexander JW, Goodman H. Gastric bypass in chronic renal failure and renal transplant.
Nutr Clin Pract.2007 Feb;22(1):16-21.

Poprawa czynnosci nerek u chorych z PNN po zabiegu

oF riatrycznym (¥ biatkomoczu, 4 kreatyniny)

Navaneethan SD, Yehnert H. Bariatric surgery and progression of chronic kidney disease.
Surg Obes Relat Dis. 2009 Nov-Dec;5(6):662-5.

Mozliwos¢ poprawy funkgcji filtracyjnej przeszczepionej nerki

(zmniejszenie masy ciata, obnizenie zapotrzebowania na IS)

Currie A, Chetwood A, Ahmed AR. Bariatric surgery and renal function.
Obes Surg. 2011 Apr;21(4):528-39.




Otyli biorcy watroby

wydtuzony sredni czas operac;ji

wydtuzona czas pobytu na oddziale IT po operacji
wieksza liczbe przetoczonych jednostek KKCz

wieksza czestosc wystepowania zakazen

wiecej powiktan zotciowych wymagajacych interwencji
zmniejszone przezycie pacjenta i przeszczepu

Complications associated with liver transplantation in the obese recipient. LaMattina JC, Foley DP, Fernandez LA,
Pirsch JD, Musat Al, D'Alessandro AM, Mezrich JD; Clin Transplant. 2012 Nov-Dec; 26(6):910-8.

W grupie 73538 biorcow watroby przezycie catkowite byto zdecydowanie gorsze przy
BMI mniejszym niz 18.5 i wyzszym niz 40, w porownaniu z grupg kontrolna

Liver transplantation at the extremes of the body mass index. Dick AA, Spitzer AL, Seifert CF, Deckert A, Carithers RL
Jr, Reyes JD, Perkins JD; Liver Transpl. 2009 Aug; 15(8):968-77.

Otyli biorcy mieli wieksze ryzyko zachorowalnosci z powodu zakazenia rany,
dtuzszego pobytu na OIT i dtugosci czasu hospitalizacji w porownaniu z biorcami o
prawidtowej masie ciata.

Increased morbidity in overweight and obese liver transplant recipients: a single-center experience of 1325 patients from the United
Kingdom. Hakeem AR, Cockbain AJ, Raza SS, Pollard SG, Toogood GJ, Attia MA, Ahmad N, Hidalgo EL, Prasad KR, Menon KV, Liver
Transpl. 2013 May; 19(5):551-62.




Limit BMI akceptowalny przez osrodki transplantacyjne w USA

BMI 35

0
unlimited AL

25%

! el

47 kierownikow osrodkow
praktykujacych srednio 20 lat (7-30 lat)

60.8 % - >50 watrob rocznie

Listing Practices for Morbidly Obese Patients at Liver Transplantation Centers in the United States. Halegoua-De Marzio DL et al.
Exp Clin Transplant. 2016 Dec;14(6):646-649.
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Cumulative Survival

Table 2. Outcome Measures in Obese and Nonobese Patients

24 |
Nonobese Overweight Obese Severely Obese Morbidly Obese 3 .
(N = 8,312) (N = 5,913) (N = 1,611) (N = 911) (N = 355) -
004 - L D - -
10%* 1000 0 1000 2000 3000 4000 S000

6 6

Survival in Days

Fig. 1. Kaplan-Meier survival in patients based on their BMI. (1) Non
obese, (2) overweight, (3) obese, (4) severely obese, (5) morbidly obese.

Weight loss should be recommended for all
patients awaiting a liver transplantation,

especially if their BMI is more than 35 kg/m2




Surgery for Obesity and Related Diseases 2 (2006) 405—-407

Is a bariatric procedure appropriate in
patients with portal hypertension secondary

to cirrhosis?

Michael G. Sarr, M.D.*

Department of Surgery, Mayo Clinic College of Medicine, Rochester, Minnesota
Received November 18, 2005; revised January 19, 2006; accepted January 28, 2006




Kiedy chirurgia bariatryczna u biorcy watroby?

Przed LTX > Safwan M et al. Liver Transpl 2017; 23: 1415-1421.
] Lin MYC et al. Surg Obes Relat Dis 2013; 9:653-658.

Takata MC et al. Surg Obes Relat Dis. 2008 Mar-Apr; 4(2):159-64;
Taneja S et al. Case Rep Transplant. 2013; 2013():279651.

Khoraki J et al. Surg Obes Relat Dis 2016; 12:75-83.
Lin MY et al. AM Surg Endosc. 2013 Jan; 27(1):81-5.
Elli EF et al. Surg Obes Relat Dis 2016; 12:528-534
Tsamalaidze L et al. Obes Surg 2018; 28:444—450

\"\"} tra kCie LTx = NesherE et al. Obes Surg 2017; 27:1387-1390.

Tariciotti L et al. IntJ Surg Case Rep 2016; 28:38-41.
Heimbach JK et al. Am J Transplant 2013; 13:363-368.




| Pacjent | Kandydat do chirurgii
metabolicznej

Skompensowany marskosc bez nadcisnienia wrotnego

Skompensowana marskosc z nadcisnieniem wrotnym
Zdekompensowana marskosc

Biorca watroby (<1 rok po LTx)

Biorca watroby (21 rok po LTx)

Suraweera D, Saab EG, Choi G, Saab S. Bariatric Surgery and Liver Transplantation.
Gastroenterol Hepatol (NY). 2017 Mar;13(3):170-175.




KEY POINTS

idemic has led to o dramatic increase in
ITy-relare iver diSeﬂSE as an

e Bariatric surgery provid ive freatment for obesity
as well as the metabolic complications of obesity and
may have a role in obese patients who require
liver transplantation

» The optimal timing of bariafric surgery in the sefting of
liver transplantation ha: been determined, though is
impacted by the clinical condition of the patient.

Chirurgia bariatryczna zapewnia skuteczne leczenie otytosci, a takze metabolicznych
powiktan otytoscii moze odgrywac role u otytych pacjentow wymagajacych

przeszczepienia watroby.

Optymalny czas operacji bariatrycznej w odniesieniu do przeszczepienia watroby nie
zostat okreslony, choc¢ zabieg ten moze mie¢ wptyw stan kliniczny pacjenta.
Rekawowa gastrektomia moze by¢ preferowana w porownaniu z innymi rodzajami
chirurgii bariatrycznej wsrod biorcow watroby poniewaz nie ma wptywu na
wchtfanianie, endoskopowy dostep do dystalnego zotadka i zotciowego drzewa jest
zachowany, a utrata wagi jest zazwyczaj bardziej stopniowa z powodu braku ztego
wchtaniania.

Obesity management in the liver transplant recipient: the role of bariatric surgery.
Bonner K, Heimbach JK.; Curr Opin Organ Transplant. 2018 Apr;23(2):244-249.
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CASE REPORT

Adjustable Gastric Banding in a Morbidly Obese Patient
During Liver Transplantation
Jeffery Campsen « Michael Zimmerman «

Johnathan Shoen - Michael Wachs + Thomas Bak - OBES SURG (2009) 19:1460- 1463
M. Susan Mandell - Igal Kam DOI 10.1007/511695-009-9877-8

CASE REPORT

Intragastric Balloon Followed by Biliopancreatic Diversion
in a Liver Transplant Recipient: A Case Report

Paolo Gentileschi » Marco Venza - Domenico Benavoli « Francesca Lirosi »
Ida Camperchioli » Marco D’Eletto » Alessandra Lazzaro « Vito M. Stolfi «
Obesity Surgery, 15, 1481-1486 Alessandro Anselmo - Nicola Di Lorenzo - Giuseppe Tisone « Achille L. Gaspari

Case Report

Laparoscopic Roux-en-Y Gastric Bypass is Safe and
Feasible after Orthotopic Liver Transplantation

Qbesity Surgery, 17, 1517-1519

Case Report
David S. Tichansky, MD; Atul K. Madan, MD, FACS

Sleeve Gastrectomy as Treatment for Severe
Obesity after Orthotopic Liver Transplantation

Jean M. Butte, MD'; Nicolas Devaud, MD'; Nicolas P. Jarufe, MID'3;
Camilo Boza, MD'; Gustavo Pérez, MD'; Javiera Torres®, Rosa M.
Pérez-Ayuso, MD?#; Marco Arrese, MD?#*; Jorge Martinez, MD"#




Otytos¢ zwieksza ryzyko utraty przeszczepu trzustki

Killackey M, Zhang R, Sparks K, Paramesh A, Slakey D, Florman S. Challenges of abdominal
organ transplant in obesity. South Med J. 2010 Jun;103(6):532-40.

BMI > 30 kg/m? skraca czas przezycia biorcow ptuca.

Hasse J. Pretransplant obesity: a weighty issue affecting transplant candidacy and outcomes.
Nutr Clin Pract. 2007 Oct;22(5):494-504
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Case report
Laparoscopic gastric bypass after cardiac transplantation
Salman Al-Sabah. M.D.. Nicolas V. Christou. M.D.. Ph.D.

Section of Bariatric Surgery, Division of General Surgery, MoGill University Health Center, Montreal. Quebec, Canada
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Surgery for Obesity and Related Discases 8 (2012) e6—¢7

Case report
Laparoscopic sleeve gastrectomy on heart transplant recipient with
body mass index of 34 kg/m~ and metabolic syndrome

José Pablo Vélez. M.D.", Rafael H. Arias, M.D."*_ Pastor Olaya, M.D."
Case Report *Department of Surgery, Obesity Clinic, Fundacidn Valle det Lili, Cali, Colombia

Department of Cardiology, Fundacidn Valle del

Obesiry Surgery, 12, 412-415

Rec November 8, 2010; a d November 16, 2010

Laparoscopic Gastric Banding after Heart
Transplantation

B. Ablassmaier’; S. Klaua?; C. A. Jacobi'; J. M. Miiller

' Department of General, Visceral, Vascular and Thoracic Surgery, Charité, and *Ouipatient clinic
of Internal Medicine, Humboldr Universiry, Berlin, Germany

® 2011 John Wiley & Sons A[S.

Clinical Transplantation

Clin Transplant 2012: 26: EI-E6 DOI: 10.1111(y.1399-0012.2011.01559 x

Pancreas transplantation after bariatric
surgery

Porubsky M, Powelson JA, Selzer DJ, Mujtaba MA, Taber T, Carnes KL, Marian Porubsky®, John A.
Fridell JA. Pancreas transplantation after bariatric surgery. Powelson?, Don J. Selzer?,
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Laparoscopic bariatric surgery improves candidacy in morbidly obese
patients awaiting transplantation

Mark C. Takata, M.D.," Guilherme M. Campos, M.D., F.A.C.S.." Ruxandra Ciovica, M.D.,”
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15 chorych: 7 z schytkowg niewydolnoscig nerek - LRYGB
6 z marskoscig watroby - LSG
2 z marskoscig ptuc - LSG

powiktania - u 2 chorych z marskosciag watroby.
¢ zgony, Sredni czas obserwacji 12.4 miesigca,
% EWL w okresie > 9 miesiecy 61% (nerki), 33% (watroba), 61.5% ( ptuca)

14 (93%) z 15 po utracie masy ciata zakwalifikowano do przeszczepienia
1 choremu przeszczepiono ptuco




- OTYROSC

p ﬂ
Magdale
Piotr Przybytowski = Krzysztof Zieniewicz

pod redakcja
Bolestawa Rutkowskiego i Magdaleny Durlik

X

M|
VIA MEDICA

POLSKIEGO TOWARZYSTWA
TRANSPLANTACYJNEGO
DOTYCZACE KWALIFIKACJI

DO TRANSPLANTACJI
NARZADOW CHORYCH OTYLYCH

B STANOWISKO EKSPERTOW

. Otytos¢ nie jest bezwzglednym przeciwwskazaniem do trans-

plantacji narzadu.

. Pacjendi ze wskaznikiem masy ciala (BMI, body mass index)

ponizej 35 kg/m? powinni by¢ kwalifikowani do zabiegu prze-
szczepienia nerki, watroby, serca. Wyniki transplantacji w wy-
selekcjonowanej grupie chorych z nadwaga i otytoécia | stop-
nia sg poréwnywalnie dobre w stosunku do grupy biorcéw
z prawidlowa masg ciata.

. Wiegkszy stopieri otytosci wymaga wnikliwej oceny, zwlaszcza

uktadu kraZenia, i indywidualnej decyzji. Pacjenci z BMI powy-
zej 40 kg/m? powinni zredukowad mase ciata przed transplan-
tacja.

. Operacja bariatryczna jest zalecanym postepowaniem u pa-

cjentéw z BMI powyzej 40 kg/m?2,




