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Phau thuat ghép gan

m Co 2 phuong cach hién gan hién nay: nguoi hién gan con song va chét nao.

Diseased liver ramoved

Donor liver

epatic artery g
SN transplanted

Deceased Donor Liver Transplant

m Chuc ning manh gan ghép dong vai tro rat quan trong trong phau thuat ghép gan.




Cac yeu to lua chon nguo1 hien gan con song

Do tuoi

Nhém méau ABO

Khang nguyén bach cau ngudi (Human Leukocyte Antigen - HLA)
Chi so khoi co thé (BMI)

Murc do thoai hoa m& (MDTHM) cia manh gan ghép

Thé tich gan bao ton (TTGBT) cua ngudi hién gan con song

Bénh 1y truyén nhiém

Bénh 1y ung thu

@ Ly =l s e N =

Churc nang gan

10. Giai phau tinh mach cira




DO

m > 18 tudi (luat hién tang).
m Tudi cang 16n:
- Xo hoa mach mdau — giam mdu nuoi gan.
—  Tich trit mé thay tong hop dwong.
- Vgan giam 20-40%, nit > nam.
= 50-60 tuoi:
- Tdng bién chitng xo hep dwong mt.

- Tai nhiem VGSV C tir nguoi hién gan da
dieu tri VGSVC.

9
a2\ [ ]

tuo1

Immune cell function Metabolism
| Ag presentation | Gluconeogenesis
1DC Liver shrinking t Lipid accumulation
| Lymphocyte T cell function ! (steatosis)
| Phagocytosis , *\\ e
| || j
O il Mitochondrial alterations
; |
; - Number
Polyploid j '
e D = Y 1 Oxidative stress
y” 1 Lipid peroxidation
| Mitophagy
Autophagosome
Autophagy
+ Apoplosis | Alg proteins Alg

| CMA 0 0 (i e Lysosome

| Fusion of autophagosome \@ 0 <

1 Lipofuscin Phagophore

{undegraded cargo)
CMA Lipofuscin

Francois Durand (2018) Journal of hepatology.
Alberto Lue (2016) World J Gastroenterol.
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Po tuol

i Distribution of donors and recipients in liver transplantation by age categories in the
A United States 2016
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(United Network for Organ Sharing)

Francois Durand (2018) Journal of hepatology.
Alberto Lue (2016) World J Gastroenterol.




Nhom mau
m  Hau hét nguoi hién gan dugc lva chon ¢ cing nhdm mau ABO va Rhesus véi nguoi nhan gan.

m Bat twong dong nhom mau ABO mdt phan: co nguy co thai ghép cao hon.

O O

A O A

B O,B
AB O,A, B,AB

m Bit tuong dong nhom mau ABO (incompatible ABO — iABO) nguy co thai ghép cao.
—  Nguwoi nhdn gan can thay huyét twong truée ghép.

—  Can dwoc thuc hién tai cdc trung tam ghép tang co nhiéu kinh nghiém.

Waldo Conception (2019) Stanford Medical Center.
Pilar Solves (2014) Transfusion Medicine and Hemotherapy.




Khang nguyén bach cau nguoi
(Human Leukocyte Antigen - HLA)

m 5locus: A B,C, DR, DQ

m Khong twvong hop HLA => thai ghép, GVHD i
- Tuy nhién: I-10R m[MZ'lg\P%E {
iu ght - A
—  Nhu cau ghép gan cao )
—  Nguon cung cap tang it ( W(ﬁ) -l T e

(swap]

TLRA LPS
nhung khong co su khac biét ve ti lé song con.

—  Thai ghép hau hét dap ving thuéc UCMD. i g g

Ti-10

' 15 7. 4 r ) 2, RIRIRIEK, +—=— B
- Tile thai ghép cao hon nhom twong hop HLA, ‘e ) A

m Chap nhan khong twong dong HLA trong ghép gan.

Balan (2008) Hepatology.
Mettu S. Reddy (2013) World J Hepatol.
Agus W. Thomson (2020) Nature Reviews Gastroenterology and Hepatology.




Su thoai hoa m& cua manh ghep
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FiGURE 4. The relationship among the degree of steatosis,

FIGURE 3. Recipient total bilirubin (POD 7), peak ALT, and PT (POD 3) according to the degree of fatty infiltration. the graft size, and the outcome. ®, failed graft; o, successful
graft; GV/SLV, graft-to-standard liver volume ratio; —, mean.

Keizo Sugimachi (2013) Use of Steatotic Graft in LDLT. Transplantation
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Murc do thoar hoa m& cua manh ghep
m Chi sb khdi co thé (BMI):
- BMI < 25-30 kg/m2 <& giam ti Ié thodi hoda mé manh ghép .
- BMI > 30 kg/m? la nhém nguy co cao ciia manh ghép mat chire nang (p < 0,01).
m MDTHM hat to (fatty change macrovesicular):

Nonalcoholic Nonalcoholic
Normal liver fatty liver disease steatohepatitis

Ly tuong < 30% (phu thudc tudi va V gan bdo ton).
- >60% : chong chi dinh hién gan.

- >40 tué6i c6 MPTHM 30-60% c6 lién quan
dén ti lé thai ghep cao.
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Antonino M. Grande and Paolo Aseni (2016) Multiorgan Procurement for Transplantation
- A Guide to Surgical Technique and Management




The tich gan
m Tiéu chuan vé thé tich gan nguoi hién con séng duoc lua chon:

Thé tich gan ngwoi hién (ml)
Can nang nguoi nhan (kg) x 10

> 0,8

< 35 years and =< no fatty change

- 30% remnant liver volume: Acceptable
< 35 years and = 15% fatty change

. 30%-35% remnant liver volume: Acceptable
< 35 years and 15% < fatty change = 30%

. = 35% remnant liver volume: Acceptable
35-55 years and = 15% fatty change

- > 35% remnant liver volume: Acceptable

Sung-Gyu Lee (2016) Annals of Surgery.
Shin Hwang (2018) Korean J Hepatobiliary Pancreat Surg.
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Special Article

\ o N
B A ./ A A Solid Organ Transplantation From Hepatitis B
e I l rl I e I l I l le I l l Virus-Positive Donors: Consensus Guidelines for
Recipient Management
°

S. Huprikar'-*, L. Danziger-Isakov?, J. Ahn®, Endorsed by the American Society of Transpiantation

S. Naugler®, E. Blumberg®, R. K. Avery®, and the Canadian Society of Transpiantation

De novo HBYV from anti-HBc+ donors with prevention
strategy: Several preventive strategies have been em-

Céan nhic chi dinh hié
an nnac cinl !n 1cn gan ployed to prevent DNH infection in HBsAg— recipients. A
4 N e A . survey of LT programs conducted in 2007 revealed that
HbSAg (') & HbCAb (+) hlen gan ChO ngUO’I nhan- indefinite antiviral therapy was the most frequent treatment
strategy with lamivudine as the preferred antiviral agent and
:HbSAg (+) significant variation in HBIG usage (37). Four studies have
reviewed the risk reduction associated with antiviral and/or

:>HbSAg (') &_ HbCAb (+) HBIG prophylaxis (11,34-36). In the most recently pub-

. lished review (35), prophylaxis (lamivudine and/or HBIQG)

:}HbSAg (-) &_AnUHbS (—) reduced rates of DNH from 58% to 11% in HBV non-

immune recipients; 18% to 2% in previously vaccinated

recipients; and 14% to 3% in isolated anti-HBc-+ recipients

although the difference was not statistically significant in

this final group. Prophylaxis did not further reduce the risk of

DNH in naturally immune recipients (3% vs. 4%). However,

another review (11) demonstrated a lower risk of DNH in

anti-HBc+ recipients who received prophylaxis (3.4% vs.

15.2%). The lowest rate of DNH was observed in

vaccinated recipients who received prophylaxis (11,35,38).

X - . o X The importance of adherence to antiviral prophylaxis was

Chong Chl dlnh hlen gan noted in a study where DNH was observed in five patients
¢ who were not adherent to lamivudine (39).

Since entecavir and tenofovir have supplanted lamivudine

IgM antl-HbC (+) in the treatment of chronic HBV, many centers are now
using entecavir and tenofovir in recipients of anti-HBc+
H BV_DNA (+) donors (41,42). Although anecdotes of lamivudine-resistant
HBYV transmission are described with lamivudine prophy-

laxis (39), the use of lamivudine in recipients of anti-HBc+
donors is still relevant. A retrospective study of 119 LT
patients without chronic HBV who received anti-HBc+
livers showed minimal differences in DNH rates when
comparing lamivudine (5/62, 8 %) with adefovir (5/33, 15%),
tenofovir (0/3), or entecavir (0/1) (42). Furthermore, a recent

Antonino M. Grande and Paolo Aseni (2016) Multiorgan Procurement for Transplantation - A Guide to Surgical Technique and Management
Guideline for Hepatitis B and Solid Organ Transplantation (2018) The British Transplantation Society




N\ ~
/N /4 /A ° A 15~ ‘
en y tr y en n lem e Mansgemert
u s. Huprikar"', L. Dnnziglr-lsakov“, J. Ahn’. Endorsed by the American Sociaty of Transplantation
( ] and the Canadian Soc ransplantatio

Cén nhic chi dinh hién gan

HbsAg (+) hién gan cho ngudi nhan:
—=HbsAg (+) & HDV-IgM, 1gG(-)
=HDbsAg (-) (ghép cap ctru)

Chong chi dinh hién gan
IgM anti-Hbc (+)
HBV-DNA (+)

American Journal of Transplantation 2015, 16: 11621172 Copyright 2015 The American Society o
Wilsy Periodicals inc. and the American Society of 1

Special Article

Solid Organ Transplantation From Hepatitis B
Virus-Positive Donors: Consensus Guidelines for

Liver transplantation

Transplantation of HBsAg+ livers into three recipients with
chronic hepatitis B was described in one series (66). HBsAg
persisted after transplant despite treatment with HBIG and
antiviral therapy. Two of the recipients were co-infected
with hepatitis Delta virus (HDV) and HDV relapsed in the
setting of persistent HBsAg positivity and hepatitis. The
third recipient was treated with HBIG, lamivudine, and
adefovir and had stable graft function with negative HBV
DNA. In a single center study from lItaly, HBsAg+ livers
were used in ten anti-HBc+ recipients (six with chronic
HBV). All ten were treated with antiviral prophylaxis, and
there was no evidence of DNH (67). A retrospective
analysis of UNOS data reviewed the outcomes in 92
recipients of HBsAg+ livers (68). Although HBsAg+ livers
were more likely to be imported or used in Model for End-
Stage Liver Disease (MELD) exception cases, there were
no differences in patient or graft survival when compared to
recipients of HBsAg- livers. In a single center study from
China (69), 23 recipients of HBsAg-+ livers were followed-
up for 10-38 months. The patient and graft survival rates
were 78.3% (18/23) and 73.9% (17/23), respectively.
Although the recurrence rate of HBV infection was 100%
(23/23) and all patients remained HBsAg+, no liver
dysfunction, graft loss, or death was found to be related
to the recurrence of HBV infection. Use of HBsAg—+ donor
livers should only be considered when significant donor
liver disease has been ruled out by histological examination.

Antonino M. Grande and Paolo Aseni (2016) Multiorgan Procurement for Transplantation - A Guide to Surgical Technique and Management

Guideline for Hepatitis B and Solid Organ Transplantation (2018) The British Transplantation Society



Bénh 1y truyén nhi€ém

Alvaro E.", Abradelo M.", Garcia M.", Alegre C.', Cambra F.', Sanabria
A g 2 . o A R.", Caso O.%, Justo 1.2, Calvo J.", Manrique A.", Olivares S.P.", Fakih
Call Ilhac Chl d!l‘lh hlell gan N.", Garcia-Sesma A.", Moreno E.', Jimenez C.’
"Hospital Universitario 12 de Octubre, Madrid, Spain, ?Hospital A
Cardarelli, Madrid, Spain

= Background: One of the most common causes of end-stage liver
Antl = H CV (+) disease worldwide is Hepatitis C (HCV). The donor shortage leads us to
G 2 h o 3 ) 1 A h’( kh , h X gonsid;art':lternative sources of org‘;:ncs\i;or ou_l;_live:jtransplz-_lrnr: can(:idates.
ne of these organ sources are -positive donors. e outcomes
enOtype B Oac (tl c t ap ang t uOC) , of the recipients transplanted on with these grafts, should be evaluated
A e 4 A r \ A A \ re thoroughly. Considering a universal recurrence in the HCV-positive liver

S 45'50 tUOl (IIIIIC dQ X0 hoa du’O’Ilg mat thap va tal transplant recipient, this source of donation should be accepted.
i~ , Methods: From January 2005 to April 2011, 143 OLT were performed at
nhlem HCV Ssau ghep gan) our hospital to treat end-stage liver disease secondary to HCV infection.
Thirteen patients (9,1%) received livers from HCV-positive donors. A
control group was used in this study that consisted of 130 HCV positive
patients who underwent OLT during the same period of time with organs
X - . o X from HCV-negative donors. Donor HCV status was assessed by different
ChOIlg Chl dlllh hlell gan tests: HCV antibodies, viral load and viral genotype. Recipient's survival,
° graft survival and hepatitis frequency, timing and severity were compared

in both groups.

HCV_RNA (+) Results: We analyzed retrospectively the serum of the 13 HCV
positive donors and 76.9% of them had negative viral load. The vast
majority (76.9%) of our patients transplanted with HCV positive donors,
suffered from hepatitis during the follow up and 23.1% of those patients
developed severe hepatitis. The average time elapsed, from transplant,
until recurrent hepatitis and severe recurrent hepatitis documented by
biopsy was 196.33 days (+ 265.7 days) 245.67 days (+ 203.7 days)
respectively. In the group of patients of HCV positive donor, the overall
recipient and liver graft survival was 91.7 %, 81.5%, 81.5% and 90.9
%, 70.7%, 70.7% at one, three and five years of follow up, respectively.
Conclusions: No statistically significant differences in terms of
patient and graft survival were found between the two groups. A high
percentage of grafts with initial positive serology for HCV, have no real
viral replication. Grafts from HCV positive donors can be considered as
a safe and effective source of liver donation.

Antonino M. Grande and Paolo Aseni (2016) Multiorgan Procurement for Transplantation - A Guide to Surgical Technigue and Management
Guideline for Hepatitis C and Solid Organ Transplantation (2018) The British Transplantation Society




Bénh 1y truyén nhiém

Can nhic chi dinh hién gan Chong chi dinh hién gan
HbsAg (-) & HbcADb (+) hién gan cho ngudi nhan:
—HbsAg (+)
—HbsAg (-) & HbcADb (+)
—HDbsAg (-) & AntiHbs (-) IgM anti-Hbc (+)
HBV-DNA (+)

HbsAg (+) hién gan cho ngudi nhén:
—HDbsAg (+) & HDV-IgM, 1gG(-)
—HbsAg (-) (ghép cap ctru)

Anti-HCV (+)

Genotype 2 hoic 3, < 45-50 tudi HCV-RNA (+)

19G CMV / EBV (+/-), IgM CMV / EBV () IgM CMV / EBV (+)
ELISAHIV () ELISAHIV (+)

Antonino M. Grande and Paolo Aseni (2016) Multiorgan Procurement for Transplantation - A Guide to Surgical Technigue and Management
Guideline for Hepatitis B and Solid Organ Transplantation (2018) The British Transplantation Society
Guideline for Hepatitis C and Solid Organ Transplantation (2018) The British Transplantation Society




Bénh 1y ung thu

Can nhic chi dinh hién gan Chong chi dinh hién gan
Nguy co thap:
- Ung thu than sau khi d& phau thuat cat bo 2 than. Nguy co cao:
- Ung thu tir cung va co tir cung. - Ung thu va (= Tlc).
- Ung thu tinh hoan. - Ung thu than c6 xam lan.
- Ung thu tuyén giap. - Ung thu bang quang.

- Sarcoma.

Nguy co trung binh: - Ungthu di" .
- Ung thu hach. - Ung thu h¢ than kinh trung vong.
- Ung thu tién liét tuyén.
- Ung thu dai trang (< T2).
- Ung thu va (£ T1b).

Antonino M. Grande and Paolo Aseni (2016) Multiorgan Procurement for Transplantation -
A Guide to Surgical Technigque and Management



Chirc nang gan

m Chong chi dinh: Bilirubin toan phan > 3 mg/dl, AST va ALT ting > 3 lan.
m Hoi ching Gilbert Lereboullet:

Tang Bilirubin gidn tiép.

Dot bién gen UGTIAI => giam ly gidi Bilirubin GT => 1 dong Bilirubin mdu.

Di truyén gia dinh, nam >> nir.

Yéu t6 khoi phat: nhiém tring, cang thang, thiéu nwée, nhin doi, thé duc qud mirc, chu ky
kinh nguyét.

Nong d¢ Bilirubin toan phan trong mau thirong < 3 mg/dl.

Can kiém tra lai Bilirubin sau khi loai bo yéu té khéi phat, loai triv cdc bénh 1y gan va
duong mdt.

Antonino M. Grande and Paolo Aseni (2016) Multiorgan Procurement for Transplantation -
A Guide to Surgical Technique and Management

Savio John (2020) Gilbert Syndrome - SUNY Upstate Medical University



Gia1 phau tinh mach cua
m Type 4: chong chi dinh cat gan phai.

Kumble S. Madhusudhan (2018) Clinical Imaging
Mai Huyén (2019) Hinh anh hoc ghép gan - BV BHYD TPHCM




Két qua phau thut

15 TH nguoi hién gan con song




Két qua phau thut

Piic diém So lwong (n=15)
Do tudi 35 + 6.8 (19-46)
Nhom mau Bat tuong hop 1 phan (21.4%) Tuong hop (78.6%)
HLA Tuong hop (100%)
BMI 22.16 + 3 (19.02 — 28.57)

Thoai hoa m& Khong THM (71.5%) < 5% (21.4%) 5-10% (7.1%)
V gan bao ton 36.12 + 1.2% (30.23 - 46.74)

Chirc nang gan Child A 5 diém (100%) ICG-15 < 5% (100%))
Thoi gian phau thuat (phut) 238.10 + 35.3

Thoi gian nam vién (ngay) 7.38+0.34 (6 —11)

Bién chimng RO mat (1 TH) dap tng diéu tri ndi khoa va ERCP




Cac yeu t0 lien quan dén thai ghep
(OF: T yéu to

ciia nguoi hién gan Cé Khéng

P{ tuoi

< 30 tudi 1 (6.6%) 3 (20%)

> 30 tudi 2 (13.4%) 9 (60%)
Nhom mau ABO

Tuong hop 2 (13.4%) 10 (66.6%)

Bat tuwong hop 1 phan 1 (6.6%) 2 (13.4%)
Thoai hoa mé manh ghép

Khong thoai hoa md 3 (30%) 8 (53.3%)

C6 thoai hoa mo 0 4 (26.7%)
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