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5. Vai tro cua BCAA



SDD TREN BN XO GAN

SDD: Bién chirng clia XG

Protein calorie malnutrition
(PCM): 50-100% XG mat bu, it
nhat 20% XG con bl va 100%
BN ghép gan

SDD thwdng kém thiéu nhiéu
vi chat

Table 1 Main micronutrient deficits in chronic liver disease
and its etiologic contributing factors.

Micronutrient Etiology

Thiamine - Decreased intake

- Decreased absorption

- Reduction of the hepatic reserves

- Alcohol intake prevents the

metabolization in its active substrate
Vitamin B12 - Decreased intake

- Decreased absorption

- Reduction of the hepatic reserves
Folic acid - Decreased intake

- Decreased absorption

- Reduction of the hepatic reserves

Retinol - Decreased absorption

- Impaired hepatic mobilization
Vitamin K - Decreased absorption

- Reduction of the hepatic reserves
Yitamin D - Decreased intake

- Decreased absorption
- Reduction of the exposure to UV light
- Impaired liver hydroxylation in its
active metabolite

Zync - Decreased intake
- Diets with restriction of animal origin
protein
- Decreased absorption
= Treatment with diuretics

Selenium - Decreased intake
- Decreased absorption
Magnesium ~ Decreased intake

GE Port J Gastroenterol. 2015;22(6):268-276



Nguyén nhan SDD

Chén an, buén nén,
BNG, DD, bang, an
kiéng, giam muoi

d In adequate intake

|

Impaired digestion R PYI -
P & Thiéu mudi mat,

C tang sinh VK, thay

d6i NPR, TAC- tbn
thwong va tang tinh
thAm niém mac rudt

Altered metabolism

Impaired absorption

il

Mat protein toan bod
BCAA/AAA giam
Thiéu mudi mat, CH carbohydrate bat thwong,
tang sinh VK, thay khang Insulin, giam tan sinh
d6i NBPR, TAC- tén glucose va giam dw tri
thwong va tang tinh glycogen-> oxid hoa lipid nhiéu
thdm niém mac rudt ‘ hon dé tao nang lwvong




Hau qua cua SDD
Tang bién chirng gidn TMTQ, bénh n&o gan, HC
gan than,
Suy chirc nang gan va giam kha nang tai tao
Tang nguy co phau thuét va tlr vong

SDD la yéu t6 dw doan doc lap tir vong & BN bénh
gan man

GE Port J Gastroenterol. 2015;22(6):268-276



Malnutrition is predictive of survival in patients with liver cirrhosis.
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Midarm muscle circumferences below the 5th (group 1), 10th (group 2), and 75th (group 3)
percentiles and above the 75th percentile (group 4). P <.001 at 6, 12, and 24 months between
patients with severe and moderate malnutrition (groups 1 and 2, respectively) and those with normal
and overnourished nutrition (groups 3 and 4, respectively)

Alberino et al.Gastroenterology 2008 134, 1729-1740DOI: (10.1053/j.gastro.2008.02.001)
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Does protein energy malnutrition
affect the outcome in Tunisian cirrhotic
patients?

Rym Ennaifer, Myriam Cheikh, Haifa Romdhane, Safa Sabbagh, Houda Ben Nejma, Wassila
Bougassas, Najet Bel Hadj

104 BN xo gan

Phan tich da bién: SDD (dry BMI<18.5 kg/m2) 1a yéu td
doc 1ap dw doan bién chirng (p<0.001; RR 3.2) dac biét
bénh n&o gan (p=0.001; RR 2.66).

Phan tich don bién, ty 1& sdng con toan bd gidm & BN
SDD (BMI va SGA: p=0.03 va p=0.0014)

La tunisie Medicale - 2016 ; Vol 94 ( n°02 ) : 172-176



Figure 2: Survival curves in patients with different nutritional status accordingto dry BMI.
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This difference is statistically significant using dry BMI (15 vs 10 months,
p=0.03) and SGA (17.7 vs 11.8 months, p=0.014).
'SAG: Subijective global nutritional assessment
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Goals of nutritional assessment

* |dentify nutritional risk that influences
morbidity and mortality and which may be A
modifiable with targeted nutritional therapy. «

* Determine the macronutrient (energy,
protein, water) and micronutrient
(electrolytes, minerals, vitamins, trace
elements) state of a given individual.

* Body composition and muscle function
analysis add supplemental information.




Cac phwong phap danh gia

® SGA: Subjective global nutritional assessment
® Anthropometry
® Royal Free Hospital-Global Assessment (RFH-GA)

Simple bedside methods such as the SGA or
anthropometry are considered adequate to
identify patients at risk (C).

EPSPEN Guideline. Clinical Nutrition (2006) 25, 285-294







ANTHROPOMETRIC MEASUREMENTS
( For Adults )

+ Weight (in Kg) + Hip Circumference (in cm)
+ Height (in cm) + Fat fold thickness (in mm)
» Triceps
= Mid Upper Arm Circumference SBiccpsm
(MUAC) (in cm) s
* Sub-scapular

+ Waist Circumference (in cm)

Triceps skin fold thickness (TSFT): using skin fold caliber
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Does this patient have acute alcoholic hepatitis or are they being tube fed?
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Step 2
Does the patient have fluid overioad?
i.e. peripheral cedema/ascites
ll‘o(Seot'O) Yu(ScQu‘l)
7 N
| Does the fluid overicad
BMI kg/m® Score | interfere with the patient's
| ability to eat? Score
>20 (>30 cbese) =0 ' No =0
185-20 =1 im =1
;U <185 =2 | Yes =2 ]
Unplanned weight loss in past | Has the patient's dietary intake
I 3-6 months  reduced by % or more over the
Score | last 5 days?
1 <$% =0 Score
5-10% =1 %'h =0
( , >10% =2 ' Yes =2
If the patient is acutely ill and patient weight
there has been or there Is }rp';s-on::s Oe::t
~~ likely to be no nutritional intake | No =
N for >5 days | Difficult to assess as patient
| taking diuretics =1
O Score 2 Yes =2
= 1 A
N 3
N Add the scores together to caiculate
the overall risk of mainutrition
mmmm ) )
Score 0 Score 1 Score 2-7
Low risk Moderate risk High risk
* Routine dinical care * Routine dinical care « Discuss referal with dietitian
* Repeat screaning * Monitor food charts * Monitor food charts
weekly » Encourage eating and offer « Encourage eating and offer p
snacks snacks s
» Repeat screening weeidy * Repeatscreeningweekly

Fig. 2. RFH-NPT schema for determining nutritional risk in patients with cimhosis.®” Nutritional risk is assessed on the summate scores alio-
cated to the assessed variables. Management guidelines are provided based on the assessed nutritional risk.
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Summary of statements: Liver cirrhosis (LC)

Subject Recommendations Grade®
General Use simple bedside methods such as the Subjective C
Global Assessment (SGA) or anthropometry to
identify patients at risk of undernutrition.
Use phase angle or body cell mass measured by B
bioelectric impedance analysis (BIA) to quantitate
undernutrition, despite some limitations in patients
with ascites.
Recommended energy intake: 35-40 kcal/kgBW/d C
(147-168 kJ/kgBW/d)
Recommended protein intake: 1.2-1.5g/kgBW/d C
Application Use supplemental enteral nutrition when patients A

cannot meet their caloric requirements through oral
food despite adequate individualised nutritional

advise.

Clinical Nutrition (2006) 25, 285-294
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Type of formula

Outcome

If patients are not able to maintain adequate oral
intake from normal food, use

e Oral nutritional supplements or

e Tube feeding (even in the presence of
oesophageal varices)

PEG placement is associated with a higher risk of
complications and is not recommended.

Whole protein formulae are generally
recommended.

Consider using more concentrated high-energy
formulae in patients with ascites.

Use BCAA-enriched formulae in patients with
hepatic encephalopathy arising during enteral
nutrition.

The use of oral BCAA supplementation can improve
clinical outcome in advanced cirrhosis.

Enteral nutrition improves nutritional status and
liver function, reduces complications and prolongs
survival in cirrhotics and is therefore recommended.



DD dwong rudt (EN) nén khéi dau cang sém cang tét & BN
khéng thé dung nap protein toi thiéu 1g/kg

Puwdng miéng la chon lwa dau tién cta EN

Nudi &n bang 6ng la chon lya th 2 cia EN

DD bang dwdng truyén (PN) chon Iwa khi BN khéng thé DD
bang dwé&ng miéng hay dwdng rudt

PN dwoc & BNG nang (lll/IV), khéng cé phan xa ho, giam kha
nang nudt hay EN cung cap DD khong du, ngay cé trong
trwo'ng hop BNG mire dd nhe (budn ngti hay RLCN tam than
van dong)

PN nén xem xét khi chirc ndng dwérng TH gidm, tac ruét,
dwdng thd khéng dwoc bao vé, khdng dung nap EN hay phai
nhin doi kéo dai trén 72 gio



Meta-analysis: oral or enteral nutritional supplementation in

cirrhosis

M. Ney*, B. Vandermeer®, S. J. V. van Zanten*, M. M. Ma*, L. Gramlich* & P. Tandon*

SUMMARY

Background
Malnutrition is a common and clinically significant problem in patients
with cirrhosis. The impact of nutritional therapy remains unclear.

Aim

To provide an up-to-date systematic review and meta-analysis of RCTs of
oral or enteral nutritional supplementation (ONS or ENS) on nutritional
and clinical outcomes in adult patients with cirrhosis.

Methods

The primary outcome measure was survival. Included: full-text English lan-
guage RCTs investigating ONS or ENS vs. a standard nonsupplemented
diet in patients with cirrhosis. Excluded: parenteral or branched chain
amino acids intervention; treatment duration <7 days, exclusive evaluation
of posttransplant, postsurgical or quality of life outcomes.

Results

Six trials (4 ONS/2 ENS) and 470 patients were included with 71% males
and median age 53 years. When all studies were combined, there was no
reduction in mortality [Relative risk (RR): 0.75 (0.42, 1.32), P = 0.31]. Sub-
group analysis of 3 of the 4 ONS studies did demonstrate a mortality reduc-
tion [RR: 0.40 (0.18, 0.90), P = 0.03]. Of the 2 ENS studies, one included
the sickest patients in the meta-analysis (82% Child Pugh C) and the other
had the shortest mean intervention duration (8.6 days), possibly impacting
the potential for benefit. Study quality was suboptimal (median Jadad = 2).

Conclusions

Although there is insufficient evidence to definitively state that oro-enteral
nutritional supplementation impacts clinical outcomes, on the basis of this
analysis, one can be cautiously optimistic that there is the potential for ben-
efit without an increase in adverse events. Adequately powered, Child Pugh
stratified studies of at least 1 month in duration are needed to clarify the
impact on relevant clinical outcomes.

Aliment Pharmacol Ther 2013; 37: 672-679




Meal schedule

Nén chia 5-6 bira an nhd dé tranh qua tai protein va budén nén/ ndn/ kho
tieu

S6 bira an c6 thé quan trong hon khdi lwong thirc an do e ché sw
thodi bién cla protein va kich thich sw tdng hop clia protein sau an

Bira &n nhe thém budi téi gillp can bang nitrogen, tdng khoi lwong co
> cai thién chat lwong cudc séng, gidm tan suat va mic dd BNG va
tang kha nang sbng con

> Giam tg nhin doi qua dém, tranh qué 6-8 gi®» dé giam toc dd di hoa

Marco Silva etal, GE Port J Gastroenterol. 2015;22(6):268-276



Nocturnal Nutritional Supplementation Improves Total
Body Protein Status of Patients with Liver Cirrhosis: a
Randomized 12-Month Trial

Lindsay D. Plank,' Edward J. Gane,? Szelin Peng,' Carl Muthu,? Sachin Mathur,! Lyn Gillanders,? Kerry Mcllroy,>
Anthony J. Donaghy,* and John L. McCall?
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Fig. 3. Total body protein (TBP) changes from baseline (mean =+
SEM) at 3, 6, and 12 months of daytime (open bars) or nighttime (solid
bars) nutritional supplementation in patients with cirrhosis. *P < 0.003
versus zero change. 1P = 0.02 for comparison of groups.

Conclusion: Provision of a nighttime feed to patients with cirrhosis results in body protein accretion equivalent to about 2
kg of lean tissue sustained over 12 months. This improved nutritional status may have important implications for the

clinical course of these patients HEPATOLOGY. Vol. 48 No. 2. 2008



Thanh phan bira an

Khuyén cédo BN an dam thwc vat nhiéu hon dam ddng vat
Pam thwc vat co arginine cao hon, methionine va
tryptophanan thap hon .

Protein thwe vat dwoc dung nap tot hon, cé nhiéu chat xo
(prebiotics), thanh phan BCAA cao va AAA thap

Protein thwc vat co thé 30-40g (ISHEN)

Nghién ctru cho thay CD an chay tang cAc test tiéu chuan,
cdi thién can bang nitrogen va EEG, gidm néng do
ammonia mau @ BN XG*.

* Amodio P et al, Dig Liver Dis. 2001 Aug-Sep;33(6):492-500.



POOr tolerance
. Arematiciamine acids:
(AAA)

Blood
Meat/sausage

Fish/egg
Milk/dairy products
Vegetable protein

» Branched-chain amino acids

(BCAA)
Good tolerance




dﬁng .Thanh phan Protein va 8 acid amin cti:
mét sé thirc an khac

Thuc phdm | Trirng Thi nac Pau
sa VIt phdng

Protein 15% 39% 165% 34% 27.5% 17.5% 18.4%

Acid amin (3/1003 thirc an)

Lys 1.07 0.11 0.32 1.44 197 0.99 1.12 1.56 0.29
Met 0.61 0.04 0.09 0.4 0.68 0.36 0.47 1.56 0.11
Try 0.22 0.03 0.05 0.23 0.48 0.3 0.23 0.18 0.08
Phe 0.94 0.09 0.48 0.69 18 1.68 0.61 0.83 0.39
Thr 0.73 0.07 0.19 0.74 16 0.77 0.75 0.75 0.27
Val 1.08 0.13 0.24 0.91 1.43 1.29 0.91 0.94 0.47
Leu 1.36 0.15 0.46 1.19 2.24 1.76 1.26 1.56 0.62
Iso 1.18 0.11 0.25 0.94 1.67 0.88 1.1 0.98 0.38
Arg 0.95 0.06 017 1.01 241 272 0.93 1.73 055

His 0.31 0.39 0.1 0.51 0.78 0.58 0.42 0.4 0.11
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Do da s6 NC tap trung & nhém BN XG khéng dung nap
protein cO0 BNG - BCAA co6 vuot tréi so voi standard whole
protein formula ?

C6 2 RCT gébm 174 BN va 646 BN udong BCAA nhw ONS
cho thay lam cham tién trién suy gan va kéo dai thoi gian
song con (Ib) [1], [2]

Néu cho vao bubi tdi, BCAA dwoc dung dé tdng hop protein
trong khi cho vao ban ngay dwoc dung dé tao nang lwong

1. Marchesini G, Bianchi G, Merli M, The Italian BCAA Study Group, et al. Gastroenterology 2003;124:1792—-801.
2. Muto Y, Sato S, Watanabe A, for the LOTUS group, et al.. Clin Gastro- enterol Hepatol2005;3:705-13.



Thire &n nén co6 calori cao (it nhat 50 g carbohydrates)
va giau BCAA (leucine, isoleucine va valine)

Carbohydrates la thanh phan chinh trong ché d6 &n, nén
chiém 50-60%, lipid 10-20% (wu tién chat béo khéng bao
hoa) va proteins 20-30%

Han ché Sodium & BN bang/phu (2g hay 88 mmol/ngay)

Han ché dich khi gidm Natri ndng (Na* <120 mEg/mL)
khéng chi dinh trén BN XG con bu

Clinical Nutrition (2006) 25, 285-294



Cung cap Vi chat
Cung cap Thiamine cé thé xem xét cho tat ca BN, dac
biét BN co bénh gan ruou
BN cO & mat nén cung cap cac vitamin tan trong m&
Vitamin K chi xem xét khi BN ¢6 nguy co XH cao
Cung cap k&m va Magie co thé gian tiép tdng cdm giac
thém an, cai thién rdi loan vi giac
C6 thé cung cap calcium (1-1.2 g/ngay) va vitamin D
(400-800 Ul/ngay) dac biét & BN (* mat va thiéu xwong

Tahira, J Nutr Food Sci 2015, 5:S11



Deficiencies

Hair Alopecia Severe undernutrition, zinc deficiency
Brittle Biotin, severe undemutrition
Coalor change Severe undernutrition
bryness VVltamlns Eand A
VEarsy pluckability Severe undernutrition
Skin Acneiform lesions Vitamin A
‘ Follicular keratosis Vitamin A
Xerosls {dry skin) Vitamin A
Perioral and perianal bullous dermatitis (wet, flaming red plaques} Zinc
Ecchymosis Vitamin C or K
' mitédemal petechiae Vitamin C or K
Erythema (especially where exposed to sunlight) Niacin
Hyperpigmentation Niacin
Séborrﬁeic dermatitis (nose, eyebrows, eyes) Vitamin B2, Vitamin B&, Niacin
Scrotal dermatitis Niacin, Vitamin B2, Vitamin B6
Eyes Anqular palpebritis Vitamin B2
Corneal ré;lésculadzatlon Vitamin B2
Bitot's spots Vitamin A
Conjunctival xerosis, keratomalacia Vitamin A
Mouth VAngi;lar stomatitis Vitamin B2, Vitamin B6, Vitamin B12
Atrophic papillae Niacin
Bleedihg gums ' VIiamln Cc
Cheilosis Vitamin B2, Vitamin B6
Glossitis Niacin, Folate, Vitamin B1 (thiamine), Vitamin B2, Vitamin B6&, Vitamin B12
Magenta tongue Vitamin B2
Extremities Genu valgum or varum, metaphyseal widening Vitamin D

Loss of deep tendan reflexes of the lower extremities

Vitamins B1 and B12
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The Nutritional Management of Hepatic
Encephalopathy in Patients With Cirrhosis:
International Society for Hepatic Encephalopathy
and Nitrogen Metabolism Consensus

Table 3. Summary Statements and Recommendations
Regarding Energy and Protein Provision in Patients With
Cirrhosis and HE

Energy and Protein Requirements
Optimal daily energy intake should be 35-40 kcal/kg ideal body weight. 1A
Optimal daily protein intake should be 1.2-1.5 g/kg ideal body weight. 1A

Small meals evenly distributed throughout the day and a late-night 1A
snack of complex carbohydrate will minimize protein utilization.

Encourage ingestion of a diet rich in vegetable and dairy protein. 2B

BCAA supplementation might allow recommended nitrogen intakes 2B

to be attained/maintained in patients who are intolerant of
dietary protein.

HEPATOLOGY, Vol. 58, No. 1, 2013



Efficacy of Nutritional Therapy for Patients With Cirrhosis and
Minimal Hepatic Encephalopathy in a Randomized Trial

Table 2. Effects of Nutritional Therapy at the End of the Study  Table 4. Effect of Intervention on SIP Score at the End of the

Period Study Period
Nutritional  No nutritional Nutritional No nutritional
therapy, therapy, therapy, therapy,

Parameter mean +SD mean +£S8SD P value mean + SD mean + SD P value
ACTP 041 +091 062 +1.25 <.001  AgR 8.37 + 6.87 1.94 + 8.85 <.001
AMELD -0.67 + 2.02 1.12 +2.10 <001 AEB 9.16 + 7.68 3.81 + 894 <.001
AAmmonia Ievel, -6.53 + 7.31 1.55 + 10.25 <.001 ABCM 243 +3.07 1.35 +2.93 04

umol/L AHM 6.06 = 5.28 -0.01 = 6.10 <.001
circumference, cm AAB 408 = 5.44 1.85 + 5.27 .02
thickness, mm AW 5.36 = 7.94 3.87 + 11.37 23
ASerum albumin 1.3 +1.0 06 +1.1 .001 AE 242 + 4.46 0.41 + 4.95 02
level, g/L APsychosocial ~ 5.04 + 3.57 1.25 + 3.35 <.001
mass, kg ATotal SIP 587 = 2.79 1.25 = 3.81 <.001
ABody fat mass, kg 0.04 + 0.21 0.03 + 0.11 41
ACreatinine height 3.33 + 2.88 1.10 + 2.72 .001
index A, alertness; AB, ambulation; BCM, body care and movements; C, communi-
ATotal Iym/phocyte 3.02 +49.25 -4.08 + 49.91 23 cation; E, eating; EB, emotional behavior; HM, home management; M, mobility;
count, /emm

RP, recreation and pastime; Sl, social interaction; SR, sleep and rest; W, work.

BN XG v&i MHE chia ngau nhién 2 nhém, nhém liéu phap DD (30-35 kcal/kg/d, 1.0-1.5 g
protein TV/kg/d, n=60); va nhém khong liéu phap DD (BN tiép tuc an Cb thwdng ngay, n=60)
trong 6 thang. Két luan: Liéu phap DD c6 hiéu qua BT MHE va cai thién HRQOL

Sudhir Maharshi, et al. Clinical Gastroenterology and Hepatology 2016;14:454—-460
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Table 5. Nutritional Management of Patients With HE Based on Cumrent Evidence and Consensus Opinion

Patients With HE

Nutritional Status Adequately Nourished Moderately Malnourished/At Risk Severely Malnourished
Body weight Nomal/Overweight  Obese Obese Low/Overweight Obese Obese Low/Overweight Obese Obese

(estimated BMI") (20-30) (30-40) (>=40) (18-30) (30-40) (=40) (18-30) (30-40) (=40)
Daily energy, kcal/kg" 35-40 25-35  20-25 35-40 25-35¢  20-25¢ 35-40 25-35¢  20-25¢
Daily protein, g/kg' 1.2-15 1.0-15 1.0-15 1.2-15 1.2-1.5
Meal pattems Small frequent meals throughout the waking hours
Late-evening snack Encourage ingestion of 50 g of complex carbohydrate
Dietary nitrogen source Promote vegetable and Promote high protein intake per patient preference to encourage intake

dairy protein to level of tolerance

Daily fiber® Encourage ingestion of diets containing 25-45 g, especially in overweight patients
Decompensated cirrhosis Supplement as indicated
HE incompletely/poorly Consider use of probiotics and/or BCAA supplements

controlled

*Use estimated dry weight to calculate BMI in patients with fluid retention.

'Use ideal body weight for calculation of requirements.

*Achieved by reducing the carbohydrate and fat content of the diet and increasing dietary fiber.
SUseful to aid weight loss, but care needed not to induce diarthea in patients receiving lactulose.
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Table 4. Summary Statements and Recommendations
Regarding Fiber and Micronutrient Provision in Patients
With Cirrhosis and HE
Prebiotics
Ingestion of diets containing 25-45 g of fiber daily should 2B
be encouraged.
Micronutrients
A 2-week course of a multivitamin preparation could be justified 2A
in patients with decompensated cirrhosis or those at risk for
malnutrition. Clinically apparent vitamin deficiencies should
be treated specifically.
Hyponatremia should always be corrected slowly. 1A
Long-term treatment with manganese containing nutritional 2B

formulations should be avoided.




Han ché Protein & SDD-> tédng phéa huy co = phéng thich
amino acid - tang ammonia

Han ché protein tam th&i cling khdng cho thay co loi trong
su6t giai doan BNG

Phan I&n BN c6 BNG grade I/11 cé thé dung nap ché do an
thong thuong.

Trwong hop khong dung nap protein nang khong dap wng
véi diéu tri toi wu (kiém soat yéu tb thic day, lactulose,
rifaximin)=> han ché protein tam th&i (0.8 g/kg/d) trong thoi
gian ngan nhat cé thé (< 48 gi®)

Chadalavada R, et al. Nutr Clin Pract. 2010;25:257-64.
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Hién chwa cé nghién clru ngau nhién so sanh hiéu qua
cda dinh dwdng bang dwdng rudt véi dworng truyén &
BN c6 BNG

Dinh dwéng bang dwéng truyén nén xem xét & BN co
BNG grade lIl/IV

Mot s6 nghién ctru cho thay BNG grade 111/IV co loi khi
ché do dinh dwéng giau BCAASs va thap AAA
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Nguw&ng BCAA binh thuwdng trong huyét thanh-> thac
day tbng hop protein, gidm néng dd sadn pham nitrogen
va ngan su tao thanh chat dan truyén TK gia

Pong thuan I&n nhat vé st dung BCCA & BN BNG |4
khdng dap trng voi diéu tri chuan va trworng hop khéng
dung nap va&i protein

Chwa c6 nghién ctru nao cho thay BCAA c6 hai doi voi
BNG



VAI TRO BCAA




HEPATOLOGY FTAASLD

Branched-Chain Amino Acids as Pharmacological
Nutrients in Chronic Liver Disease

Takumi Kawaguchi,1 Namiki Tzumi,”> Michael R. Charlton,® and Michio Sata’

Tang tong hop albumin

Cai thién dé khang insulin

Giam nguy co HCC va HCC téai phat

Giam ty I& t& vong va mat bl cda gan trén Iam sang

Cai thién chat lwong cudc song

HEPATOLOGY, Vol. 54, No. 3, 2011
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Effects of Oral Branched-Chain Amino Acid Granules on
Event-Free Survival in Patients With Liver Cirrhosis
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Cai thién deé khang Insulin

BCAA ubng giam glucose mau [1], [2] va

dé khang Insulin & bénh gan man [3]

1. Korenaga K, Korenaga M, Uchida K, Yamasaki T, Sakaida |. Hepatol Res
2008;38:1087-1097.

2 Sakaida I, Tsuchiya M, Okamoto M, Okita K. Hepatol Res 2004;30S:67-72.
3. Kawaguchi T, Nagao Y, Matsuoka H, Ide T, Sata M. Int J Mol Med

2008;22:105-112.

Improvement of Insulin Resistance




Giam nguy cor HCC va HCC tai phat

H li i
yperinsulinemia ‘y & i
BCAA
Insulin $ m mlGF 1R

receptor

Raf

BCAAs c6 thé &rc ché sinh ung thw
gan mét phan nhochire nang MD va
giam stress oxy hoa cai thién stress

oxy hod (oxidative stress)



Oral branched-chain amino acid granules reduce the
Incidence of hepatocellular carcinoma and
Improve event-free survival in patients with liver cirrhosis

Hayaishi S, Chung H, Kudo M, et al

- 211 BN XG (152 Child-Pugh A khdng c6 tién cdn HCC): 56 udng BCAA
12 g/ngay = 6 thang va 155 khong uong BCAA .

- Két qua

Phan tich da bién cho thay bé sung BCAA lam gidm nguy co HCC (HR
0.416, 95% CI1 0.216-0.800, p = 0.0085). BCAA cling lam giam nhirng
bién ¢ lién quan bénh gan & BN XG Child-Pugh A nhwng khéng cé y
nghta (HR 0.585, 95% Cl 0.336-1.017, p = 0.0575).

- Két luan

B sung BCAA udng lam gidm nguy co HCC & BNXG va c6 thé ngan
ngtra cac nhirng bién cb lién quan bénh gan & BN XG Child-Pugh A

Dig Dis. 2011;29(3):326-32.



Long time oral supplementation with branched-chain amino
acids improves survival and decreases recurrences in
patients with hepatocellular carcinoma [in Japanese].
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Giam ty Ié tir vong va mat bl cta gan

Viéc diéu tri bang cach bo sung BCAA dwoc khuyén
céo trong hwéng dan diéu tri xo gan do Nhom Nghién
ctru Tiéu chuan Diéu tri Viém gan virus bao gom Xo
gan do BO Y té, Lao dong va Phuc Igi cia Nhat Ban
(Study Group for the Standardization of Treatment of
Viral Hepatitis Including Cirrhosis from the Ministry of
Health, Labour and Welfare of Japan)

Kumada H, Okanoue T, Onji M, Moriwaki H, Izumi N, Tanaka E,
et al. Guidelines for the treatment of chronic hepatitis and
cirrhosis due to hepatitis C virus infection for the fiscal year 2008

in Japan. Hepatol Res 2010;40:8-1



Effects of Oral Branched-Chain Amino Acid Granules on
Event-Free Survival in Patients With Liver Cirrhosis

Logrank tes: P=0,015

100§ e ’ U
Estimoted hnzard ratio @, 671 () ——
Yy L
& g; H\—-_‘—\‘““\\\M
L 5 80
_': Pl \\.._\_L‘ —_'_-'; Logrank tost P=0.015
: P -
: g
= 40 o
[N 2
£ 2 4
& — AL NI _..:.
0 e Dt (ANMOR) = — AN (N1
20 e Diwt (N=308)
0 - £
0 200 i Lo S04 1000 -
0
lays after the initiation of therupy 0 400 10 00 $00 1000
Figure 2. Kaplan-Meier estimates of event-free survival in the 2 study Days after the initiation ol thierapy

groups. Events for the primary end point were aggravation of hepatic

failure (ascites, peripheral edema, hepatic encephalopathy, and jaun- Figure 3. Kz?plan-Meler gstlmates of _the propprtuon of patients wit!'u-
dice), rupture of esophageal or gastric varices, development of liver out aggravation of hepatic failure (ascites, peripheral edema, hepatic
cancér and death due to any cause encephalopathy, and jaundice) in the 2 study groups.




Cai thién chat lwong cudc song

Céc chat bd sung giau BCAA cai thién tinh trang yéu va
dé bi mét mai hon so v&i thwe pham thdng thwdng [1]

Bb sung BCAA cai thién Thang do dd ngl ctia Epworth
(Epworth Sleepiness Scale score) [2]

Trong cac th&r nghi@m ngau nhién c6 quy mé Ién, viéc
bd sung BCAA cho thay cai thién dang ké Short Form-
36 scores vé sirc khoé tbng quat so v&i cac nhém doi
chirng [3]

1. Nakaya Y, Okita K, Suzuki K, Moriwaki H, Kato A, Miwa Y, et al. -Nutrition 2007;23:113-120.
2. Ichikawa T, Naota T, Miyaaki H, Miuma S, Isomoto H, Takeshima F, et al.. Hepatol Res 2010;40: 971-978.

3. Marchesini G, et al. Gastroenterology 2003;124:1792-1801



Systematic review: the treatment of muscle cramps in patients

with cirrhosis

Table 2 | Treatments for muscle cramps in cirrhasis

Non
Patient Study .ength completion Quality
Study Type of study Number  group comparison of study  Outcome rate Randomised  Baseline  Blinding  Score
Harushige Prospective 9 LC X 36 months  MC disappeared X X X X 1
¢t al. (2002) intervention in 4/9 and
BCAA 3 g/day Reduced
frequency
in3/9
Se albumin
increased in
all participants
Saco (2003) Prospective 8 LC with X Imonths  Reduced X X Y X 2
intervention MC frequency MC
BCAA nocte
Hidaka et al. Multicentre 37 Compensated VY 3months  Reduced frequency X Y Y Y I
(2012) RCT daytime IC of MC in noctural
vs. noctumal group

BCAA 12 g/day



Vop bé thwdng gap trén BN XG do nhiéu yéu to: thudc
loi tiéu, gidm thé tich tuan hoan, thiéu hut vitamin E va
taurine.

Mat can bang acid amin lam gidm san xuat taurine >
BCAA c6 thé (rc ché co that co théng qua viéc cai thién
sw mat can bang = phuc hoi san xuat taurine

KAWAGUCHI ET AL. HEPATOLOGY, Vol. 54, No. 3, 2011



KET LUAN

SDD la BC thwéng gap ciia XG > tang nguy co bién chirng
va ttr vong

Panh gia SDD don gidn nhat |a dry BMI, khuyén céo cua
ISHEN la RFH-GA (2012)

Lieu phap DD cho BN XG co hay khong co BNG twong tw
nhau - giam ty |Ié bién chirng va t&r vong

BCAA c6 vai trd tang tdng hop albumin, cai thién dé khang
iInsulin, glam nguy co HCC va HCC tai phat, giam ty [ te
vong va mat bu clia gan, cai thién chat lwong cudc song

Chi dinh chinh BCAA: BNG khong dap (rng véi diéu tri chuan
va khong dung nap voi protein






