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Incidence a mortalita

Estimated New Cases

Males Females
Prostate 164,690 19% : 266,120 30%
Lung & bronchus 121,680 14% \ Lung & bronchus 112,350 13%
Colon & rectum 75,610 9% y Colon & rectum 64,640 7%
Urinary bladder 62,380 7% Uterine corpus 63,230 7%
Melanoma of the skin 55,150 6% | Thyroid 40,900 5%
Kidney & renal pelvis 42,680 5% | | Melanoma of the skin 36,120 4%
Non-Hodgkin lymphoma 41,730 5% | | Non-Hodgkin lymphoma 32,950 4%
Oral cavity & pharynx 37,160 4% Pancreas 26,240 3%
Leukemia 35,030 4% [ Leukemia 25,270 3%
Liver & intrahepatic bile duct 30,610 4% | Kidney & renal pelvis 22,660 3%
All Sites 856,370 100% . All Sites 878,980 100%

Estimated Deaths

Males Females
Lung & bronchus 83,550 26% . Lung & bronchus

Prostate 29,430 9% ' Breast 40,920

Colon & rectum 27,390 8% Colon & rectum 23,240

Pancreas 23,020 7% ) Pancreas 21,310

Liver & intrahepatic bile duct 20,540 6% | Ovary 14,070
Leukemia 14,270 4% / " / Uterine corpus 11,350

Esophagus 12,850 4% - | Leukemia 10,100

Urinary bladder 12,520 4% | Liver & intrahepatic bile duct 9,660
Non-Hodgkin lymphoma 11,510 4% ‘ Non-Hodgkin lymphoma 8,400
Kidney & renal pelvis 10,010 3% | Brain & other nervous system 7,340

All Sites 323,630 100% . All Sites 286,010

FIGURE 1. Ten Leading Cancer Types for the Estimated New Cancer Cases and Deaths by Sex, United States, 2018.
Estimates are rounded to the nearest 10 and cases exclude basal cell and squamous cell skin cancers and in situ carcinoma except urinary bladder. Ranking
is based on modeled projections and may differ from the most recent observed data.

Siegal RL et al, Cancer statistics, 2018. CA Cancer J Clin 68:7-30



Malignita a Tx

. recidiva anamnesticky pritomné malignity po TX -
duraz na predTx vysetreni

. de novo vznlkla souwslosts|munosupre5|vn|
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Mortalita po TX
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Awan AA et al., Am J Nephrol 2018, 48, 472-481



Malignita a TX

. riziko malignity po Tx je 3-6x vySSi ve srovnhani s
beznou populaci

N o

. U nadoru ledvin je riziko 7-10x vysSi

. transplantovany s anamnézou malignity ma vyssi
~ rniziko umrti na malignitu po Tx (de novo, rekurence




Kontroverze

. riziko malignity stoupa v Case | u nemocnych na dialyze

N / 4 A4 n

- ne vzdy je riziko po Tx vyssSi a realne vyznamnegjsi

Table 1. RR of cancer among first-time recipients of deceased or living do-
nor kidney transplantation [compared with cancer while on the waiting

L \ : Mortality
list in 1995-2001 (n = 35 765)]; adapted from Kasiske et al. [25]

Malignancy

BENEFIT

Type of cancer RR (95% CI) P-value

\D

0.0005
<0.0001 Additional Reduced
0.0428 Risk Risk
0.0471
<0.0001
0.0028
0.0022
0.1936
<0.0001
0.4834
ToANF . 00355
Kidney 1.39 (1.10-1.76) 0.0058
JerViX .20 10.40-3.30, 0.02 30
Central nervous system 1.27 (0.78-2.06) 0.3304
Any non-skin 1.17 (1.07-1.28) 0.0004
Any genitourinary in women 1.16 (0.86-1.56 0.3425

Kaposi sarcoma
Non-Hodgkin’s lymphoma
Oesophagus

Hodgkin’s lymphoma

Skin

Melanoma

Mouth

Vulvovaginal

Any haematopoietic

—_ RN NN NN W

Dialysis Transplant Dialysis Transplan

Breast in men A ?
: Patient Patient Patient Patient

Bladder

Any genitourinary in men

Tumours with relative risk <1 include breast in women, uterus, ovary, prostate, testis,

endocrinologic, stomach, hepatobiliary, pancreas, small intestine, colon, myeloma, bone

and larynx. CI, confidence interval.

1.12 (0.73-1.70)
U L U

1.02 (0.86-1.21)

0.6098
' 4
0.8592

Baseline
Risk

General Population

RISK

= Baseline
General Population Risk

Watschinger et al, NDT 2019, 34, 1292-1300



Kontroverze

. vzdy je nutné posuzovat riziko ne srovhnanim s
béznou populaci, ale s populaci dialyzovanych

. doba stravena na dlalyze je vyznamny r|2|kow

~ Taktor pro mortalitu 1 morb 0 po




No. at Risk

Other Known Cause; Early
Other Known Cause; Late
REM-ESRD; Early
RM-ESRD; Late

Surviving

144,344
84,139
205

303

Kontroverze

— Other Known Cause-Early
= = Other Known Cause-Late
—— RM-ESRD; Early Transplant
- = RM-ESRD; Late Transplant

13.667
1.256

1)

-l

[ &

Nguyen KA et al, NDT 2017, 32, 1767 - 1773




Nadory ledvin - nazvoslovi

Histopatologie

v soucasnosti platna WHO klasifikace z bfezna 2004, zahrnuje ohromné spektrum jednotek

dle ¢etnosti:
* 90% renalni karcinomy
- 80 % svétlobunécény (konvenéni) renalni karcinom
- 5-10% papilarni renalni karcinom
- 2-5% chromofobni renalni karcinom
- sarkomatoidni varianta — 5 % v§ech RK - neni zvlastni typ, vychazi z nékterého ze zakladnich typd
* 5% onkocytom
* 2% angiomyolipom
* zbytek vzacné nadory

Poznamka: papilarni RK - typické jsou rozsahlé nekrézy — mlze dojit k ruptufe nadoru, pfi sonografii, CT a angiografii mize imitovat patologicky zménénou
cystu.

Hora M, Urologie pro praxi 2005



Nadory ledvin - klasifikace

Staging (TNM klasifikace, 6. revize z roku 2002)
T kategorie — primarni nador

T1
T1a
Tib

T2

T3
T3a
T3b
T3c

T4

nador omezeny na ledvinu £ 7 cm
<4cm
>4cma<7cm

nador omezeny na ledvinu > 7 cm

nador se §ifi do velkych céy, infiltruje nadledvinu nebo perirenalni tukovou tkan, nepfesahuje Gerotovu fascii

Sifeni do nadledviny nebo perirenalni tukové tkaneé, nepfesahuje Gerotovu fascii
vyrazné Sifeni nadoru do renalnich Zil nebo vena cava inferior pod branici

vyrazné Sifeni nadoru do vena cava inferior nad branici

Sireni nadoru za Gerotovu fascii

N kategorie — regionalni uzliny

NX
NO
N1

N2

regionalni mizni uzliny nelze hodnotit
bez metastaz
metastaza v jedné lymfatické uzliné

metastazy ve vice regionalnich lymfatickych uzlindch

M kategorie — vzdalené metastazy

MX
MO
M1

pfitomnost vzdalenych metastaz nelze posoudit
zadné vzdalené metastazy

pfitomnost vzdalenych metastaz

Hora M, Urologie pro praxi 2005




Doporuceni RCC- vychodisko

. Cincinnati Tumour Transplant Registry - vyskyt rekurence
malignity v zavislosti na Casovém intervalu od “vylécCeni” kK Tx

. RCC incidentalni

. rekurence 1/72 (do 5 let), po 5. roce bez rekurence




Doporuceni - 2013

Table 2. Guidelines for the minimum time interval between diagnosis and treatment of a cancer and

the transplantation

Symbol Recommendation
0 years

Minimum 2 years

Renal cell carcinoma Small or discovered incidentally

Symptomatic
Large or invasive :] .

Bladder cancer [n situ or noninvasive papilloma

No recommendation (or insufficient evidence)
[nvasive EEEE)] [E]

Breast cancer Stage 0-2 (including early stage) RN @)
Stage 3—4 (advanced/invasive) OD.DD.

Colorectal cancer DukeAorBL BB SO
H BN EE

2-5 years
Minimum 5 years

Contraindicated

@)
0]
(@&
O
)
@7Z e Yk

Duke C

pbkep | @ | O

Patients with a history of colorectal cancer D..D..

Uterine cancer Cancer of the uterine body -.

Cervical cancer in situ @@@

Invasive cervical cancer -n@-nn

rostate cancer OO0 [ ] |

deElEs

MeTanoma s OO @

vasie . |9 000®

Nonmelanoma skin cancers Basal cell carcinoma .....

_ Squamous cell carcinoma .....

lekemia | 0000000000000 @B ]|

longeancer | @] @] ] |
Lymphoma 0000000 ®

Multiple myeloma

Chapman JR et al, Cold Spring Harb Perspect Med 2013



Doporuceni RCC - 2018

Table 1 Waiting time for renal transplantation recommended by current guidelines for patients with previous RCC

Guideline [Ref. #] Small (£4 c¢m) or inciden- Symptomatic RCC Large or invasive
tally discovered RCC

American Society of Transplantation (AST) [9] No delay 2 years Contraindicated

Core curriculum in nephrology. Evaluation of adult kidney trans- | No delay > 2 years 2 years
plant candidates (2007) [10]

Caring for Australasians with Renal Impairment (CARI) [8] No delay 5 years Contraindicated
European Best Practice Guidelines (EBPG) NDT (2000) [11] < 2 years 2 years ?
European Association of Urology (EAU) (2009)[12] No delay No indications No indications

H]

Canadian Society of Transplantation (2005) [13] No delay 2-5 years 5 years

“TNM staging and histological examination are recommended

RCC Renal cell carcinoma

Frasca GM et al, Journal of Nephrology 2018



Skorovaci system RCC -
Wellole)Viledg

= T T — .
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_F__}o
score 0-2

low risk

score = 6
high risk

metastasis-free survival (%)

Fig.2 A suggested algorithm : :

for approaching patients with Leibovich score

ESRD and a previous renal [

cancer as possible candidates

for renal transplantation ESRD,

end-stage renal disease <2 3-5 >6

Fig. 1 Metastasis-free survival probability after renal carcinoma Listing possible Evaluation of individual Transplant
resection according to the Leibovich risk model score. Patients can without delay patient by Oncologist contraindicated

be stratified into three prognostic groups: low, intermediate and high
risk. Modified from Ref. [34]

Chromophobe G4 grade
carcinomas G1 grade medullary

carcinoma
all others Sarcomatoid

papillary renal dedifferentiation
cell carcinoma Bellini’s duct

carcinoma

Frasca GM et al, Journal of Nephrology 2018



Karcinom mocoveho mechyre

. IN SItu
- nizkeé riziko rekurence, bez cekani
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Karcinom prostaty

. lokalizovany (Gleason skore < 6) - bez cekani
. Invazivni

-« rekurence po Tx 18%, mortalita pfi vyskytu




Modifikace Imunosuprese

- anamneza malignity pfed Tx = IS Ié€ba se sirolimem
. predpoklady:

. hemocni s obecné nizkym imunologickym rizikem

. absence rejekce v casnem obdobi




Screening po TX

- USG kontroly 1x roCne - vlastni ledviny + step

. nativni MR pri cystickem postizeni (ESKD) -
vylouceni podezrelych solidnich zmen




Zavery

- Incidence malignit po Tx ledviny se pri
prodluzujicim se prezivani nemocnych nesnizuje

. riziko rekurence se zda byt dle novych dat nizsi

. nutneé srovnavat s rizikem malignity v PDL




Zavery
. dusledna dispenzarizce stran recidivy po Tx

. zvazit modifikaci iImunosuprese (sirolimus)

. chirurgicka/urologicka lécba
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