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Adiposity and cancer at major anatomical sites: umbrella review

of the literature

Maria Kyrgiou,' likka Kalliala,' Georgios Markozannes,” Marc | Gunter,* Evangelos Paraskevaidis,’
Hani Gabra,'? Pierre Martin-Hirsch,” Konstantinos K Tsilidis*#

ABSTRACT

OBJECTIVE

To evaluate the strength and validity of the evidence
for the association between adiposity and risk of
developing or dying from cancer.

DESIGN

Umbrella review of systematic reviews and meta-
analyses.

DATA SOURCES

PubMed, Embase, Cochrane Database of Systematic
Reviews, and manual screening of retrieved
references.

ELIGIBILITY CRITERIA

Systematic reviews or meta-analyses of cbservational
studies that evaluated the association between
indices of adiposity and risk of developing or dying
from cancer.

DATA SYNTHESIS

Primary analysis focused on cohort studies exploring
associations for continuous measures of adiposity.
The evidence was graded into strong, highly
suggestive, suggestive, or weak after applying criteria
that included the statistical significance of the random
effects summary estimate and of the largest study ina
meta-analysis, the number of cancer cases,
heterogeneity between studies, 95% prediction
intervals, small study effects, excess significance bias,
and sensitivity analysis with credibility ceilings.

RESULTS

204 meta-analyses investigated assoclations between
seven indices of adiposity and developing or dying
from 36 primary cancers and their subtypes. Of the 95
meta-analyses that included cohort studies and used a
continuous scale to measure adiposity, only 12 (13%)
assaciations for nine cancers were supported by
strong evidence. An increase in body mass index was

associated with a higher risk of developing
oesophageal adenocarcinoma; colon and rectal cancer
in men; biliary tract system and pancreatic cancer;
endometrial cancer in premenopausal women; kidney
cancer; and multiple myeloma. Weight gain and waist
1o hip circumference ratio were associated with higher
risks of postmenopausal breast cancer in women who
have never used hormone replacement therapy and
endometrial cancer, respectively. The increase in the
risk of developing cancer for every 5 kg/m” increase in
body mass Index ranged from 9% (relative risk 1.09,
95% confidence interval 1.06 to 1.13) for rectal cancer
among men 10 56% (1.56, 1.34 t0 1.81) for biliary tract
system cancer. The risk of postmenopausal breast
cancer among women who have never used HRT
increased by 11% for each 5 kg of weight gain in
adultheod (1.11, 1.09 to 1.13), and the risk of
endometrial cancer increased by 21% for each 0.1
increase in waist to hip ratio (1.21,1.13 to 1.29). Five
additional associations were supported by strong
evidence when categorical measures of adiposity were
included: weight gain with colorectal cancer; body
mass index with gallbladder, gastric cardia, and
ovarian cancer; and multiple myeloma mortality.

CONCLUSIONS

Although the association of adiposity with cancer risk
has been extensively studied, associations for only

11 cancers (oesophageal adenocarcinoma, multiple
myeloma, and cancers of the gastric cardia, colon,
rectum, biliary tract system, pancreas, breast,
endomeltrium, ovary, and kidney) were supported by
strong evidence. Other associations could be genuine,
but substantial uncertainty remains. Obesity is
becoming one of the biggest problems in public
health; evidence on the strength of the associated
risks may allow finer selection of those at higher risk of
cancer, who could be targeted for personalised
prevention strategies.
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Table 1| Summary of evidence grading for meta-analyses associating continuous measures of obesity and risk of cancer—cohort studies only. Risk
refers to cancer incidence unless otherwise stated
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Effects of Bariatric Surgery on Mortality in Swedish Obese Subjects

Lars Sjostrdm, M.D., Ph.D., Kristina Narbro, Ph.D., C. David Sjéstrom, M.D_, Ph.D., Kristjan Karason, M.D,, Ph.D.,
Bo Larsson, M.D,, Ph.D., Hans Wedel, Ph.D., Ted Lystig, Ph.D., Marianne Sullivan, Ph.D., Claude Bouchard, Fh.D.,
Bjorn Carisson, M.D., Ph.D., Calle Bengtsson, M.D., Ph.D., Sven Dahigren, M_D., Ph.D., Anders Gummesson, M.D.,
Peter Jacobsen, M.D., Ph.D., Jan Karlssen, Ph.D., Anna-Karin Lindroos, Ph.D., Hans Lénroth, M.D., Ph.D.,
Ingmar Naslund, M.D., Ph.D,, Torsten Olbers, M.D., Ph.D,, Xaj Stenléf, M.D., Ph.D., Jarl Torgerson, M.D_, Ph.D,,

Goran Agren, M.D., and Lena M.S. Carlsson, M.D,, Ph.D., for the Swedish Obese Subjects Study

ABSTRACT

BACKGROUND

Obesity is associated with increased mortality. Weight loss improves cardiovascular
risk factors, but no prospective interventional studies have reported whether weight
loss decreases overall mortality. In fact, many observational studies suggest that
weight reduction is associated with increased mortality.

METHODS

The prospective, controlled Swedish Obese Subjects study involved 4047 obese sub-
jects. Of these subjects, 2010 underwent baniatric surgery (surgery group) and 2037
received conventional treatment (matched control group). We report on overall
mortality during an average of 10.9 years of follow-up. At the time of the analysis
(November 1, 2005), vital status was known for all but three subjects (follow-up
rate, 99.9%).

RESULTS
The average weight change in control subjects was less than +2% during the period
of up to 15 years during which weights were recorded. Maximum weight losses in the
surgical subgroups were observed after 1 to 2 years: gastric bypass, 32%; vertical-
banded gastroplasty, 25%; and banding, 20%. After 10 years, the weight losses
from bascline were stabilized at 25%, 16%, and 14%, respectively. There were 129
deaths in the control group and 101 deaths in the surgery group. The unadjusted
overall hazard ratio was 0.76 in the surgery group (P=0.04), as compared with the
control group, and the hazard ratio adjusted for sex, age, and risk factors was 071
(P=0.01). The most common causes of death were myocardial infarction (control
group, 25 subjects; surgery group, 13 subjects) and cancer (control group, 47; sur-
gery group, 29).

CONCLUSIONS
Bariatric surgery for severe obesity is associated with long-term weight loss and
decreased overall mortality.

From the instatutes of Medicine (LS., KN,
KK, TL MS BC AG,Pj K. KS,
LM.S.C), Anesthesiology (C.D.S., B.L),
Surgery (HL, T.0), and Primary Health
Care (C Senptsson), Sahigrencha Acade.
my, Cothenburg University, Gothenburg;
Nordic School of Public Health, Gothen.
burg (HW.); 8&negatan 108, Uppsala
{S.D); Department of Surgery, University
Hospital, Orebro (LN, G.A); and Depart.
ment of Medicine, Nosthern Alvsborg
Hospital Trollhattan {).1) — all in Sweder;
Pennington Blomedical Research Center,
Loulsana State University System, Baton
Rouge (L.S. €. Souchard); and Medical
Research Council Human Nutrition Re.
search, Elsie Widdowson Laboratory,
Cambridge University, Cambridge, Unated
Kingdom (A-K.L) Address reprint re.
quests to Or. L S;6strém 3t the Swedish
Obese Subyects Secretariat, Vita striket 15,
Sahlgrenska U y Hospital, S-413 45
Gothenburg, Sweden, or at lars sjostromgh
medfak guse

N Engl | Med 2007,357-741.52.
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Effects of bariatric surgery on cancer incidence in obese > W “»
patients in Sweden (Swedish Obese Subjects Study):
a prospective, controlled intervention trial

Lars Sjostrom, Anders Gummesson, C David Sjostrom, Kristina Narbro, Markku Peltonen, Hans Wedel, Calle Bengtsson, Claude Bouchard,
Bjorn Carlsson, Sven Dahlgren, Peter Jacobson, Kristjan Karason, Jan Karlsson, Bo Larsson, Anna-Karin Lindroos, Hans Lénroth, Ingmar Naslund,
Torsten Olbers, Kaj Stenldf, Jarl Torgerson, Lena M S Carlsson, for the Swedish Obese Subjects Study

Summary
Background Obesity is a risk factor for cancer. Intentional weight loss in the obese might protect against malignancy, tancet Oncol 2009; 10: 653-62
but evidence is limited. To our knowledge, the Swedish Obese Subjects (SOS) study is the first intervention trial in the  pubiished Online

obese population to provide prospective, controlled cancer-incidence data. June 24,2009
DOI1:10.1016/51470-

2045(09)70159-7

See Reflection and Reaction
page 640

Methods The SOS study started in 1987 and involved 2010 obese patients (body-mass index [BMI] 234 kg/m?2 in men,
and =38 kg/m? in women) who underwent bariatric surgery and 2037 contemporaneously matched obese controls,
who received conventional treatment. While the main endpoint of SOS was overall mortality, the main outcome of _ s
nstitutes of Medicine
this exploratory report was cancer incidence until Dec 31, 2005. Cancer follow-up rate was 99-9% and the median  (profy sjostrom M,
follow-up time was 10-9 years (range 0-18-1 years). AGummesson MD,
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ORIGINAL ARTICLE

Long-Term Mortality after Gastric
Bypass Surgery

Ted D. Adams, Ph.D,, M.P.H_, Richard E. Gress, M.A., Sherman C. Smith, M.D.,
R. Chad Halverson, M.D., Steven C. Simper, M.D., Wayne D. Rosamond, Ph.D.,
Michael J. LaMonte, Ph.D., M.P.H., Antoinette M. Stroup, Ph.D.,
and Steven C. Hunt, Ph.D.

BACKGROUND RESULTS
Although gastric bypass surgery accounts for 80% of bariatric surgery in the United During a mean follow-up of 7.1 years, adjusted long-term mortality from any cause

States, only limited long-term data are available on mortality among patients who in the surgery group decreased by 40%, as compared with that in the control group
have undergone this procedure as compared with severely obese persons from a (37.6 vs. 57.1 deaths per 10,000 person-years, P<0.001); cause-specific mortality in
general population. the surgery group decreased by
person-years, P=0.006), b
P=0.005), and

METHODS

In this retrospective cohort study, we determined the long-term mortality (from

1984 to 2002) among 9949 patients who had undergone gastric bypass surgery and

9628 severely obese persons who applied for driver's licenses. From these subjects,

7925 surgical patients and 7925 severely obese control subjects were matched for

age, sex, and body-mass index. We determined the rates of death from any cause and cownciLusions

from specific causes with the use of the National Death Index. Long-term total mortality after gastric bypass surgery was significantly reduced, par-
ticularly deaths from diabetes, heart disease, and cancer. However, the rate of death
from causes other than disease was higher in the surgery group than in the control

group.

9_; Chicago Institute of % Chicago Institute of
D Advanced Surgery Advanced Bariatrics
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EPIDEMIOLOGY

Cancer Incidence and Mortality After Gastric
Bypass Surgery

Ted D. Adams'?, Antoinette M. Stroup?, Richard E. Gress', Kenneth F. Adams*, Eugenia E. Calle’,
Sherman C. Smith®, R. Chad Halverson®, Steven C. Simper®, Paul N. Hopkins' and Steven C. Hunt'

Despite weight loss recommendations to prevent cancer, cancer outcome studies after intentional weight loss are
limited. Recently, reduced cancer mortality following bariatric surgery has been reported. This study tested whether
reduced cancer mortality following gastric bypass was due to decreased incidence. Cancer incidence and mortality
data through 2007 from the Utah Cancer Registry (UCR) were compared between 6,596 Utah patients who had gastric
bypass (1984-2002) and 9,442 severely obese persons who had applied for Utah Driver’s Licenses (1984-2002). Study
outcomes included incidence, case-fatality, and mortality for cancer by site and stage at diagnosis of all gastric
bypass patients, compared to nonoperated severely obese controls. Follow-up was over a 24-year period (mean

12.5 years). Total cancer incidence was significantly lower in the surgical group compared to controls (hazard ratio
(HR) = 0.76; confidence interval (Cl) 95%, 0.65-0.89; P = 0.0006). Lower incidence in surgery patients vs. controls was
primarily due to decreased incidence of cancer diagnosed at regional or distant stages. Cancer mortality was 46%
lower in the surgery group compared to controls (HR = 0.54; Cl 95%, 0.37-0.78; P = 0.001). Although the apparent
protective effect of surgery on risk of developing cancer was limited to cancers likely known to be obesity related,
the inverse association for mortality was seen for all cancers. Significant reduction in total cancer mortality in gastric
bypass patients compared with severely obese controls was associated with decreased incidence, primarily among
subjects with advanced cancers. These findings suggest gastric bypass results in lower cancer risk, presumably

related to weight loss, supporting recommendations for reducing weight to lower cancer risk. i o
g‘i Chicago Institute of - R A #\ Chicago Institute of
~t

Advanced Surgery Obestty (2009) 17, 796-802. doi 38 /oby.



Table 2 Cancer incidence® and hazard ratios in the study groups (1884-2002) for common cancer sites, cancers by sex, obesity-
related cancers, and nonobesity-related cancers

Surgery N = 6,596 Control N = 9,442
Number Rates/1,000 Numbes Rates/1,000 Hazard ratio®
Cancer site® of cases person years of cases person years (85% CI) Pvalue

Table 5 Hazard ratios for mortality according to cancer groups

Deaths Hazard ratios for cancer deaths®
Surgery group N = 6,596 Control group N = 9,442 Surgery vs. control groups
Cancer site N (rates/1,000 person years) N (rates/1,000 person years) Hazard ratio (95% Cl) P value*

All cancers: males only 10(0.12) 24 (0.21) 0.70(0.34-1.48)

g\ Chicago Institute of % Chicago Institute of
‘b Advanced Surgery Advanced Bariatrics



@y

Chicago Institute of
Advanced Surgery

JAMA | Original Investigation
Association of Bariatric Surgery With Cancer Risk
and Mortality in Adults With Obesity

All Aminian, MD; Rickesha Wilson, MD; Abbas Al-Kurd, MD; Chao Tu, MS; Alex Milinowvich, BA; Matthew Kroh, MD;
Raul J. Rosenthal, MD; Stacy A. Brethauer, MD; Philip R. Schauer, MD; Michae! W. Kattan, PhD;
Justin C. Brown, PhD; Nathan A. Berger, MD; Jame Abrzham, MD; Steven E. Nissen, MD

IMPORTANCE Obesity increases the incidence and mortality from some types of cancer, but it
remains uncertain whether intentional weight loss can decrease this risk.

OBJECTIVE To investigate whether bariatric surgery is associated with lower cancer risk and
mortality in patients with obesity.

DESIGN, SETTING, AND PARTICIPANTS In the SPLENDID (Surgical Procedures and Long-term
Effectiveness in Neoplastic Disease Incidence and Death) matched cobort study, adult
patients with a body mass index of 35 or greater who underwent bariatric surgery ata US
health system between 2004 and 2017 were included. Patients who underwent bariatric
surgery were matched 1:5 to patients who did not undergo surgery for their cbesity, resulting
in a total of 30 318 patients. Follow-up ended in February 2021

EXPOSURES Bariatric surgery (n = 5053), including Roux-en-Y gastric bypass and sleeve
gastrectomy, vs nonsurgical care (n = 25 265).
MAIN OUTCOMES AND MEASURES Muiltivariable Cox regression analysis estimated time to

incident obesity-associated cancer (a composite of 13 cancer types as the primary end point) % Chicago Institute of
and cancer-related mortality. Advanced Bariatrics
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Figure 1. Identification of Eligible Patients and Development of Cohorts in the SPLENDID Study

675240 Patients with 21 occurrence of BMI 235 in electronic health
record who were identified during an initial screening at the
Cleveland Clinic Health System between 2004 and 2017

| }

8789 Had procedure code for bariatric
surgery listed in electronic
health record

666451 Did not have procedure code
for bariatric surgery listed in
electronic health record
(nonsurgical control)

3736 Excluded (did not meet enrollment criteria)®
1636 <12 mo of follow-up before surgery
1135 Had a diagnosis of cancer or precancer
462 Had procedure other than Roux-en-Y
gastric bypass or sleeve gastrectomy
334 Did not meet BMI criteria
305 Had peptic ulcer disease

199 History of excessive alcohol use or had
an alcohol-related disorder

70 Undergoing dialysis

51 Had a history of organ transplant

36 Had ascites

28 No age information

23 Had a left ventricular ejection
fraction <20%

21 Had an emergency department admission
<5 d before surgery

4 Had a positive test result for HIV

538332 Excluded (did not meet enrollment criteria)?

241356 Did not meet BMI criteria or missing
BMI value on the selected index date
239350 No follow-up after the selected
index date
106844 <12 mo of follow-up before the
selected index date
87233 No age information at the
selected index date
56810 Had a diagnosis of cancer
or precancer
7654 History of excessive alcohol use or
had an alcohol-related disorder
6214 Had peptic ulcer disease
2737 Had a history of organ transplant
2129 Undergoing dialysis
1980 Had ascites
1416 Had an emergency department
admission <5 d before the selected
index date
1255 Had a left ventricular ejection
fraction <20%
86 Had a positive test result for HIV
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5053 Eligible cases before matching

128119 Eligible cases before matching

A

102854 Not matched during 1:5 matching process

v

5053 Underwent bariatric surgery
and included in analysis

25265 Did not undergo surgery, matched
1:5 during matching process, and
included in analysis
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CONCLUSIONS AND RELEVANCE Among adults with obesity, bariatnc surgery compared with
no surgery was assodated with a significantly lower incidence of obesity-associated cancer
and cancer-related mortality.
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Impact of Obesity on Oncological Surgery
and Survival

* Obesity increases perioperative morbidity after oncological resections

* Long term outcome is not affected the same
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Impact of obesity on surgical and oncologic outcomes in ovarian cancer @mm

Amanika Kumar ¢, Jamie N. Bakkum-Gamez %, Amy L. Weaver °, Michaela E. McGree °, William A. Cliby **

* Department of Obstetrics and Gynecology, Division of Gynecalogic Surgery, Mayo Clinic, Rochester, MN, United States
" Division of Biomedicol Statistics and Informatics, Mayo Clinic, Rochester, MN, United States

Conclusions. BMI >40.0 kg/m? is an independent predictor of severe 30-day postoperative morbidity and
90-day mortality after PDS for EOC—information useful in preoperative counseling. BMI does not appear

to impact long-term oncologic outcomes including residual disease at PDS, although we had limited
power at the extremes of BML BMI may be an important factor to consider in risk-adjustment models and
reimbursement strategies.
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Objectives. The aim of this study is to determine the impact of obesity on surgical and oncologic outcomes
after primary debulking surgery (PDS) in advanced epithelial ovarian cancer (EOC).

Metheds. Women with stage HIC/IV EOC who underwent PDS with curative intent between 1/2/2003 and
12/30/2011 were included. Patient characteristics, intraoperative and postoperative outcomes, recurrence and
status were abstracted. Complications were graded according to the 4-point Accordion classification. For analy-
ses, patients were divided into three groups according to body mass index (BMI): group 1—BMI <25.0 kg/m?
group 2—BMI 25.0-39.9 kg/m?; and group 3—BMI =40.0 kg/m?.

Results. Of the 620 patients included in the study, 36.6%, 56.9%, and 6.5% were in weight groups 1, 2, and 3,

respectively.
Weight group 3 was an independent predictor of severe complications after adjusting for confounders (adjusted
odds ratio (95% C1): 2.93 (1.38, 6.20) for group 3 vs. group 2). Weight group was not associated with differences
in residual disease (p = 0.80). The 90-day mortality rates were 11.9% 6.7%, and 15.7%, respectively, in weight
group 1,2, and 3 (p = 0.049 unadjusted, p = 0.01 adjusted). There was no difference in OS (p = 0.52) or PFS
(p = 023) between weight groups.

Conclusions. BMI =40.0 kg/m* is an independent predictor of severe 30-day postoperative morbidity and
90-day mortality after PDS for EOC—information useful in preoperative counseling. BMI does not appear
to impact long-term oncologic outcomes including residual disease at PDS, although we had limired
power at the extremes of BML BMI may be an important factor to consider in risk-adjustment models and
reimbursement strategies.

© 2014 Elsevier Inc. All rights reserved.
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Influence of morbid obesity on surgical outcomes in robotic
assisted gnecologic surgery

A. Eddib’, N. Jain®, M. Aalto’, A. Danakas', M. Erk’, C. Michalik’, D.
Marchetti®, V. Krovi', P. Singhal®. 'University at Buffalo, Buffalo, NY,
ZUniversity of Rochester, Department of Neurosciences, Rochester, NY,
Kaleida Health, Millard Fillmore Suburban Hospital, Williamsville, NY,
YUniversity at Buffalo, Gynecologic Oncology Associates of Western
New York, Buffalo, NY.

Objective: To estimate the impact of body mass index (BMI) on
surgical outcomes in patients undergoing robotic assisted gynecolo-
gic surgery (RAGS).

Methods: A prospective cohort data analysis of a consecutive series of
patients on a Gynecologic Oncology service. BV* ————+ = '="—7 -~~~

82.6 ml (P=0.65), Hb drop was 1.6 and 1.3 (P=0.13), and mean
length of stay was 147 and 140days (0.61), respectively. No
statistically significant difference was noted between the 2 groups
and EBL, Hb drop, LOS, or complications. The only statistically
significant difference was seen in procedure time, which was
attributed to a difference in fascial closing times, and not actual
console time. There were no peri-operative mortalities. Morbidity
occurred in 11 patients (5%). In the morbidly obese group there were
3 complications (4%): one aspiration, one re-exploration for bowel
obstruction and one conversion for adhesions. In the BMI less than 35
group there were 8 complications (5%): one vag cuff dehiscence, one
cystotomy, one ureteral injury, 2 vaginal cuff abscesses, 2 blood

tonsmnfiininma mrmd Anmn mranirAavcinn Fac adlhAaciAans

abstracted from the medical charts of all pat Conclusions: Morbid obesity does not appear to be associated with |

hysterectomy. Data on estimated blood loss (|
time, length of hospital stay, and complication

an increased risk of morbidity in patients undergoing RAGS. It is

Results: Two hundred and nine patients wr associated with increased procedure time, but appears to be mainly
tions. Types of procedures were Hystere« qa g Jonger closing times. The robot offered an ideal approach

adnexal excision, and hysterectomies wi

Sixty-seven patients who were classified : allowing minimally invasive surgery in these technically challenging
>35) were compared with 142 patients wh patients with no significant increase in morbidity.

35. For patients with a BMI 35, the mean BN
(P<0.05), mean age was 48.7 and 49.8 yeai

operative time was 231 and 266 minutes (P- d0i:10.1016/}.ygyno.2011.12.298

and 135 minutes (P=0.1), closing time (frorm unevesmgurporese-

fascia closure) was 31 and 45 minutes(P<0.05). EBL was 75.8 and

g_( Chicago Institute of
J Advanced Surgery

#‘ Chicago Institute of



Ann Surg Oncol (2009) 16:2565-2569 Annals of

DOL 10.1245/510434-009-0573-7 SURGICAL ONCOLOGY

SITTCIAL JOURNAL OF THE SOCIETY OF SURGH ALONCILOGY

The 1.0
for

— Non-obese

e
md': 0.2

L PR T T T T e :
',ign'” 0 10 20 30 40 50 60 70 80 90 100 110 120 130 )-

T
define Months asa
analyz has
per

SS

Surviv

ive ¢ FIG. 1 Overall survival of the obese and nonobese patients with
P<( pancreatic adenocarcinoma e

These data suggest an equivalent bio-
' logic effect of obesi pancreatic cancer survi Chicago Institute of
g_g) Chicago Institute of : t of 'ly on atic tval. % cago Institute o

Advanced Surgery Advanced Bariatrics



Ann Surg Oncol (2013) 20:780-787 Annals of

FIG. 2 Overall survival by a b
DOI 10.1245/510434-012-2653-3 S;l ' I z ( d l ( )l ( X ; disease stage. a Stage L b Stage Proportion BMI <25 kelm! P rti BMI < 25 k'
Gl ONC ¥, IL ¢ Stage 1L d Stage IV SucrivtiR BMI= 25 kghm'  vurviving | AV = 35 kg
OFFICTAL JOLRNAL OF THE 3OCTETY OF SSFUIGH AL ONCOOLOGY l’u e Ii) e ~

P=n.162 P=0174

0%

Impact of Obesity on Perioperative Complications and Long-term os
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Conclusions. Increased BMI is a predictor of increased | .}
postoperative complications, including anastomotic leak,
but it i1s not a predictor of survival in gastric cancer.
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Body composition is associated with operative and oncologic
outcomes in the management of retroperitoneal and trunk soft tissue &=

sarcoma

Ellen A. Boyle, Jessie A. Elliott’, Tom V. McIntyre, Melissa E. Barnes, Noel E. Donlon,
Muhammad Umair, Amy E. Gillis, Paul F. Ridgway

Accepted 3 August 2021
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Surgical oncology
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Body compeosition
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Methods: Consecutive patients undergoing treatment with curative intent from 2009 to 2019 were
studied. Subcutaneous fat area and visceral fat areas, intramuscular adipose, lean body mass and fat mass
were determined at diagnosis by CT at L3. Univariable and multivariable linear, logistic and Cox pro-
portional hazards regression were performed.
Results: 95 patients (43.2% retroperitoneal, 48.4% trunk, 46.3% multivisceral resection) were studied.
Visceral obesity was evident in 47.4%. Postoperative morbidity occurred in 25.9%, with preoperative
radiotherapy (OR10.53 [95% Cl 1.08-102.39], P = 0.042) and fat mass (OR1.41 [112-1.79], P = 0.004)
independently predictive on multivariable analysis, while intramuscular adipose independently pre-
dicted inpatient LOS (P < 0.001), wound infection (P = 0.024, OR1.20 [1.02-1.40]) and major post-
operative morbidity (P = 0.027, OR1.15 [1.02-1.31]). Increasing fat mass, subcutaneous fat area and
intramuscular adipose were associated with greater tumor size (all P < 0.01), while intramuscular adi-
pose predicted disease progression during neoadjuvant therapy (P = 0.024), and independently pre-
dicted disease specific survival (DSS) (P = 0.005, HR1.11 [1.03~1.20]) and overall survival (0S) on
multivariable analysis (P < 0.001, HR1.19 [ 1L08~-1.31]).
Conclusion: Visceral obesity is common in retroperitoneal and trunk sarcoma, and measures of adiposity
are associated with adverse operative, but not oncologic outcomes. Myosteatosis is independently
associated with postoperative morbidity and adverse oncologic outcomes. Body composition may
represent a marker of risk among patients with retroperitoneal and trunk sarcoma.

@ 2021 Elsevier Inc. All rights reserved.
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Conclusion: Increascd visceral adiposity was a4 signmificant predictor ol discase-froc survival
in patients with resectable colorectal cancer. The prognostc sigmbciunce of visceral adiposity

should further be determined 1n a larger set of patients,

CT Scan ol llac Crest Level Visceral Fat Area

- Subcutaneocus Fat Area
|S>';4;l

IR'I'U(_)N‘, LA-LS Lovel) (VFA)

Results: The overweight group showed a borderline decrease in cumulative disease-free
survival compared to the normal-weight group (P = 0.064). Patients with high VFA/SFA
ratio (more than 50 percentiles) had significantly lower cumulative discase-free survival rate
compared to patients with low VFA/SFA ratio (P = 0.008). BMI and wvisceral adiposity
showed no influence on overall survival of patients.

Conclusion: Increased visceral 1d|pos|l\ was a significant predictor of disease-free survival

in patients with resectable colorectal cancer. The prognostic significance of visceral adiposity
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Chl(:ago Institute of .sho’uld [grthgr bL determined in a larger set of patients. _ Chicago Institute of
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Conclusion:

* Obesity increases the risks of many cancers
e Obesity increases perioperative risks of oncological surgery
e Obesity may negatively impact survival after oncological surgery
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Conclusion:

* Obesity increases the risks of many cancers
e Obesity increases perioperative risks of oncological surgery
e Obesity may negatively impact survival after oncological surgery

* Weight loss decreases incidence of obesity related cancers
* This effect is mostly in women
* Weight loss must be significant to reach protective effect (>20% TBWL)
* The impact seems to be dose dependent

* Weight loss decreases mortality from some cancers
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Conclusion:

* Obesity increases the risks of many cancers
* Obesity increases perioperative risks of oncological surgery
* Obesity may negatively impact survival after oncological surgery

* Weight loss decreases incidence of obesity related cancers
* This effect is mostly in women
* Weight loss must be significant to reach protective effect (>20% TBWL)
* The impact seems to be dose dependent

* Weight loss decreases mortality from some cancers

 Bariatric Surgery should be considered for prevention of selected
cancers in selected patients' group
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