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Introduction

The majority of liver transplants are done for chronic liver disease
with decompensation in the form of jaundice, ascites, coagulopathy,
encephalopathy, or a combination of these. A tiny percentage of liver
transplants are done urgently for acute liver failure. Patients with a MELD
score >15 and decompensated cirrhosis symptoms that severely lower quality
of life are indications for liver transplantation (LT). Hepatocellular carcinoma,
variceal haemorrhage, hepatorenal syndrome, spontaneous bacterial
peritonitis, refractory ascites, porto-pulmonary syndrome, or hepatopulmonary
syndrome are particular characteristics that are also linked to considerable
mortality. With no available alternatives, such as dialysis for kidney disease
or ventricular assist devices for heart failure, LT is a life-saving intervention for
these patients [1].

Description

In Western nations, non-alcoholic fatty liver disease (NAFLD) is the most
frequent cause of chronic liver disease and is expected to overtake liver cancer
as the most common reason for liver transplantation by 2030. The metabolic
syndrome's liver manifestation, NAFLD, runs the risk of developing into non-
alcoholic steatohepatitis (NASH), which is characterised by liver fibrosis and
liver inflammation. It has long been recognised that metabolic syndrome and,
by extension, insulin resistance are significant pathophysiological factors in the
emergence of NASH. The 2017 systematic analysis for the global burden of
iliness, which examined the causes of cirrhosis and variations in its occurrence
over the previous 27 years, best captures this. Despite decreases in mortality
for all other cirrhosis etiologies, the study found a consistent mortality rate for
NASH cirrhosis. NAFLD is increasing while Hepatitis C is falling as a reason for
LT, according to data from the Scientific Registry of Transplant recipients, and
the average age of transplant applicants is also rising. A trend toward obesity,
insulin resistance, hypertension, dyslipidemia, and type-2 diabetes is part of
this transition, giving NAFLD the reputation of being the liver's expression of
the metabolic syndrome [2].

In a major cross-sectional investigation, patients were diagnosed with
metabolic syndrome at a rate of 5.4% before transplantation and 59.1% after.
The prevalence of metabolic syndrome among LT recipients is more than
twice as high as the age-adjusted prevalence of 23.7% found in the Western
population. Furthermore, it is increasingly clear that the methods for identifying
and treating the modifiable risk factors that contribute to higher CV mortality
are insufficient. There was a significant mismatch in how LT patients and
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their healthcare providers perceived who was in charge of providing patient
care with regard to modifiable cardiovascular and metabolic risk variables,
according to a 2021. Most informal caregivers and LT recipients anticipated
they would obtain treatment for these issues from their transplant providers
or other experts, in contrast to the close to 70% of healthcare professionals
who felt it was the patient's PCP's obligation (cardiologist, endocrinologist,
nephrologist, surgeon). This study also showed that LT patients' exposure to
the burden of CV causes of morbidity and mortality was underreported. Only
a third of the patients' providers felt confident managing their patients' CVD
risk factors, only 50% of the patients' providers felt that their patients' CVD
risk factors were well controlled, and only 13% of the patients' providers felt
that discussing CVD risk factors with post-LT patients was comfortable. This
highlights a care gap with significant potential for intervention to reduce rates
of CVD mortality in LT recipients [3-5].

An altered metabolic profile is a result of the higher prevalence of obesity,
hypertension, dyslipidemia, and diabetes among LT recipients. A higher
incidence of CVD, recurrent NASH, and recurrent Hepatitis C, as well as its
associated consequences, have all been linked to the development of metabolic
syndrome after transplant. Because long-term morbidity and mortality may
be affected by the development of metabolic syndrome after transplant, it is
crucial to closely follow these patients for the onset of the condition [5].

Conclusion

In the pre- and post-LT population, rigorous monitoring for HTN, diabetes,
and hyperlipidemia is crucial to prevent CV problems and the development of
metabolic syndrome. The significance of reducing modifiable risk factors and
the necessity of maintaining interdisciplinary continuity should be emphasized
by transplant surgeons. To decrease the long-term, extra-hepatic causes
of post-LT mortality, there must be higher levels of provider, patient, and
caregiver education about these risk factors in addition to medical screening
and management of modifiable risk variables. To avoid crucial data and
best practises slipping through the gaps, a mechanism for multidisciplinary
collaboration is essential.
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