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A Hepatectomy can comprise excision of peripheral tumors as well as major surgeries like trisegmentectomies or central resections.

Patients can be healthy, have localized liver disease or possess a cirrhotic liver with high operative risk. The preoperative evaluation

of the risk of postoperative liver failure is critical in determining the appropriate surgical procedure. The nature of liver disease, its

severity and the operation to be performed should be considered for correct preparation. Liver resection should be evaluated in

relation to residual parenchyma, especially in cirrhotic patients, subjects with portal hypertension and when large resections are

needed. The surgeon should assess the rationale for the use of hepatic volumetry. Child-Pugh, MELD and retention of indocyanine

green are measures for assessing liver function that can be used piror to hepatectomy. Extreme care should be taken regarding the

possibility of infectious complications with high morbidity and mortality in the postoperative period. Several centers are developing

liver surgery in the world, reducing the number of complications. The development of surgical technique, anesthesia, infectious

diseases, oncology, intensive care, possible resection in patients deemed inoperable in the past, will deliver improved results in the

future.
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INTRODUCTIONINTRODUCTIONINTRODUCTIONINTRODUCTIONINTRODUCTION

The operations on the liver have been developing since
the second half of the 20th century1. The description of

right hepatectomy in 1952 by Lortat-Jacob gave birth to
modern liver surgery2. With improvement in surgical
technique, anesthetic drugs and intensive care it became
possible to perform complex liver resections with very low
morbidity and mortality. Liver resections may comprise small
peripheral tumor enucleations or large operations, such as
trisegmentectomies or central resections. Patients vary
between healthy, with localized disease and severely
cirrhotic with great operative risk1.

Operations performed in patients with impaired
hepatic functional reserve may present with high rates of
morbidity and mortality. Garrison et al. showed in 1984
that 10% of patients with advanced liver disease would be
subjected to some kind of surgery other than transplantation
in the final two years of their lives1. Postoperative infection
and subsequent sepsis remains a common complication after
hepatectomy (4% to 20%), with significant impact on
postoperative mortality, reaching 40% of the death
causes3,4.

Assessing the preoperative risk of liver failure in
the postoperative period is critical for determining the
appropriate surgical procedure5. Inadequate hepatic

functional reserve in the remaining parenchyma leads to
failure of regeneration and progression to liver failure. No
single method is able to provide safe limits for the resection6.

Good selection of patients is the largest
contributor to improved survival after hepatectomies. Careful
identification of each patient’s overall risk factors, hepatic
functional reserve and the volume of the remaining
parenchyma is essential for prevention of post-hepatectomy
liver failure and improvement in morbidity and mortality7.

Evaluation of liver functionEvaluation of liver functionEvaluation of liver functionEvaluation of liver functionEvaluation of liver function
The classification of Chil-Turcotte-Pugh (CTP) is

the simplest form. Even small liver resections are not possible
in most patients CTP B and C. However, some studies
suggest that traditional methods for estimating the hepatic
functional reserve, such as the CTP score, are limited in
clinical practice8, 9.

As for patients with colorectal carcinoma, 50%
develop liver metastasis. Hepatic failure can occur when
the extent of tumor requires a large resection or when the
patient has undergone previous chemotherapy10,11. Portal
vein occlusion may be the best way to increase the hepatic
functional reserve by hypertrophy of the counter-lateral lobe.
Scintigraphy with 99 technetium labeled with a
sialoglycoprotein analogue (99m-Tc-GSA) is currently the
best way to document this compensatory hypertrophy12.
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However, surgeons need simple tests to evaluate liver
function.

Recently, imaging has been used to estimate the
volume of the liver remnant , such as computed tomography
(CT), ultrasonography (USG) and magnetic resonance
imaging (MRI). Data shown by these techniques
demonstrate that the hepatic functional reserve is related
to hepatic volume5. Through information from CT liver
cirrhosis can also be analyzed and classified into grades.
These grades are significantly correlated with prognosis.
Rong et al. (2007) combined this graduation with the liver
volume analysis to preoperatively predict the hepatic
functional reserve after hepatectomy5.

Vauthey et al. (2000)13 measured the volume of
the liver using helical CT and demonstrated serious
postoperative complications when the remnant liver has
less than 25% of the initial volume. Normally, the liver can
tolerate a trisegmentectomy with resection of the caudate
lobe, which results in a reduction of up to 80% of its volume.
Conversely, cirrhotic livers cannot tolerate even small hepatic
resections14.

The rational way to utilize hepatic volume is
to have the liver volume measured by the same surgeon.
Some authors perform this measurement with the use of
Adobe Photoshop® software on personal computers.
Unfortunately, image analyses softwares permeate more
the radiologists’ field, with little access to surgeons.
Surgical planning should be known by those who analyze
the images to predict the liver remaining volume.
Volumetric CT softwares are expensive and rarely
available15. A free program for image analysis called
“ImageJ” is available for surgeons. Studies to demonstrate
the accuracy of the “ImageJ” for analysis of liver volume
by CT in personal computers for patients undergoing
major hepatectomy for colorectal metastases were
successfully performed16.

Preoperative PreparationPreoperative PreparationPreoperative PreparationPreoperative PreparationPreoperative Preparation
To correct preoperative preparation, one should

take into consideration the nature of liver disease, as well
as its severity and type of operation to be carried out17.

The liver resection should be evaluated for residual
parenchyma, especially in cirrhotic patients with portal
hypertension. The absence of portal hypertension (hepatic
vein gradient less than 10 mmHg) and normal serum bilirubin
proved to be the best predictors of good postoperative
prognosis, with a 70% five-year survival in these patients.
On the other hand, changes in the hepatic vein pressure
gradient and elevation of bilirubin were associated with a
30% five-year survival after hepatectomy regardless of CTP
classification18.

After careful preoperative evaluation, CTP A
cirrhotics can be submitted to elective surgeries. However,
CTP B cirrhotics should not have liver resection or cardiac
surgery, but can undergo other procedures after optimization
of their clinical condition. As for CTP C cirrhotics it is not

recommended for them to be submitted to any type of
surgical procedure.

The MELD (Model for End Stage Liver Disease)
scale uses the values of bilirubin, creatinine and INR. It can
be used as a preoperative parameter. One advantage of it
is the fact that it is a continuous scale, which can be
performed repeatedly. When low, it indicates patients’
stability; one could then recommend surgical procedures
when the MELD score is below 10. When the MELD scale
is between 10 and 15, one should be cautious to perform
operations, which should be carried out in strictly necessary
cases. However, in patients with MELD scores above 15,
surgical procedures are contraindicated. The presence of
portal hypertension (esophageal varices, ascites,
splenomegaly with thrombocytopenia) should be
investigated as it is a predictor of worse prognosis than the
CTP criteria in patients undergoing hepatic resection19.

In a prospective work 55 patients with
hepatocellular carcinoma (HCC) were studied. Forty-six were
CPT A and nine B. Liver volumes were measured by CT
with contrast in two phases with 10 mm cuts. The
percentage of remnant liver was calculated. Liver cirrhosis
in the area without tumor was divided into four grades
according to CT: grade 0 - homogeneous density, without
distortion in shape, spleen moderate in size (index up to
300) and no signs of portal hypertension; grade 1 -
heterogeneous density, changes in liver shape with atrophy
(hepatic fissure up to 1.5 cm), especially segment 4, 300-
600 splenic index and two or three signs of portal
hypertension; grade 2 - regenerative nodules, liver atrophy
(liver fissure > 1.5 cm) and splenic index above 600 and
two to four signs of portal hypertension with moderate
ascites (less than 2 cm); grade 3 - greater number of
regenerative nodules, quite atrophic liver (fissure > 2 cm)
over four signs of portal hypertension, ascites (> 2 cm). The
greater the degree of cirrhosis evaluated by CT and the
smaller the percentage of remaining liver (PRL), the greater
the probability of death after hepatectomy. The error was
2.6% in the preoperatively calculation of PRL by CT and
the one postoperatively found5. Tu et al. (2007) designed a
method to analyze the distribution of survival in relation to
PRL and degree of cirrhosis by CT together and found an
oblique line that can be used as a predictor of survival based
on these two parameters. This line suggests that 40% of
PRL is safe in a grade 0 patient but not less than 90% of
PRL can be left in grade 3 cirrhotics. It is a noninvasive,
inexpensive and easily applicable method5.

Liver volumetryLiver volumetryLiver volumetryLiver volumetryLiver volumetry
The hepatic functional reserve is highly related

to the quantity and quality of liver cells. Both liver volume
and form reflect this condition20,21. Many researchers argue
that the larger the liver resection, the greater the chance
of liver failure in the postoperative period. On the other
hand, the more limited the resection, the greater the chance
of tumor recurrence. It is very difficult to predict the volume
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of the remaining liver, and it is very difficult to estimate the
volume to be resected during the operation22. There is
currently no consensus on the remaining liver volume
necessary to avoid liver failure. Many studies20,23,24 are
focused on volume resected, but should take into
consideration not only the amount of remnant liver but its
quality. The 2007 study by Tu et al. found no difference
between the volumes of resected liver, but did find between
PRLs5.

Resection of 50% has been considered safe;
however, it was observed that even the removal of small
tumors can lead to liver failure, while resection of large
tumors may result in long survical25,26. This suggests that
PRL is probably not the same at different degrees of cirrhosis.
One should combine these two parameters to determine
the safe size of the hepatectomy.

The hepatic volumetry is deemed faithful and
reliable when large resections are mandatory. The rational
way to utilize the hepatic volumetry is to have the liver
volume measured by the same surgeon.

Lu et al. (2004) perform this measurement with
the use of Adobe Photoshop® on personal computers. We
used Adobe Photoshop® 5.0, Windows 98, 1.31-megapixel
digital camera or an Acer 620UT scanner to scan the
images. CT with and without contrast in 10 mm sections
was scanned by the scanner or digital camera in JPEG
format. The areas containing the liver and tumor were
outlined. The image histogram was opened and the pixels
in the area were measured. After creating an area of 1
cm2 the number of pixels in this area was copied and input
in a Microsoft Excel® spreadsheet. When comparing the
10 liver volumes achieved by this method with the ones
achieved by volumetric CT, there was agreement between
the groups. Three right lobes calculated by this method
were concordant with the surgical specimens after right
hepatectomy, with variation of 5%15.

Another study uses a computer program
(ImageJ) to carry out volumetry by the same surgeon.
Seventy patients who underwent major hepatectomy
(three or more segments) for colorectal metastases were
selected. CT was performed in four phases. After resection,
the specimen was measured and weighed for comparison.
The portal phase of the CT study was used to measure
the plane of resection. Three areas of interest were
selected: total liver area, area of metastasis, resection
area. The areas of metastasis and the area to be resected
were manually outlined and calculated by the program.
The whole analysis took 25 to 28 minutes. The results
showed that ImageJ was able to reproduce the liver
volume. For referred patients, who already have the TC
exam on CD, the ImageJ eliminates the need to calculate
the new CT volumetry. It can be performed by the surgeon
without the need of radiologists. The ImageJ can be used
for calculation of the hepatic volume, is free and brings
volumetry to the surgeon personal computer, regardless
of radiologist support16.

According to studies, the minimum adequate
remnant liver function for hepatic resection for colorectal
metastases is 25% to 30%10,11,27. It is known that cirrhotic,
steatotic and post-chemotherapy livers support only minor
resections27,28. Recent studies apply the combination of
hepatic volumetry by CT with functional tests such as
indocyanine green and scintigraphy29,30. The predictive value
of indocyanine green retention is increased if the remnant
liver volume is measured by CT prior to hepatectomy31.

Postoperative liver failurePostoperative liver failurePostoperative liver failurePostoperative liver failurePostoperative liver failure
In a study of 158 surgical patients, 111

undergoing liver resection, liver function tests such as CTP,
15 minutes indocyanine green retention, total liver receptors
and volume of liver parenchyma were performed and were
compared between patients with and without signs of
postoperatively hepatic failure. Multivariable logistic
regression showed only the number of liver remaining
receptors as a significant parameter for postoperative liver
failure32.

To Fan (2000) the clearance of indocyanine green
is the highest accuracy test for hepatic functional reserve.
Retention of the green of 14% in 15 minutes is the limit for
safe major hepatectomy in cirrhotic patients. Up to 60% of
the liver can be resected safely. Steatosis and patients’
age also affect the hepatic functional reserve and are risk
factors for hepatectomies7.

Kanzler et al. (2007) claim that, in cirrhotic
patients, only Child As with normal bilirubin and no portal
hypertension should be candidates for hepatic resection6.
To Yamagiwa et al. (1997) elective operations are
possible in Child A patients, procedures with little blood
loss are possible in Child B patients, but in Child C only
emergency cases should be operated. The limits for
surgery in cirrhotic patients are e” 0.04/min indocyanine
green, bilirubin d” 3 mg/dl, PT> 50% and R15 e” 40%33.
According to Pisani et al., the Acute Physiology and
Chronic Health Evaluation (APACHE III) was superior to
Chid-Pugh for survival prognosis in cirrhotic patients
undergoing hepatectomies34.

A study of 466 cirrhotic patients hepatectomized
for HCC was conducted with the goal of creating an
algorithm for safe liver resection based on factors of
postoperative irreversible liver failure (ILF). The general
index of ILF was 4.9%. MELD (<9, 9-10 and >10) and the
extent of liver resection were significant factors. Meld <9
showed ILF of 0.4%, Meld 9-10 1.2% for less of one
resected segment, 5.1% for one or two segments and
11.1% for three or more segments resected. In this level
of MELD, Na+ >140 rendered lower risk. For Na+ <140
with resection of one segment, ILF was 2.5% and two or
more segments, 5%. In patients with MELD > 10 there
was a 15% index of ILF in all resections. They concluded
that a simple algorithm, based on MELD and Na+ may
indicate the maximum permissible extent of hepatectomy
for HCC in cirrhotics35.
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MELD was created to reflect hepatocellular
reserve in cirrhosis. One study divided patients operated
for HCC into two groups: group A with 21 patients without
cirrhosis and group B comprising 25 patients with cirrhosis.
Eighty-six percent of Group A patients underwent major
hepatectomy and 40% in group B. Morbidity and mortality
were 24% and 4.8% in group A and 64% and 20% in B.
MELD values of preoperative, postoperative and delta
MELD in group A were respectively 7, 13, and 5, and in
group B they were 9.6, 16.8 and 7.2. In group A, the
MELD was not predictive of complications, despite the
large number of major hepatectomies. In group B, MELD
score greater than or equal to nine was associated with
higher mortality (84% vs. 41%). Mortality was significantly
higher in MELD scores greater than or equal to 15. They
concluded that preoperative MELD failed to predict
postoperative complications after hepatectomy for HCC
in non-cirrhotic, but was indeed a predictive factor in
cirrhotics36.

Extent of resectionExtent of resectionExtent of resectionExtent of resectionExtent of resection
The number of resected segments has a

profound impact on morbidity and mortality. The
complication rate ranges 32% and mortality of less than
1% with zero or one resected segment, progressing to
75% complication rate and 7.8% mortality in patients
with resection of six segments. In patients with three or
more segments resected the mortality doubled from 3%
to 6% when other complex surgical procedure was
associated. The estimated blood loss during operation and
the number of resected segments were the only predictors
of higher morbidity and mortality. Patients who underwent
resection of less than three segments had no increase in
the number of transfusions or death if another complex
procedure was performed. On the other hand, when
another procedure was performed with resection of three
or more segments there was increase in blood loss,
transfusions, morbidity and mortality. The presence of
jaundice and thrombocytopenia during the operation
represented an increasing risk of death2.

Belghiti et al. (2002) analyzed 747 hepatic
resections and concluded that the only independent
predictor of operative mortality in patients with cirrhosis
was the performance of concomitant extra-hepatic
procedures3.

Infectious complicationsInfectious complicationsInfectious complicationsInfectious complicationsInfectious complications
Jarnagin et al. (2002) showed a 45%

complications rate after hepatectomy, half of them
infectious. The most common infections were related to
the liver and bile ducts, closely followed by the lung. The
most common complication was the presence of a peri-
hepatic collection. The mortality rate was 3.1%. Infections
accounted for 42% of the death causes2.

Such high association between infection and
mortality after hepatectomies raises questions about the

involvement of the liver in the homeostasis of the patient
and the functioning of the immune response against micro-
organisms of the gastrointestinal tract, especially in the
elderly37.

In 207 hepatectomies performed, Garwood et
al.41 (2004) had an infection rate of 3.3% with a mortality
of 33% among infected individuals. Infectious
complications were responsible for 25% of deaths in
hepatectomy. In contrast, they accounted for 9% of death
causes in general operations. The largest number of
infections was found in resections by cholangiocarcinoma
and trauma. Infections increased length of stay in six on
average days and antibiotic use in 11 days, with an
increase in costs of US$ 55,000 per infected patient.
Individuals with infection after hepatectomy were on
average five years older and the ones who died as a result
of infection were about 15 years older. The number of
comorbidities was also higher in infected patients. The
only laboratory test associated with postoperative infection
was albumin. Regarding surgical procedure, the only
factors that increased the risk of infection were the extent
and duration of the procedure. Two thirds of infected
patients underwent resection of at least three segments.
The increase in the residual cavity may serve as a site for
infection in addition to more devitalized tissue and greater
chance of biliary fistula38,39. Surgical time over six hours
was also associated with greater chance of infection40.
The most frequent site was intra-abdominal, followed by
pneumonia. The most prevalent bacteria in post-
hepatectomy infections were gram-negative enteric bacilli
and gram-positive cocci, the Enterobacter sp. and
Enterococcus sp. being the biggest promoters of
bacteremia after hepatectomy. In patients who died, the
most frequently germ found was the methicillin-resistant
Staphylococcus sp. Fungal infections by Candida albicans
were frequently found in cultures. All classes of antibiotics
were used with no difference between them41.

According to Kobayashi and Tanimura (2001)
third and fourth generation cephalosporins and
carbapenems should be the antibiotics of choice because
of the severity of infection and the risk of postoperative
infections. The most commonly identified bacteria are
Pseudomonas, Enterococcus and MRSA. Empiric treatment
should be performed with carbapenems associated with
vancomycin or teicoplanin on suspicion about these two
agents42. Infected patients who died after hepatectomy had
an average 5.3 days delay in the beginning of antibiotics
administration than those who survived41.

Advances in the second half of the twentieth
century propelled modern liver surgery. More and more
centers are developed in liver surgery in the world, with a
decreasing number of complications. Studies are still being
done in relation to surgical technique, anesthesia, infectious
diseases, oncology and intensive care, enabling resection
in patients thought to be inoperable in the past and will
provide better results.
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R E S U M OR E S U M OR E S U M OR E S U M OR E S U M O

Hepatectomia pode combinar desde a captação pequeno tumor periférico para operações de grande porte como trissegmentectomia
ou ressecções central. Os pacientes podem ser saudáveis, com doença hepática localizada ou cirróticos com alto risco operatório. A
avaliação pré-operatória do risco de insuficiência hepática pós-operatório é fundamental para determinar o procedimento cirúrgico
adequado. A natureza da doença hepática, a sua gravidade e a operação realizada devem ser considerados para correta preparação
pré-operatória. A ressecção hepática deve ser avaliada em relação ao parênquima residual, especialmente em cirróticos, pacientes
com hipertensão portal e grandes ressecções. O racional para a utilização de volumetria hepática é medida pelo cirurgião. Child-
Pugh, MELD e retenção de verde de indocianina são medidas de avaliação da função do fígado que pode ser usado em hepatectomia
pré-operatório. Extremo cuidado deve ser tomado em relação à possibilidade de complicações infecciosas com alta morbidade e
mortalidade no período pós-operatório. Vários centros estão desenvolvendo a cirurgia de fígado no mundo, com diminuição do
número de complicações. O desenvolvimento da técnica cirúrgica, anestesia, doenças infecciosas, oncologia, terapia intensiva,
possível ressecção em pacientes considerados inoperáveis no passado, irão proporcionar melhores resultados no futuro.

Descritores: Descritores: Descritores: Descritores: Descritores: Hepatectomia. Insuficiência hepatica. Cirrose hepática. Medição de Risco.....

REFERENCESREFERENCESREFERENCESREFERENCESREFERENCES

1. Garrison RN, Cryer HM, Howard DA, Polk HC Jr. Clarification of
risk factors for abdominal operations in patients with hepatic
cirrhosis. Ann Surg. 1984;199(6):648–55.

2. Jarnagin WR, Gonen M, Fong Y, DeMatteo RP, Ben-Porat L, Little
S, et al. Improvement in perioperative outcome after hepatic
resection: analysis of 1,803 consecutive cases over the past decade.
Ann Surg. 2002;236(4):397-406; discussion 406-7.

3. Belgheti J, Hiramatsu K, Benoist S, Massault P, Sauvanet A, Farges
O. Seven hundred forty-seven hepatectomies in the 1990s: an
update to evaluate the actual risk of liver resection. J Am Coll
Surg. 2000;191(1):38-46.

4. Shigeta H, Nagino M, Kamiya J, Uesaka K, Sano T, Yamamoto H,
et al. Bacteremia after hepatectomy: an analysis of a single center,
10-year experience with 407 patients. Langenbecks Arch Surg.
2002;387:(3-4):117-24. Epub 2002 Jul 5.

5. Tu R, Xia LP, Yu AL, Wu L. Assessment of hepatic functional reserve
by cirrhosis grading and liver volume measurement using CT. World
J Gastroenterol. 2007;13(29):3956-61.

6. Kanzler S, Teufel A, Galle PR. [Liver function test to predict hepatic
failure after liver resection—expensive and without clinical
relevance?] Zentralbl Chir. 2007;132(4):267-73.

7. Fan ST. Methods and related drawbacks in the estimation of
surgical risks in cirrhotic patients undergoing hepatectomy.
Hepatogastroenterology 2002;49(43):17-20.

8. Mullin EJ, Metcalfe MS, Maddern GJ. How much liver resection is
too much? Am J Surg. 2005;190(1):87-97.

9. Pugh RN, Murray-Lyon IM, Dawson JL, Pietroni MC, Williams R.
Transection of the oesophagus for bleeding oesophageal varices.
Br J Surg. 1973;60(8):646-9.

10. Schindl MJ, Redhead DN, Fearon KC, Garden OJ, Wigmore SJ;
Edinburgh Liver Surgery and Transplantation Experimental
Research Group (eLISTER).  The value of residual liver volume as a
predictor of hepatic dysfunction and infection after major liver
resection. Gut. 2005;54(2):289-96.

11. Shoup M, Gonen M, D’Angelica M, Jarnagin WR, DeMatteo RP,
Schwartz LH, et al. Volumetric analysis predicts hepatic dysfunction
in patients undergoing major liver resection. J Gastrointest Surg.
2003;7(3):325–30.

12. Schneider PD. Preoperative assessment of liver function. Surg Clin
North Am 2004;84(2):355-73.

13. Vauthey JN, Chaoui A, Do KA, Bilimoria MM, Fenstermacher MJ,
Charnsangavej C, et al. Standardized measurement of the future
liver remnant prior to extended liver resection: methodology and
clinical associations. Surgery. 2000; 127(5):512-9.

14. Tanaka A, Yamaoka Y. Hepatic resection: perioperative course
and management. Ann Ital Chir 1997;68(6):759-65.

15. Lu Y, Wu Z, Liu C, Wang HH. Hepatic volumetry with Photo Shop
in personal computer. Hepatobiliary Pancreat Dis Int. 2004;3(1):82-
5.

16. Dello SA, van Dam RM, Slangen JJ, van de Poll MC, Bemelmans
MH,   Greve JW, et al. Liver volumetry plug and play: do it yourself
with Image. World J Surg. 2007;31(11):2215–21.

17. Hanje AJ, Patel T. Preoperative evaluation of patients with liver
disease. Gastrol Hepatol 2007;4(5):266-76.

18. Bruix J, Castells A, Bosch J, Feu F, Fuster J, Garcia-Pagan JC, et al.
Surgical resection of hepatocellular carcinoma in cirrhotic patients:
prognostic value of preoperative portal pressure.
Gastroenterology. 1996;111(10)1018-22.

19. Bruix J, Sherman M. Practice Guidelines Committee, American
Association for the Study of Liver Diseases. Management of
hepatocellular carcinoma. Hepatology. 2005;42(5):1208-36.

20. Shoup M, Gonen M, D’Angelica M, Jarnagin WR, DeMatteo RP,
Schwartz LH, et al. Volumetric analysis predicts hepatic dysfunction
in patients undergoing major liver resection. J Gastrointest Surg.
2003;7(3):325-30.

21. Lu LG, Zeng MD, Wan MB, Li CZ, Mao YM, Li JQ, et al. Grading
and staging of hepatic fibrosis, and its relationship with noninvasive
diagnostic parameters. World J Gastroenterol. 2003;9(11):2574-
8.

22. Abdalla EK, Denys A, Chevalier P, Nemr RA, Vauthey JN. Total and
segmental liver volume variations: implications for liver surgery.
Surgery. 2004;135(4):404-10.

23. Schiano TD, Bodian C, Schwartz ME, Glajchen N, Min AD. Accuracy
and significance of computed tomographic scan assessment of
hepatic volume in patients undergoing liver transplantation.
Transplantation. 2000;69(4):545-50.

24. Wigmore SJ, Redhead DN, Yan XJ, Casey J, Madhavan K, Dejong
CH, et al. Virtual hepatic resection using three-dimensional
reconstruction of helical computed tomography angioportograms.
Ann Surg. 2001;233(2):221-6.

25. Horigome H, Nomura T, Nakao H, Saso K, Takahashi Y, Akita S, et
al. Treatment of solitary small hepatocellular carcinoma:
consideration of hepatic functional reserve and mode of
recurrence. Hepatogastroenterology. 2000;47(32):507-11.

26. Capussotti L, Muratore A, Amisano M, Massucco P, Polastri R,
Bouzari H. Liver resection for large-size hepatocellular carcinomas
in 47 non-cirrhotic patients—no mortality long-term survival.
Hepatogastroenterology. 2006;53(71):768-72.

27. Yigitler C, Farges O, Kianmanesh R, Regimbeau JM, Abdalla EK,
Belghiti J. The small remnant liver after major liver resection: how
common and how relevant? Liver Transpl. 2003;9(9):S18-25.

28. Behrns KE, Tsiotos GG, DeSouza NF, Krishna MK, Ludwig J,
Nagorney DM. Hepatic steatosis as a potential risk factor for major
hepatic resection. J Gastrointest Surg 1998;2(3):292-8.



Paes -Ba rbosaPaes -Ba rbosaPaes -Ba rbosaPaes -Ba rbosaPaes -Ba rbosa
Hepatectomy preoperative planning 375

Rev. Col. Bras. Cir. 2010; 37(5): 370-375

29. Satoh K, Yamamoto Y, Nishiyama Y, Wakabayashi H, Ohkawa M.
99mTc-GSA liver dynamic SPECT for the preoperative assessment
of hepatectomy. Ann Nucl Med. 2003;17(1):61-7.

30. Bennink RJ, Dinant S, Erdogan D, Heijnen BH, Straatsburg IH, van
Vliet AK, et al. Preoperative assessment of postoperative remnant
liver function using hepatobiliary scintigraphy. J Nucl Med.
2004;45(6):965-71.

31. Lauterburg BH. Assessment of liver function prior to hepatic
resection. Swiss Surg. 1999;5(3):92-6.

32. Kokudo N, Vera DR, Tada K, Koizumi M, Seki M, Matsubara T, et
al. Predictors of successful hepatic resection: prognostic usefulness
of hepatic asialoglycoprotein receptor analysis. World J Surg.
2002;26(11):1342-7.

33. Yamagiwa K, Kawarada Y. [Preoperative estimation of liver injury
and operative risk.] Nippon Geka Gakkai Zasshi 1997;98(8):658-
62.

34. Pisani Ceretti A, Cordovana A, Pinto A, Spina GP. [Surgery in the
cirrhotic patient. Prognosis and risk factors.] Minerva Chir.
2000;55(11):771-8.

35. Cescon M, Cucchetti A, Grazi GL, Ferrero A, Viganò L, Ercolani G,
et al. Indication of the extent of hepatectomy for hepatocellular
carcinoma on cirrhosis by a simple algorithm based on preoperative
variables. Arch Surg. 2009;144(1):57-63; discussion 63.

36. Teh SH, Sheppard BC, Schwartz J, Orloff SL. Model for End-stage
Liver Disease score fails to predict perioperative outcome after
hepatic resection for hepatocellular carcinoma in patients without
cirrhosis. Am J Surg. 2008;195(5):697-701.

37. D’Amico D, Cillo U. Impact of severe infections on the outcome of
major liver surgery: a pathophysiologic and clinical analysis. J
Chemother. 1999;11(6):513-7.

38. Fan ST, Lo CM, Liu CL, Lam CM, Yuen WK, Yeung C, Wong J.
Hepatectomy for hepatocellular carcinoma: toward zero hospital
deaths. Ann Surg. 1999;229(3):322-30.

39. Nagimo M, Kamiya J, Uesaka K, Sano T, Yamamoto H, Hayakawa
N, et al. Complications of hepatectomy for hilar
cholangiocarcinoma. World J Surg. 2001;25(10):1277-83.

40. Imamura H, Seyama Y, Kokundo N, Maema A, Sugawara Y, Sano
K, et al. One thousand fifty-six hepatectomies without mortality in
8 years. Arch Surg. 2003;138(11):1198-206; discussion 1206.

41. Garwood RA, Sawyer RG, Thompson L, Adams RB. Infectious
complications after hepatic resection. Am Surg. 2004;70(9):787-
92.

42. Kobayashi Y, Tanimura H. [Guidelines for adequate antibiotic
prophylaxis after hepatic, biliary, and pancreatic surgery.] Nippon
Geka Gakkai Zasshi. 2001;102(12):851-5.

Received in 08/05/2009
Accepted for publication in 15/07/2009
Conflict of interest: none
Source of funding: none

How to cite this article:How to cite this article:How to cite this article:How to cite this article:How to cite this article:
Paes-Barbosa FC, Ferreira FG, Szutan LA. Hepatectomy preoperative
planning . Rev Col Bras Cir. [periódico na Internet] 2010; 37(5). Disponível
em URL: http://www.scielo.br/rcbc

Correspondence address:Correspondence address:Correspondence address:Correspondence address:Correspondence address:
Fábio Colagrossi Paes-Barbosa
 E-mail: fabiocpb@hotmail.com


