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pringle Maneuver in extended 
Liver Resection: A propensity score 
analysis
Mohammed Al-Saeedi1, omid Ghamarnejad1, elias Khajeh1, Saeed Shafiei1, 
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thomas Longerich4, Katrin Hoffmann1,2, Markus W. Büchler1 & Arianeb Mehrabi1,2 ✉

Despite the ongoing decades-long controversy, pringle maneuver (pM) is still frequently used by 
hepatobiliary surgeons during hepatectomy. The aim of this study was to investigate the effect of PM 
on intraoperative blood loss, morbidity, and posthepatectomy hemorrhage (PHH). A series of 209 
consecutive patients underwent extended hepatectomy (eH) (≥5 segment resection). The association 
of pM with perioperative outcomes was evaluated using multivariate analysis with a propensity score 
method to control for confounding. Fifty patients underwent PM with a median duration of 19 minutes. 
Multivariate analysis revealed that risk of excessive intraoperative bleeding (≥1500 ml; odds ratio 
[OR] 0.27, 95%-confidence interval [CI] 0.10–0.70, p = 0.007), major morbidity (OR 0.41, 95%-CI 0.18–
0.97, p = 0.041), and PHH (OR 0.22, 95%-CI 0.06–0.79, p = 0.021) were significantly lower in PM group 
after EH. Furthermore, there was no significant difference in 3-year recurrence-free-survival between 
groups. pM is associated with lower intraoperative bleeding, pHH, and major morbidity risk after eH. 
Performing PM does not increase posthepatectomy liver failure and does not affect recurrence rate. 
Therefore, PM seems to be justified in EH.

Extended hepatectomy (EH) is the only curative treatment option for patients with large primary or bilobar met-
astatic liver malignancies1. Better patient selection and developments in surgical techniques and instruments have 
increased the number and safety of EH2,3. However, the risk of complications such as intraoperative bleeding, 
especially in patients with large tumors or tumors near to major vessels, is still high. These factors are associated 
with poorer postoperative outcomes4,5. Patients with massive intraoperative blood loss have a higher rate of pos-
thepatectomy morbidity and mortality2 and lower recurrence-free survival due to blood transfusion6. Therefore, 
reducing intraoperative bleeding during EH and reducing the amount of blood products transfused are important 
points in liver surgery.

Despite the ongoing controversy regarding the advantages and disadvantages of hepatic inflow control dur-
ing hepatectomy, the Pringle maneuver (PM) remains the most commonly used and evidence-based method of 
hepatic inflow control7. The PM significantly decreases intraoperative blood loss, the amount of blood products 
transfused, and operation time, especially when performed in combination with low central venous pressure8–10. 
Nevertheless, there is no evidence that the PM can reduce posthepatectomy morbidity and mortality11,12; in fact, 
the PM may result in ischemia-reperfusion injury of the liver, which negatively affects hepatocyte metabolism, 
thereby increasing the rate of posthepatectomy liver failure (PHLF)13,14.

Despite several studies investigating the role of the PM in liver resection, the effects of the PM on intra- and 
postoperative outcomes have not been investigated exclusively in EH, which has a higher risk of intraoperative 
bleeding than minor hepatectomies15. In addition, application of the PM in minimal invasive surgery has recently 
increased, along with laparoscopic and robotic major hepatectomies, to prevent uncontrolled bleeding and con-
version to open surgery16–18. Therefore, the role of the PM in EH with higher risks of intraoperative, postoperative 
and poor oncological outcomes needs to be evaluated. The main aim of present study was to investigate the asso-
ciation of PM with perioperative clinical outcomes following EH. To do this, the effect of PM on intraoperative 
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blood loss, morbidity, and posthepatectomy hemorrhage (PHH) was investigated. Additionally, the impact of PM 
on long-term outcomes was evaluated.

Results
Demographic and perioperative clinical data. As shown in Fig. 1, 209 patients were included in this 
study. Baseline demographic and clinical data of patients is presented in Table 1. The mean age of patients was 
60.0 ± 12.0 years and 51.2% were male. Primary hepatic malignancies were the most common indication for 
EH (n = 113, 54.1% of patients). Eight surgeons performed EH without the PM in 76.1% of patients and three 
surgeons performed EH with the PM in the remaining 23.9% of patients. There were no significant differences in 
demographic data, including age, sex, body mass index (BMI), and American Society of Anesthesiologists (ASA) 
class, between patients who underwent EH with or without the PM. However, 48.0% of patients (n = 24) who 
underwent EH without the PM were diagnosed with liver metastatic disease, while 22.0% of patients (n = 35) in 
the PM group were operated because of hepatic metastasis (p = 0.002). Therefore, more patients in the PM group 

Figure 1. Flow diagram showing the study inclusion and exclusion criteria.

Variables Total (n = 209)
Without PM 
(n = 159)

With PM 
(n = 50) p

Age (years) 60.0 ± 12.0 60.5 ± 12.3 58.4 ± 10.7 0.269

Sex
Female/male 102/107 80/79 22/28 0.517

BMI (kg/m2) 25.4 ± 4.5 25.3 ± 4.4 26.0 ± 4.9 0.391

ASA class
        Class 1
        Class 2
        Class 3

7 (3.3%)
116 (55.5%)
86 (41.2%)

6 (3.7%)
85 (53.5%)
68 (42.8%)

1 (2.0%)
31 (62%)
18 (36%)

0.527

Cirrhosis 5 (2.4%) 3 (1.9%) 2 (4.0%) 0.595

 Indication of hepatectomy
        Primary malignancy
        Cholangiocarcinoma
        Intrahepatic
        Klatskin type
        Hepatocellular carcinoma
        Colorectal liver metastasis
        Other liver diseases

113 (54.1%)
97 (46.4%)
56 (26.8%)
41 (19.6%)
16 (7.7%)
59 (28.2%)
37 (17.7%)

94 (59.1%)
83 (52.2%)
46 (28.9%)
37 (23.3%)
11 (6.9%)
35 (22.0%)
30 (18.9%)

19 (38.0%)
14 (28.0%)
10 (20.0%)
4 (8.0%)
5 (10.0%)
24 (48.0%)
7 (14.0%)

0.002

Preoperative chemotherapy
Yes 83 (39.7%) 53 (33.3%) 30 (60.0%) 0.001

Table 1. Demographic and preoperative clinical data of included patients. PM: Pringle maneuver; BMI: body 
mass index; ASA: American Society of Anesthesiologists. All data were presented as mean (standard deviation) 
or n (%).
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received preoperative systemic chemotherapy compared with patients in the without PM group (60.0% vs. 33.3%, 
p = 0.001). Graphical presentation of the propensity score (PS) confirmed nearly complete overlap in the distri-
bution of PS among the exposed and unexposed groups. Numerical diagnostics using Rubin’s criteria of absolute 
mean difference and variance ratios further validated the appropriateness of the estimated scores19. Intra- and 
postoperative data of included patients are presented in Tables 2 and 3, respectively.

outcome measures. Intraoperative data. Stapler hepatectomy was the most used parenchymal transection 
technique (n = 148, 70.8% of patients) and 70.3% of patients (n = 147) underwent right EH. The median duration 
of PM was 19 minutes, with a range between 13 and 49 minutes. The mean operation time was 4.9 ± 1.8 hours. 
The mean intraoperative blood loss was 1.5 ± 1.4 L and 37.3% of patients had excessive intraoperative bleeding 
(≥ 1,500 ml). 31.1% of patients (n = 65) received a red blood cells (RBC)/fresh-frozen plasma (FFP) transfusion 
with the mean amount of 2.3 ± 5.2 units RBC/FFP during the operation. As shown in Table 2, there were no sig-
nificant differences in parenchymal transection technique and side of resection between the PM and without PM 
groups. The mean operation time was also not significantly different between the two groups. Performing the PM 
decreased the mean intraoperative blood loss by more than 40% (1.7 ± 1.6 L vs. 1.0 ± 0.7 L, p > 0.001). The rate 
and amount of intraoperative RBC/FFP transfusion was reduced by around 50% by the PM (rate: 35.2% vs. 18.0%, 
p = 0.023; amount: 2.6 ± 5.6 units vs. 1.2 ± 3.4 units, p = 0.035). The PM decreased the rate of excessive intraop-
erative bleeding from 43.4% to 18.0% (p = 0.001). Multivariate analysis revealed that the PM (OR = 0.27, 95% CI 
0.10–0.70, p = 0.007) was an independent factor associated with excessive intraoperative bleeding (Table 4). The 

Variables
Total 
(n = 209)

Without 
PM 
(n = 159)

With PM 
(n = 50) p

Transection technique
Stapler
LigaSure
Clamp-crush
CUSA

148 (70.8%)
24 (11.5%)
21 (10.0%)
16 (7.7%)

115 (72.3%)
19 (11.9%)
15 (9.4%)
10 (6.4%)

33 (66.0%)
5 (10.0%)
6 (12.0%)
6 (12.0%)

0.530

Side of resection
Right
Left

147 (70.3%)
62 (29.7%)

112 (70.4%)
47 (29.6%)

35 (70.0%)
15 (30.0%) 0.999

Intraoperative blood loss (L) 1.5 ± 1.4 1.7 ± 1.6 1.0 ± 0.7 <0.001

Excessive intraoperative bleeding (≥ 1,500 ml) 78 (37.3%) 69 (43.4%) 9 (18.0%) 0.001

Intraoperative RBC/FFP transfusion
Patient
Unit

65 (31.1%)
2.3 ± 5.2

56 (35.2%)
2.6 ± 5.6

9 (18.0%)
1.2 ± 3.4

0.023
0.035

Operation time (hours) 4.9 ± 1.8 5.0 ± 1.9 4.6 ± 1.5 0.180

Table 2. Intraoperative data of included patients. PM: Pringle maneuver; RBC: red blood cells; FFP: fresh-
frozen plasma; CUSA: Cavitron Ultrasonic Surgical Aspirator. All data were presented as mean (standard 
deviation) or n (%).

Variables Total (n = 209)
Without PM 
(n = 159)

With PM 
(n = 50) p

Postoperative RBC 
transfusion
Patient
Unit

38 (18.2%)
0.7 ± 1.9

36 (22.6%)
0.8 ± 2.1

2 (4.0%)
0.1 ± 0.4

0.002
<0.001

Postoperative FFP transfusion
Patient
Unit

26 (12.4%)
0.8 ± 2.4

25 (15.7%)
1.0 ± 2.7

1 (2.0%)
0.1 ± 0.6

0.007
<0.001

ICU stay (days) 8.9 ± 14.7 9.9 ± 16.1 5.9 ± 8.3 0.023

Hospitalization (days) 24.3 ± 17.9 25.5 ± 18.9 20.1 ± 13.8 0.088

Posthepatectomy 
hemorrhage*
Grade A
Grade B
Grade C

41 (19.6%)
26 (63.4%)
9 (22.0%)
6 (14.6%)

38 (23.9%)
23 (60.5%)
9 (23.7%)
6 (15.8%)

3 (6.0%)
3 (100%)
0 (0.0%)
0 (0.0%)

0.004
0.393

PHLF †
Grade A
Grade B
Grade C

60 (28.8%)
16 (26.7%)
16 (26.7%)
28 (46.6%)

46 (28.9%)
11 (23.9%)
12 (26.1%)
23 (50.0%)

14 (28.6%)
5 (35.7%)
4 (28.6%)
5 (35.7%)

0.999
0.420

Major morbidity ‡ 50 (23.9%) 46 (28.9%) 4 (8.0%) 0.002

Mortality 21 (10.0%) 17 (10.7%) 4 (8.0%) 0.403

Table 3. Postoperative data of included patients. ICU: intensive care unit; PM: Pringle maneuver; PHLF: 
posthepatectomy liver failure. *Based on the ISGLS definition;†Based on the ISGLS definition; ‡Grade III and IV 
based on the Clavien-Dindo classification. All data were presented as mean (standard deviation) or n (%).
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risk of excessive intraoperative bleeding was about fourfold higher in patients who underwent EH without the 
PM.

Postoperative outcome. As shown in Fig. 2, results of liver function tests elevated early after EH and gradually 
decreased within 5 days. Repeated measures analysis of variance (ANOVA) revealed no significant differences in 
preoperative liver function and changes in liver function during the first 5 postoperative days between the two 
groups. Patients who underwent EH without the PM had significantly higher total bilirubin levels before and 1, 3, 
and 5 days after surgery compared with patients who underwent EH with the PM (Fig. 2b, p = 0.009). The mean 
duration of the intensive care unit (ICU) and hospital stay were 8.9 ± 14.7 days and 24.3 ± 17.9 days, respectively. 
The mean postoperative ICU stay in the PM group was 4 days shorter than in the without PM group (5.9 ± 8.3 
days vs. 9.9 ± 16.1 days, p = 0.023). Statistically not significant but clinically important, the duration of hospitali-
zation was also 5 days shorter in PM patients (Tables 3, 20.1 ± 13.8 days vs. 25.5 ± 18.9 days).

As shown in Tables 3, 23.9% of patients (n = 50) were faced with major morbidity (grade III and IV) after 
EH. The rate of major morbidity was significantly lower in patients with PM comparted to those without PM 
(28.9% to 8.0%, p = 0.002). No case of spleen rupture or portal vein embolism was reported in the PM group. 
Based on the multivariate analysis, the PM was significantly associated with reduced major morbidity after EH 
(Table 5, OR = 0.41, 95% CI 0.18–0.97, p = 0.041). PHH occurred in 28.8% of patients (n = 41) and most of them 
were classified as grade A PHH (n = 26, 63.4% of PHH). The PHH rate also decreased if the PM was used (23.9% 
vs. 6.0%, p = 0.004). Multivariate analysis revealed that the risk of PHH was significantly lower in patients who 
underwent EH with the PM (OR 0.22, 95% CI 0.06–0.79, p = 0.021) (Table 6). PHLF occurred in 28.8% of all 
patients (n = 60) and was not significantly different between the PM and without PM groups (Table 3). The mor-
tality rate was 10.0% (n = 21) and was not significantly different between the PM and without PM groups (8.0% 
vs. 10.7%). Multivariate analysis after adjusting for PS revealed also no association between the PM and PHLF or 
mortality (data not shown).

Oncological outcome. The median follow-up period for the entire cohort was 11 (range: 0–120) months. After 
excluding the patients with benign liver disease, the 3-year recurrence free survival was 41.8% in the total cohort. 
As shown in Fig. 3a, patients in the PM group had a 38.9% recurrence free survival and patients in the no PM 
group had a 43.0% recurrence free survival 3 years after EH (log-rank p = 0.683). Further sub-analysis revealed 
also no significant difference in recurrence free 3-year survival between PM and no PM groups in patients with 
primary liver malignancies (50.9% vs. 44.5%, and p = 0.669, Fig. 3b) and those with colorectal liver metastasis 
(30.5% vs. 36.5%, and p = 0.835, Fig. 3c).

Discussion
Hepatic vascular occlusion methods, mostly the PM, are still frequently used by surgeons to control bleeding dur-
ing liver resection and to decrease perioperative blood transfusion20–23. However, some studies have revealed that 
liver resection can be performed safely without using the PM11,12. Excessive intraoperative bleeding and vascular 
occlusion are both associated with an increased risk of postoperative morbidity and mortality. Therefore, best 
liver resection outcomes can be achieved when an operation is performed without hepatic vascular occlusion but 
with minimal blood loss and no blood transfusion. Today, with remarkable advances in surgical techniques and 
instruments, along with optimized anesthesia and intraoperative hemodynamic support, excellent outcomes have 

Variables OR 95% CI P

Age ≤ 40 years Reference Reference Reference

    40–70 years 0.38 0.07–2.04 0.403

    >70 years 0.05 0.01–0.37 0.001

Sex (male vs. female) 1.46 0.71–3.00 0.301

BMI < 25 (kg/m2) Reference Reference Reference

    25–30 (kg/m2) 1.31 0.52–3.31 0.904

    ≥30 (kg/m2) 1.94 0.70–5.38 0.323

ASA class (III vs. II and I) 0.97 0.49–1.92 0.926

Indication of hepatectomy 
(primary vs. others) 3.08 1.19–7.95 0.020

Preoperative platelet count 
<150 nL 18.67 3.18–109.74 0.001

Preoperative chemotherapy 2.52 0.79–7.96 0.117

Pringle maneuver 0.27 0.10–0.70 0.007

Transection technique 
(stapler vs. others) 0.41 0.18–0.92 0.031

Side of resection (right vs. 
left) 0.84 0.40–1.77 0.643

Table 4. Multivariate analysis of factors associated with excessive intraoperative bleeding (≥1,500 ml) after 
extended hepatectomy after propensity score adjustment. OR: odds ratio; CI: confidence interval; BMI: body 
mass index; ASA: American Society of Anesthesiologists; RBC: red blood cells; FFP: fresh-frozen plasma
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been achieved following liver resection without vascular clamping in high volume centers11,12. Nevertheless, the 
rates of laparoscopic and robotic major liver resections have increased, and controlling blood loss during these 
minimally invasive surgeries is difficult; to address this, several studies have recently been published to introduce 
different methods of the PM in laparoscopic or robotic surgeries16–18. In addition, the risk of intraoperative bleed-
ing, perioperative blood infusion, postoperative complications, and mortality after EH are still considerable5,24,25.

Excessive intraoperative bleeding is inevitable in some patients who undergo EH. Therefore, it was hypothe-
sized that reducing blood loss and preventing blood transfusion using the PM may outweigh the disadvantages 

Figure 2. Changes in liver function before surgery and, 1, 3, and 5 days after surgery in patients who underwent 
extended hepatectomy with or without the Pringle maneuver. (a) aspartate aminotransferase (AST) (p for trend 
= 0.286), (b) alanine transaminase (ALT) (p for trend = 0.487), (c) albumin (p for trend = 0.221), and (d) total 
bilirubin (p for trend = 0.009). Error bars show standard error of the mean.

Variables OR 95% CI P

Age ≤ 40 years Reference Reference Reference

    40–70 years 1.73 0.35–8.53 0.613

    >70 years 5.29 1.01–27.72 0.020

Sex (male vs. female) 2.33 1.08–5.013 0.030

BMI < 25 (kg/m2) Reference Reference Reference

    25–30 (kg/m2) 0.81 0.28–2.32 0.887

    ≥30 (kg/m2) 0.76 0.28–2.08 0.755

Indication of hepatectomy 
(primary vs. others) 1.89 0.78–4.62 0.161

Preoperative platelet count 
<150 nL 12.36 2.53–60.43 0.002

Preoperative chemotherapy 0.60 0.20–1.83 0.371

Pringle maneuver 0.41 0.18–0.97 0.041

Transection technique 
(stapler vs. others) 0.92 0.42–2.01 0.830

Side of resection (right vs. 
left) 1.18 0.56–2.50 0.665

Table 5. Multivariate analysis of factors associated with major morbidity after extended hepatectomy after 
propensity score adjustment. OR: odds ratio; CI: confidence interval; BMI: body mass index; ASA: American 
Society of Anesthesiologists; RBC: red blood cells; FFP: fresh-frozen plasma; AST: aspartate aminotransferase; 
ALT: alanine transaminase.
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of this method in patients who undergo EH. To test this hypothesis, the patient outcome after resection of ≥ five 
liver segments using the PM was investigated.

The results of the present study revealed that patients who underwent EH with the PM had significantly lower 
intraoperative bleeding and received less intraoperative RBC/FFP transfusion. Furthermore, the rate of excessive 
intraoperative bleeding was lower in the PM group. The hepatectomy was performed using staplers in about 
70% of patients, and stapled hepatectomy was associated with a lower rate of excessive intraoperative bleeding. 
Similar to our findings, recent randomized-controlled trials have demonstrated that blood loss was lower during 
stapler hepatectomy compared with blood loss during other liver resection methods26–28. This indicates that the 
PM together with stapler hepatectomy may decrease intraoperative blood loss and prevent intraoperative blood 
transfusion. Additionally, patients in the PM group had significantly lower PHH, which reflects the reduced need 
for postoperative transfusion compared with patients in the without PM group. Perioperative blood transfusion 
has increased the length of hospital stay, worsened postoperative outcomes, and increased morbidity in liver 
resection patients29,30.

The PM can have negative effects, such as hepatic ischemia-reperfusion injury, spontaneous spleen rupture, 
and portal vein embolism31. In the present collective of EH patients, spleen rupture and portal vein embolism 
were not observed in patients after the PM. This indicates that the PM is a safe procedure, especially when it is 
performed quickly. The central venous pressure was always kept below 5 mmHg during the operation, which 
may have helped prevent intraoperative bleeding32. To assess the adverse clinical effects of ischemia-reperfusion 
injury, the rate of PHLF between the two groups was compared and no differences were observed. This shows 
that ischemia-reperfusion injury caused by a short PM does not lead to clinically significant liver damage and 
PHLF. Patients who were operated with the PM also had a significantly shorter ICU stay and lower rate of major 
morbidity compared with those who were operated without the PM. This can be explained by less intraoperative 
bleeding, blood transfusion, and PHH29,30. Although the PM did not significantly affect hospital stay and mortal-
ity, a longer ICU stay and higher rate of major morbidity are associated with higher costs and an increased need 
for intervention or reoperation33.

From an oncological point of view, there was no significant difference in 3-year recurrence rate between the 
two groups. These findings are in line with those of recent studies, which demonstrated that the PM does not 
affect recurrence after hepatectomy for both primary34,35 and secondary liver malignancies36,37. Some studies have 
shown that prolonged PM may be associated with recurrence after hepatocellular carcinoma38 and colorectal liver 
cancer metastasis39, but a fast PM does not increase the risk. The median duration of the PM in the present study 
was less than 20 minutes. Conversely, blood loss during hepatectomy and subsequent perioperative blood trans-
fusion has been associated with poor overall and disease-free survival in hepatocellular carcinoma patients35,40. 
Therefore, not only does a shorter PM not increase the recurrence rate but it may even reduce it by preventing 
excessive blood loss and need for a blood transfusion.

Results of a European survey on the application of vascular control in liver surgery revealed that excessive 
blood loss, major hepatectomy, non-anatomical resections, and proximity to large vessels or bile ducts were com-
mon indications for vascular clamping during liver resection41. Deciding to perform the PM during hepatectomy 
should be based on an individual bleeding risk assessment and operation technique and difficulties. Indeed, 
because the liver is more vulnerable to bleeding than to ischemia29–31,35, the PM should be considered for proce-
dures with a high risk of excessive intraoperative bleeding, such as EH. However, the PM should be performed as 
quickly as possible to prevent clinically significant liver damage due to ischemia-reperfusion injury. The liver can 

Variables OR 95% CI p

Age ≤ 40 years Reference Reference Reference

    40–70 years 1.43 0.29–7.03 0.280

    >70 years 0.57 0.10–3.29 0.271

Sex (male vs. female) 0.63 0.29–1.40 0.257

BMI < 25 (kg/m2) Reference Reference Reference

    25–30 (kg/m2) 1.08 0.37–3.22 0.824

    ≥30(kg/m2) 0.90 0.25–3.22 0.827

ASA class (III vs. II and I) 1.23 0.58–2.60 0.599

Indication of hepatectomy 
(primary vs. others) 1.47 0.55–3.90 0.444

Preoperative platelet count 
<150 nL 1.51 0.41–5.60 0.539

Preoperative chemotherapy 1.58 0.47–5.37 0.464

Pringle maneuver 0.22 0.06–0.79 0.021

Transection technique (stapler 
vs. others) 1.59 0.62–4.06 0.333

Side of resection (right vs. left) 2.21 0.86–5.69 0.101

Table 6. Multivariate analysis of factors associated with posthepatectomy hemorrhage after extended 
hepatectomy after propensity score adjustment. OR: odds ratio; CI: confidence interval; BMI: body mass index; 
ASA: American Society of Anesthesiologists; RBC: red blood cells; FFP: fresh-frozen plasma.
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tolerate a continuous inflow occlusion of up to 120 minutes42. Therefore, clamping to prevent bleeding during EH 
is worthwhile, but should be done as quickly as possible.

The non-randomized design is a limitation of the present study because of possible selection bias. However, 
as mentioned above, the decision to perform the PM was based on the surgeons’ preference and was not influ-
enced by patient-related factors. Additionally, to minimize potential bias and estimate the independent effect of 
the PM on posthepatectomy outcome, PS analysis was performed and factors that may affect the outcomes were 
controlled.

In conclusion, performing the PM is justified during EH because an EH has a high risk of excessive intraoper-
ative bleeding. The PM decreases intraoperative blood loss and transfusion, reduces PHH and major morbidity, 
shortens the ICU stay, and does not affect long-term recurrence after EH. Of course, the duration of PM should 
be kept as short as possible. Randomized-controlled trials are necessary to draw robust conclusions regarding the 
use of the PM during EH.

patients and methods
Study population and design. This is a non-randomized, single-centre, comparative study on patients 
underwent EH with or without the PM. A total of 3,372 consecutive patients who underwent liver resection 
between October 2001 and December 2017 were investigated. As shown in the study flow diagram (Fig. 1), 
patients who underwent a two-stage hepatectomy, portal vein embolization, or previous hepatectomy were 
excluded. In the end, 209 adult patients who underwent EH (resection of five or more hepatic segments based 
on the Brisbane 2000 classification) were included in the present study. EH was performed by eleven attending 
hepatobiliary surgeons, who had at least 3 years of experience in liver surgery. Three of these surgeons routinely 
performed the PM in all patients, while the remaining eight surgeons did not perform the PM during EH. All data 
were analyzed from a prospectively collected liver database. The study protocol was approved by the university’s 
independent ethics committee (S-754/2018). The requirement for informed consent was waived by the independ-
ent ethics committee of the University of Heidelberg due to the retrospective nature of this study. All procedures 
were performed according to the most recent revision of the Declaration of Helsinki.

operative techniques. Midline incision with a right inferolateral extension or Mercedes star incision was 
used. An intraoperative ultrasonography was routinely performed to determine the location and resectability of 
the lesions. After mobilization of the liver, the hepatoduodenal ligament was surrounded by a silicon tube to per-
form the PM. An intermittent PM was performed whenever the PM duration exceeded 15 minutes. In this case, 
the hepatic inflow was intermittently clamped with cycles of 10 minutes of occlusion and subsequently 5 minutes 
of reperfusion, which were repeated until the end of the hepatic transection. None of the patients underwent total 
hepatic vascular exclusion. Then, according to the location of the tumor, right or left EH was performed using a 
stapler (EndoGIA Universal; Covidien, Minneapolis, USA), LigaSure™ vessel sealing system (Medtronic, Dublin, 
Ireland), clamp-crushing technique, or Cavitron ultrasonic surgical aspirator (CUSA, Söring GmbH; Quickborn, 
Germany). These transection methods are described elsewhere26–28. Central venous pressure was monitored and 
maintained between 0 and 5 mmHg to minimize blood loss during the operation.

endpoints and patient evaluations. Endpoints. The Main endpoint of this study is to investigate the 
association of PM with excessive intraoperative bleeding, postoperative morbidity, and PHH. Accordingly, exces-
sive intraoperative bleeding was defined as more than 1,500 ml blood loss during the operation. Postoperative 
complications were assessed and graded based on the Clavien-Dindo classification43. Minor morbidity 
was defined as Grade I and II morbidities, and major morbidity was defined as grade III and IV morbidities. 
Furthermore, PHH was diagnosed and graded in accordance with the definition of the International Study Group 
of Liver Surgery (ISGLS)44.

Preoperative evaluations. Patients’ demographic and clinical data including age, sex, BMI, ASA class, indication 
of hepatectomy, preoperative chemotherapy, and laboratory assessments were recorded. All patients underwent 

Figure 3. Kaplan-Meier survival curves illustrating 3-year recurrence-free survival in (a) all liver malignancies, 
(b) primary liver tumors and (c) colorectal liver metastasis. No significant difference in 3-year recurrence-free 
survival after extended hepatectomy was found between patients with and without the Pringle maneuver.
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contrast-enhanced computed tomography or magnetic resonance imaging to assess the tumor resectability and 
extent of the resection.

Intraoperative evaluations. Intraoperative data, including use and duration of the PM, transection techniques, 
side of resection, intraoperative blood loss, amount of transfused RBC/FFP, and duration of operation were 
recorded.

Postoperative evaluations. The rate and amount of FFP and RBC transfusion during hospital stay were reported. 
After surgery, the duration of ICU and hospital stays were recorded. To evaluate posthepatectomy liver function, 
aspartate transaminase, alanine aminotransferase, albumin, alkaline phosphatase, and total bilirubin levels were 
measured before and after EH. PHLF was evaluated based on the ISGLS definition and grading45. Mortality was 
defined as all-cause death occurring within the first 30 days after EH. Disease recurrences diagnosed within the 
first 3 years after EH were also recorded.

Statistical analysis. Continuous data were presented as means ± standard deviations or standard error of 
the means and categorical data were presented as frequencies and proportions. Continuous data were compared 
using Student’s t test and categorical data were analyzed using chi-square or Fisher’s exact test. A repeated meas-
ures ANOVA model was used to compare the overall differences among laboratory changes between the two 
groups. We used PS to account for confounding. PS was defined as the probability of being exposed (i.e. under-
going the PM) conditional on the relevant confounding variables. We considered age, sex, BMI, type of lesion, 
surgical indication, platelet count, chemotherapy, method and side of resection as potential confounding varia-
bles (Table 7). Logistic regression was used to estimate the conditional probabilities which then were classified 
into quintiles. The outcome logistic regression model included the PS quintiles, as well as all the individual con-
founders. Inclusion of individual confounders allows for the model to pick up residual confounding within each 
quintile. Further, this ‘doubly robust’ technique makes the results less susceptible to model misspecification in 
the PS or the outcome regression46. The cut-offs for age were chosen from the inflection points in the relationship 
between age and PM estimated from a generalized additive model to account for non-linearity. The cut-offs for 
BMI were defined as 25 kg/m2 and 30 kg/m2. Data preparation and cleaning was done in IBM SPSS Statistics for 
Windows version 22.0 (IBM Corp, Armonk, NY). All other statistical analyses were conducted using SAS version 
9.4 (SAS Institute Inc., Cary, NC). A two-sided p value <0.05 was considered significant in all tests.

Data availability
The datasets generated during and/or analysed during the current study are available from the corresponding 
author on reasonable request.

Variables

Without PM With PM Mean 
difference p(n = 159) (n = 50)

Age (years) 60.5 ± 12.3 58.4 ± 10.7 2.151 0.269

Sex
0.517

    Female/male 80/79 22/28 —

BMI (kg/m2) 25.3 ± 4.4 26.0 ± 4.9 −0.755 0.391

Indication of hepatectomy

— 0.002

Primary malignancy 94 (59.1%) 19 (38.0%)

▪ Cholangiocarcinoma 83 (52.2%) 14 (28.0%)

✓ Intrahepatic 46 (28.9%) 10 (20.0%)

✓ Klatskin type 37 (23.3%) 4 (8.0%)

▪ Hepatocellular carcinoma 11 (6.9%) 5 (10.0%)

Colorectal liver metastasis 35 (22.0%) 24 (48.0%)

Other liver diseases 30 (18.9%) 7 (14.0%)

Preoperative chemotherapy 53 (33.3%) 30 (60.0%) — 0.001

Transection technique

— 0.530

    Stapler 115 (72.3%) 33 (66.0%)

    LigaSure 19 (11.9%) 5 (10.0%)

    Clamp-crush 15 (9.4%) 6 (12.0%)

    CUSA 10 (6.4%) 6 (12.0%)

Side of resection

— 0.999    Right 112 (70.4%) 35 (70.0%)

    Left 47 (29.6%) 15 (30.0%)

Table 7. Demographic, preoperative and intraoperative data of the patients included in propensity match 
analysis. PM: Pringle maneuver; BMI: body mass index; CUSA: Cavitron Ultrasonic Surgical Aspirator. All data 
were presented as mean (standard deviation) or n (%).

https://doi.org/10.1038/s41598-020-64596-y


9Scientific RepoRtS |         (2020) 10:8847  | https://doi.org/10.1038/s41598-020-64596-y

www.nature.com/scientificreportswww.nature.com/scientificreports/

Received: 31 October 2019; Accepted: 12 April 2020;
Published: xx xx xxxx

References
 1. Vauthey, J.-N. et al. Is extended hepatectomy for hepatobiliary malignancy justified? Annals of surgery 239, 722–732 (2004).
 2. Poon, R. T. et al. Improving perioperative outcome expands the role of hepatectomy in management of benign and malignant 

hepatobiliary diseases: analysis of 1222 consecutive patients from a prospective database. Annals of surgery 240, 698–710 (2004).
 3. Hoffmann, K. et al. Risk assessment for liver resection. Surgery. 164, 998–1005 (2018).
 4. Jarnagin, W.R. et al. Improvement in perioperative outcome after hepatic resection: analysis of 1,803 consecutive cases over the past 

decade. Ann Surg. 236, 397-406; discussion -7 (2002).
 5. Golriz, M. et al. Preoperative Thrombocytopenia May Predict Poor Surgical Outcome after Extended Hepatectomy. Canadian 

journal of gastroenterology & hepatology. 2018, 1275720 (2018).
 6. Kooby, D. A. et al. Influence of transfusions on perioperative and long-term outcome in patients following hepatic resection for 

colorectal metastases. Ann Surg. 237, 860–869; discussion 9–70 (2003).
 7. Gurusamy K. S, Sheth H, Kumar Y, Sharma D, Davidson B. R. Methods of vascular occlusion for elective liver resections. The 

Cochrane database of systematic reviews. Cd007632, https://doi.org/10.1002/14651858.CD007632 (2009).
 8. Topaloglu, S. et al. Efficacy and safety of hepatectomy performed with intermittent portal triad clamping with low central venous 

pressure. BioMed research international 2013, 297971, https://doi.org/10.1155/2013/297971 (2013).
 9. Boleslawski, E. et al. Right hepatectomy with extra-hepatic vascular division prior to transection: intention-to-treat analysis of a 

standardized policy. HPB: the official journal of the International Hepato Pancreato Biliary Association 14, 688–699 (2012).
 10. Nuzzo, G. et al. Liver resections with or without pedicle clamping. American journal of surgery 181, 238–246 (2001).
 11. Lee, K. F., Wong, J., Ng, W., Cheung, Y. S. & Lai, P. Feasibility of liver resection without the use of the routine Pringle manoeuver: an 

analysis of 248 consecutive cases. HPB: the official journal of the International Hepato Pancreato Biliary Association 11, 332–8 (2009).
 12. Maurer, C. A. et al. Liver resections can be performed safely without Pringle maneuver: A prospective study. World journal of 

hepatology 8, 1038–1046 (2016).
 13. Banga, N. R. et al. Ischaemic preconditioning in transplantation and major resection of the liver. The British journal of surgery 92, 

528–538 (2005).
 14. Azoulay, D. et al. In situ hypothermic perfusion of the liver versus standard total vascular exclusion for complex liver resection. Ann 

Surg. 241, 277–285 (2005).
 15. Dahiya, D. et al. Minor versus major hepatic resection for small hepatocellular carcinoma (HCC) in cirrhotic patients: a 20-year 

experience. Surgery. 147, 676–685 (2010).
 16. Laurenzi, A. et al. Totally intra-corporeal Pringle maneuver during laparoscopic liver resection. HPB: the official journal of the 

International Hepato Pancreato Biliary Association 20, 128–131 (2018).
 17. Lim, C., Osseis, M., Lahat, E., Azoulay, D. & Salloum, C. Extracorporeal Pringle Maneuver During Laparoscopic and Robotic 

Hepatectomy: Detailed Technique and First Comparison with Intracorporeal Maneuver. Journal of the American College of Surgeons 
226, e19–e25, https://doi.org/10.1016/j.jamcollsurg.2018.02.003 (2018).

 18. Piardi, T. et al. Laparoscopic Pringle maneuver: how we do it? Hepatobiliary surgery and nutrition 5, 345–349 (2016).
 19. Rubin, D. B. Using propensity scores to help design observational studies: application to the tobacco litigation. Health Services and 

Outcomes Research Methodology 2, 169–188 (2001).
 20. Lee, K. F. et al. Does Intermittent Pringle Maneuver Increase Postoperative Complications After Hepatectomy for Hepatocellular 

Carcinoma? A Randomized Controlled Trial. World journal of surgery 42, 3302–3311 (2018).
 21. Kajiura, A., Nagata, O. & Sanui, M. The Pringle maneuver reduces the infusion rate of rocuronium required to maintain surgical 

muscle relaxation during hepatectomy. Journal of anesthesia 32, 409–413 (2018).
 22. Lan, X. et al. Does liver cirrhosis have an impact on the results of different hepatic inflow occlusion methods in laparoscopic liver 

resection? a propensity score analysis. HPB (Oxford) 21, 531–538 (2019).
 23. Man K. et al. Prospective evaluation of Pringle maneuver in hepatectomy for liver tumors by a randomized study. Ann Surg. 226, 

704-711; discussion 11-13 (1997).
 24. Hosokawa, I. et al. Outcomes of left trisectionectomy and right hepatectomy for perihilar cholangiocarcinoma. HPB (Oxford) 21, 

489–498 (2019).
 25. Shinke, G. et al. Surgical outcome of extended liver resections for colorectal liver metastasis compared with standard liver resections. 

Molecular and clinical oncology 9, 104–111 (2018).
 26. Mehrabi, A. et al. Technical Aspects of Stapled Hepatectomy in Liver Surgery: How We Do It. J Gastrointest Surg 23, 1232–1239 

(2019).
 27. Fritzmann, J. et al. Randomized clinical trial of stapler hepatectomy versus LigaSure transection in elective hepatic resection. The. 

British journal of surgery 105, 1119–1127 (2018).
 28. Rahbari, N. N. et al. Randomized clinical trial of stapler versus clamp-crushing transection in elective liver resection. The British 

journal of surgery 101, 200–207 (2014).
 29. Hallet, J. et al. The impact of perioperative blood transfusions on short-term outcomes following hepatectomy. Hepatobiliary surgery 

and nutrition 7, 1–10 (2018).
 30. Bennett, S. et al. The impact of perioperative red blood cell transfusions in patients undergoing liver resection: a systematic review. 

HPB: the official journal of the International Hepato Pancreato Biliary Association 19, 321–330 (2017).
 31. Hoekstra, L. T. et al. Vascular occlusion or not during liver resection: the continuing story. Digestive surgery. 29, 35–42 (2012).
 32. Moggia E. et al. Methods to decrease blood loss during liver resection: a network meta-analysis. The Cochrane database of systematic 

reviews. 10:Cd010683, https://doi.org/10.1002/14651858.CD010683.pub3 (2016).
 33. Lin, T. L. et al. Less cost by using hanging maneuver and Pringle maneuver in left lateral hepatectomy through small laparotomy 

wound–experience of Southern Taiwan. World journal of surgical oncology 14, 6 (2016).
 34. Famularo, S. et al. Does the Pringle maneuver affect survival and recurrence following surgical resection for hepatocellular 

carcinoma? A western series of 441 patients. Journal of surgical oncology 117, 198–206 (2018).
 35. Huang, J. et al. Intermittent hepatic inflow occlusion during partial hepatectomy for hepatocellular carcinoma does not shorten 

overall survival or increase the likelihood of tumor recurrence. Medicine. 93, e288, https://doi.org/10.1097/MD.0000000000000288 
(2014).

 36. Weiss, M. J. et al. Hepatic pedicle clamping during hepatic resection for colorectal liver metastases: no impact on survival or hepatic 
recurrence. Annals of surgical oncology 20, 285–294 (2013).

 37. Ferrero, A. et al. Does Pringle maneuver affect survival in patients with colorectal liver metastases? World journal of surgery 34, 
2418–2425 (2010).

 38. Liu, S. et al. Longer duration of the Pringle maneuver is associated with hepatocellular carcinoma recurrence following curative 
resection. Journal of surgical oncology 114, 112–118 (2016).

 39. Nijkamp, M. W. et al. Prolonged portal triad clamping during liver surgery for colorectal liver metastases is associated with 
decreased time to hepatic tumour recurrence. European journal of surgical oncology: the journal of the European Society of Surgical 
Oncology and the British Association of Surgical Oncology 36, 182–188 (2010).

https://doi.org/10.1038/s41598-020-64596-y
https://doi.org/10.1002/14651858.CD007632
https://doi.org/10.1155/2013/297971
https://doi.org/10.1016/j.jamcollsurg.2018.02.003
https://doi.org/10.1002/14651858.CD010683.pub3
https://doi.org/10.1097/MD.0000000000000288


1 0Scientific RepoRtS |         (2020) 10:8847  | https://doi.org/10.1038/s41598-020-64596-y

www.nature.com/scientificreportswww.nature.com/scientificreports/

 40. Xun, Y. et al. The impact of perioperative allogeneic blood transfusion on prognosis of hepatocellular carcinoma after radical 
hepatectomy: A systematic review and meta-analysis of cohort studies. Medicine. 97, e12911, https://doi.org/10.1097/
MD.0000000000012911 (2018).

 41. van der Bilt, J. D., Livestro, D. P., Borren, A., van Hillegersberg, R. & Borel Rinkes, I. H. European survey on the application of 
vascular clamping in liver surgery. Digestive surgery. 24, 423–435 (2007).

 42. van Riel, W. G., van Golen, R. F., Reiniers, M. J., Heger, M. & van Gulik, T. M. How much ischemia can the liver tolerate during 
resection? Hepatobiliary surgery and nutrition 5, 58–71 (2016).

 43. Dindo, D., Demartines, N. & Clavien, P.-A. Classification of surgical complications: a new proposal with evaluation in a cohort of 
6336 patients and results of a survey. Annals of surgery 240, 205–213 (2004).

 44. Rahbari, N. N. et al. Post-hepatectomy haemorrhage: a definition and grading by the International Study Group of Liver Surgery 
(ISGLS). HPB: the official journal of the International Hepato Pancreato Biliary Association 13, 528–535 (2011).

 45. Rahbari, N. N. et al. Posthepatectomy liver failure: a definition and grading by the International Study Group of Liver Surgery 
(ISGLS). Surgery. 149, 713–724 (2011).

 46. Stuart, E. A. Matching methods for causal inference: A review and a look forward. Statistical science: a review journal of the Institute 
of Mathematical Statistics 25, 1–21 (2010).

Acknowledgements
We kindly thank Dr. Sina Noshad for his valuable contributions to the statistical analysis. This research did not 
receive any specific grant from funding agencies in the public, commercial, or not-for-profit sectors.

Author contributions
Conceptualization, M.A.S., M.W.B. and A.M.; Methodology, M.A.S., O.G. and E.K.; Formal analysis, O.G. and 
E.K.; Investigation, M.A.S., M.G., M.M., K.H.W., T.L., K.H., M.W.B. and A.M.; Data Curation, S.S. and R.S.; 
Writing-Original Draft Preparation, M.A.S., O.G., E.K., S.S., R.S.; Final approval, all authors.

competing interests
The authors declare no competing interests.

Additional information
Correspondence and requests for materials should be addressed to A.M.
Reprints and permissions information is available at www.nature.com/reprints.
Publisher’s note Springer Nature remains neutral with regard to jurisdictional claims in published maps and 
institutional affiliations.

Open Access This article is licensed under a Creative Commons Attribution 4.0 International 
License, which permits use, sharing, adaptation, distribution and reproduction in any medium or 

format, as long as you give appropriate credit to the original author(s) and the source, provide a link to the Cre-
ative Commons license, and indicate if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons license, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons license and your intended use is not per-
mitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from the 
copyright holder. To view a copy of this license, visit http://creativecommons.org/licenses/by/4.0/.
 
© The Author(s) 2020

https://doi.org/10.1038/s41598-020-64596-y
https://doi.org/10.1097/MD.0000000000012911
https://doi.org/10.1097/MD.0000000000012911
http://www.nature.com/reprints
http://creativecommons.org/licenses/by/4.0/

	Pringle Maneuver in Extended Liver Resection: A propensity score analysis
	Results
	Demographic and perioperative clinical data. 
	Outcome measures. 
	Intraoperative data. 
	Postoperative outcome. 
	Oncological outcome. 


	Discussion
	Patients and methods
	Study population and design. 
	Operative techniques. 
	Endpoints and patient evaluations. 
	Endpoints. 
	Preoperative evaluations. 
	Intraoperative evaluations. 
	Postoperative evaluations. 

	Statistical analysis. 

	Acknowledgements
	Figure 1 Flow diagram showing the study inclusion and exclusion criteria.
	Figure 2 Changes in liver function before surgery and, 1, 3, and 5 days after surgery in patients who underwent extended hepatectomy with or without the Pringle maneuver.
	Figure 3 Kaplan-Meier survival curves illustrating 3-year recurrence-free survival in (a) all liver malignancies, (b) primary liver tumors and (c) colorectal liver metastasis.
	Table 1 Demographic and preoperative clinical data of included patients.
	Table 2 Intraoperative data of included patients.
	Table 3 Postoperative data of included patients.
	Table 4 Multivariate analysis of factors associated with excessive intraoperative bleeding (≥1,500 ml) after extended hepatectomy after propensity score adjustment.
	Table 5 Multivariate analysis of factors associated with major morbidity after extended hepatectomy after propensity score adjustment.
	Table 6 Multivariate analysis of factors associated with posthepatectomy hemorrhage after extended hepatectomy after propensity score adjustment.
	Table 7 Demographic, preoperative and intraoperative data of the patients included in propensity match analysis.




