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1. Introduction

Improvements in laparoscopic technology and equipment 
have facilitated an increasing number of complex 
laparoscopic surgeries (1). Laparoscopic techniques 
have gradually replaced conventional open approaches 
because of several advantages, such as smaller 
incisions, less pain, and quick postoperative recovery 
(2-3). Moreover, laparoscopic approaches provide the 
necessary precision for anatomic liver resection in terms 
of reducing tissue damage and intraoperative bleeding in 
an effort to reduce systemic trauma (4). In hepatobiliary 
surgery, sufficient attention has been paid to laparoscopic 
techniques and their use has been encouraged (5). The 
complexity and difficulty of laparoscopic liver surgery 

vary. Laparoscopic hepatectomy on the right side faces 
many challenges, including a poor surgical field, limited 
intraoperative movement of the liver, difficulty in 
selecting the surgical section, and hemorrhage control 
(6). These challenges often require more effort on the 
part of the assistant and surgeon to expose the liver, and 
relying solely on laparoscopic instruments to expose the 
liver is consequently more fatiguing and unstable (7). 
Exposure during laparoscopic right hepatectomy needs 
to be urgently addressed.
 Many techniques for surgical field exposure have 
been used in clinical practice during laparoscopic right 
hepatectomy, such as changing the patient's position 
(8-9), adjusting the laparoscopic trocar layout (10-11), 
the liver hanging maneuver (12-13), and sterile glove 

DOI: 10.5582/bst.2025.01044Original Article

SUMMARY: One of the challenges of laparoscopic liver resection (LLR) is the exposure of the surgical field. We 
propose a new surgical approach to better expose the right liver, stretching of the ligamentum teres hepatis (SLTH), and 
we evaluated its clinical feasibility and limitations through a study analyzing relevant cases. Clinicopathologic data on 
patients who underwent laparoscopic right partial hepatectomy (LRPH) at our center were retrospectively collected, 
and subjects were 276 patients with liver space-occupying lesions who met the selection criteria and who underwent 
the new surgical approach (SLTH) or the conventional surgical approach (no stretching of the ligamentum teres hepatis, 
or NSLTH). After 1:1 propensity score matching (PSM), 102 patients in each cohort were selected for further analysis. 
There were no significant differences in the operating time or the duration of postoperative hospitalization between 
the SLTH cohort and the NSLTH cohort. The duration of detachment of the hepatic parenchyma and the duration of 
hepatic portal occlusion were significantly shorter in the SLTH cohort than in the NSLTH cohort. The intraoperative 
blood loss in the SLTH cohort was significantly less than that in the NSLTH cohort. Alanine aminotransferase (ALT) 
and aspartate aminotransferase (AST) levels were significantly lower in the SLTH cohort than in the NSLTH cohort on 
day 5 postoperatively. Results confirmed that SLTH is a simple, safe, effective, and highly reproducible technique for 
the treatment of LRPH. SLTH may help to perform LRPH by increasing the level of laparoscopic exposure of the right 
liver and reducing bleeding and operating time.
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pouching (14-15). However, these techniques all have 
certain limitations. For instance, a change in position, 
adjustment of the laparoscopic trocar layout, and the liver 
hanging maneuver cannot be performed at will. Sterile 
glove pouching is usually performed to a limited extent 
in laparoscopic surgery. Therefore, further screening is 
required for clinical use. Through continuous exploration 
and the practice of laparoscopic liver resection (LLR), 
the current authors explored an innovative procedure to 
expose the right side of the liver which they designated 
stretching of the ligamentum teres hepatis (SLTH). This 
procedure is performed as follows. After the right liver 
is dissected, the ligamentum teres hepatis is severed, and 
a traction thread is sutured at the stump. Then, tissue 
clamps are used to fix the traction suture, a hook needle 
is used to guide the traction suture outside of the body, 
and the suture can be fixed outside the abdominal wall. 
The right liver can be better exposed and rotated with 
the SLTH. As the authors' team gained proficiency and 
increasingly used hepatic ligament retraction, results 
indicated that the technique was very helpful for LRPH 
exposure, largely increasing the surgeon's space to 
maneuver and reducing the difficulty of exposure for the 
assistant. The aim of the current study was to introduce 
the SLTH and to evaluate its clinical feasibility and 
limitations.

2. Materials and Methods

2.1. General information

Data on all patients who underwent LRPH at the First 
Affiliated Hospital of Harbin Medical University from 
January 2015 to July 2022 were analyzed. The research 
ethics committee of Harbin Medical University approved 
this study in accordance with the Declaration of Helsinki 
(as revised in 2013). Clinical information and written 
informed consent were collected from all participants. 
Subjects were a total of 276 patients who underwent 
LRPH, including patients who underwent SLTH (n = 
135, SLTH cohort) or not (n = 141, NSLTH cohort) 
during LRPH. All surgeries were performed by the 
same surgical team, and there were no differences in the 
learning curve between the two cohorts.

2.2. Selection criteria

Subjects were a total of 276 patients who met the 
following selection criteria: (1) patients with a single 
tumor located in the right lobe of the liver (segments 
5-8); (2) patients who were Child‒Pugh grade A or B 
and whose liver function was restored to grade A after 
short-term liver protection treatment; (3) patients with 
a retention rate of indocyanine green for 15 minutes 
of less than 20%; (4) patients free of tumor infiltration 
or metastasis; and (5) patients who had not previously 
undergone abdominal surgery (16-17).

2.3. Surgical procedure

All surgeries were performed by the same surgical 
team following surgical and oncological principles. 
Following general anesthesia with tracheal intubation, 
invasive arterial blood pressure and central venous 
pressure were monitored during the procedure. Patients 
were placed in the supine or semilateral position. The 
position was further adjusted with the operating table 
as needed. CO2 pneumoperitoneum was performed 
to maintain intra-abdominal pressure at 14 mmHg (1 
mmHg = 0.133 kPa). Five trocars were typically placed 
in the abdomen, and a 30-degree rigid laparoscope was 
used. Laparoscopic ultrasonography was used to locate 
the lesion and identify the important pipeline structures 
around the lesion. The round ligament and the falciform 
ligament were dissected until the secondary porta hepatis 
was revealed. The liver was completely mobilized 
by dissecting the ligaments around the liver. The 
appropriate fixation angle was selected by pulling the 
falciform ligament. The free ligamentum teres hepatis 
was reattached to the abdominal wall with a Hem-o-lok 
clip or endoscopic suture. The extent of removal was 
evaluated to determine whether the gallbladder could be 
preserved. The first hepatic hilar blood flow occlusion 
device was pre-placed through the foramen of Winslow 
to perform the Pringle operation. The liver parenchyma 
was transected with a harmonic scalpel (Ethicon Endo-
Surgery, USA). After transection, the stump was clipped 
with a Hem-o-lok clip or titanium clip. Laparoscopically, 
the thick stump was closed with a linear cutting closure 
and sutured with Prolene 5.0 for hemostasis. The 
specimen was removed from the bag endoscopically. 
Bleeding from the incision was carefully stopped by 
bipolar coagulation, and the incision was repeatedly 
rinsed. After confirming that the section was free of 
bleeding or biliary fistulae, fibrin glue was uniformly 
sprayed on the liver wound. The traction clamp or suture 
line was incised with the harmonic scalpel and then 
removed via the port. A drainage tube was inserted, and 
the wound was closed in layers. The operating time, 
hepatic portal occlusion time, parenchymal resection 
time, and intraoperative blood loss were recorded. 
Preoperative and postoperative blood biochemical 
indices and the duration of postoperative hospitalization 
were recorded.
 To eliminate confounding variables between the two 
cohorts, propensity score matching (PSM) analysis was 
performed. This analysis was used to match variables 
of baseline characteristics that differed significantly 
between the two cohorts. A matching caliper of 0.02 and 
1:1 nearest neighbor matching were used.

2.4. Statistical analysis

Statistical analyses were performed using SPSS 24.0 
(IBM SPSS, USA). The distribution of measurements 
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between the two cohorts of patients, thus eliminating the 
influence of baseline characteristics in the current study 
(Table 2).
 Moreover, no major complications (Clavien‒Dindo 
IIIa or worse) occurred in either cohort perioperatively, 
and no patients were transferred to the ICU or died 
perioperatively.

3.2. Perioperative surgical outcomes

Next, surgical indicators in the aforementioned patients 
were compared. Results indicated that the duration 
of hepatic parenchymal detachment and the hepatic 
portal occlusion time were significantly shorter in 
the SLTH cohort than in the NSLTH cohort, while 
intraoperative blood loss was significantly less in the 
SLTH cohort than in the NSLTH cohort. In addition, 
data revealed that there were no significant differences 
in the operating time or the duration of postoperative 
hospitalization between the SLTH cohort and the 
NSLTH cohort (Table 3).

3.3. Postoperative liver function

In addition, postoperative liver function in patients 
in  bo th  cohor t s  was  compared .  The  a l an ine 
aminotransferase (ALT) and aspartate aminotransferase 
(AST) levels peaked on day 1 postoperatively and 

was analyzed in each cohort. Normally distributed 
data were expressed as the mean ± standard deviation, 
and the two-sample independent t-test was used for 
intercohort comparisons; if the data did not follow a 
normal distribution, data were expressed using the 
median (interquartile range), and nonparametric tests 
(Mann‒Whitney U test) were used for intercohort 
comparisons. Numerical data are expressed as 
frequencies (percentages), and the differences between 
the two cohorts were compared using the chi-square test. 
A P value < 0.05 was considered to indicate statistical 
significance.

3. Results

3.1. Baseline characteristics

First, the baseline characteristics of patients were 
compared, and significant differences between the 
two cohorts were noted in terms of BMI, Child‒Pugh 
classification, and preoperative AST level (Table 1). 
The differences in these three indicators may affect 
the evaluation of the effectiveness of SLTH in surgery. 
Therefore, PSM analysis was used to select patients 
from the two cohorts at a 1:1 ratio. Ultimately, through 
PSM analysis, 102 patients were selected from each 
cohort and their baseline characteristics were compared. 
There were no significant differences in any indicator 

Table 1. Comparison of patients' baseline characteristics

Age (years)
Sex
     Male
     Female
Child‒Pugh class
     A
     B
BMI (kg/m2)
Pathological diagnosis
     Hepatocellular carcinoma
     Hepatic hemangioma
Alpha-fetoprotein (ng/mL)
     0-400
     > 400
Cirrhosis
     Yes
     No
Tumor location
     Segment 5
     Segment 6
     Segment 7
     Segment 8
     Junction of segments 5-6
     Junction of segments 5-8
     Junction of segments 6-7
     Junction of segments 7-8
     Other
Preoperative ALT
Preoperative AST

SLTH cohort (n = 135)

49.42 ± 11.06

  64
  71

124
  11

22.03 ± 2.37

  62
  73

  90
  45

  55
  80

  27
  26
  34
  26
    4
    8
    6
    2
    2

16.22 ± 4.67
19.29 (3.78)

NSLTH cohort (n = 141)

48.53 ± 11.06

  66
  75

138
    3

21.42 ± 2.27

  68
  73

  89
  52

  61
  80

  23
  24
  36
  34
    4
  10
    6
    2
    2

16.29 ± 4.43
18.85 (3.31)

P values

0.504

0.921

0.045

0.030

0.702

0.537

0.671

0.991

0.904
0.049
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did not differ significantly between the two cohorts. 
The ALT and AST levels in both cohorts gradually 
decreased. Notably, the ALT and AST levels were 
significantly lower in the SLTH cohort than in the 
NSLTH cohort on day 5 postoperatively. Seven days 
postoperatively, the ALT and AST levels in both cohorts 
had decreased to normal levels (Table 4).

4. Discussion

In LRPH, several methods, such as intraoperative 
position changes (8), adjustment of the trocar layout (10-
11), and liver suspension and surgical glove techniques 
(12,14), have been widely used in clinical practice to 
expand the surgical field and reduce the difficulty of 

Table 2. Comparison of patients' baseline characteristics after PSM

Age (years)
Sex
     Male
     Female
Child‒Pugh class
     A
     B
BMI (kg/m2)
Pathological diagnosis
     Hepatocellular carcinoma
     Hepatic hemangioma
Alpha-fetoprotein (ng/mL)
     0-400
     > 400
Cirrhosis
     Yes
     No
Tumor location
     Segment 5
     Segment 6
     Segment 7
     Segment 8
     Junction of segments 5-6
     Junction of segments 5-8
     Junction of segments 6-7
     Junction of segments 7-8
     Other
Preoperative ALT U/L
Preoperative AST U/L

SLTH cohort (n = 102)

49.40 ± 11.48

47
55

100
2

21.67 ± 2.01

45
57

69
33

40
62

23
22
25
19
3
4
3
2
1

15.60 (6.60)
19.34 (3.82)

NSLTH cohort (n = 102)

48.33 ± 11.15

49
53

99
3

21.91 ± 2.20

44
58

68
34

38
64

18
20
22
25
4
5
4
2
2

16.70 (4.70)
19.17 (3.55)

P values

0.501

0.779

1.000

0.405

0.888

0.881

0.773

0.964

0.378
0.360

Table 3. Comparison of perioperative surgical outcomes between the two cohorts after PSM

Operating time (min)
Parenchymal transection time (min)
Blood loss (mL)
Hospitalization (day)
Hepatic portal occlusion time (min)

SLTH cohort (n = 102)

  226.00 (130.00)
102.00 (76.00)
100.00 (64.00)
10.00 (3.00)

  25.00 (27.00)

NSLTH cohort (n = 102)

  238.00 (114.00)
  148.00 (122.00)
120.00 (70.00)
10.00 (2.00)

  40.50 (31.00)

P

   0.391
< 0.001
   0.006
   0.783
< 0.001

Table 4. Comparison of postoperative liver function in the two cohorts after PSM

ALT (U/L)
     Day 1 postoperatively
     Day 5 postoperatively
     Day 7 postoperatively
AST (U/L)
     Day 1 postoperatively
     Day 5 postoperatively
     Day 7 postoperatively

SLTH cohort (n = 102)

  277.9 (64.70)
49.70 (4.80)
16.05 (6.20)

302.19 ± 76.49
  51.98 ± 17.22
15.97 ± 4.39

NSLTH cohort (n = 102)

289.40 (59.1)
  65.50 (4.60)
  17.50 (4.70)

  297.7 ± 67.53
  60.77 ± 18.21
16.94 ± 4.52

P

   0.076
< 0.001
   0.057

   0.714
   0.045
   0.203
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surgery. The liver hanging maneuver was first used 
in open right hepatectomy by Belghiti et al. (18). The 
specific procedure consisted of establishing a channel 
between the inferior vena cava and the liver parenchyma 
and then passing a pulling sling through, which was 
perforated between the right hepatic vein and the middle 
hepatic vein. By pulling the sling to help expose the deep 
portion of liver, compressing the intrahepatic vessels 
and guiding the direction of resection, the hanging liver 
maneuver can effectively shorten the operating time and 
reduce intraoperative bleeding. However, this technique 
involves certain surgical difficulties and risks. First, the 
anterior inferior vena cava is not visible, so surgical skill 
is required (19). Additionally, short hepatic veins are at 
risk of rupture. Second, this procedure is associated with 
considerable anatomic risk at the second hepatic hilum. 
Finally, the blind establishment of channels for tumors 
near the diaphragm may lead to tumor rupture (20). Thus, 
the conventional liver hanging maneuver is difficult to 
perform laparoscopically.
 Therefore, an improved liver hanging maneuver was 
proposed (12). Instead of dissecting the hepatic vein 
at the second portal, the pulling sling is placed on the 
right side of the right hepatic vein after dissection of 
the deltoid ligament is completed. Moreover, the right 
adrenal gland and inferior vena cava were selected to 
avoid injury to the short hepatic vein. This technique 
significantly reduces the risk of surgery. These string-
based techniques help to expose the liver, reduce 
bleeding, and shorten the operating time (21). However, 
many of the drawbacks of the liver hanging maneuver 
remain unavoidable during laparoscopic procedures. 
For example, the pulled sling occupies an already 
limited space and blocks the surgeon's instruments. 
The direction of the sling is limited by port positioning 

during laparoscopy and cannot meet the surgeon's 
requirements. In addition, applying sufficient pressure to 
the vasculature to occlude some of the blood flow, as is 
done in open surgery, is difficult.
 More recently, surgical glove techniques have 
been used in laparoscopic right hepatectomy (14,18). 
This procedure consists of the following steps. After 
transection of the right deltoid ligament and the coronal 
ligament, water-injected gloves are placed behind the 
right liver. The pressure of the water capsule pushes the 
right liver forward and to the left, leading to the exposure 
of deep liver tissue. The advantages of this technique 
are the relative ease with which it is performed, the 
low level of risk, and the short preparation time. As the 
water capsule pushes the liver forward and to the left, it 
narrows the distance between the surgeon and the liver. 
This technique increases the exposure of the posterior 
hepatic field and the angle of operation. This technique is 
considered to reduce the duration of hepatic amputation 
and blood loss. The surgical glove technique seems to be 
more beneficial than conventional LRPH. When treating 
large tumors on the right side of the liver, however, the 
water capsule may further reduce the surgical field. 
Additionally, the liver is deformed by compression from 
the water capsule, which may lead to a change in the 
section surface after the removal of the water capsule.
 Compared to the aforementioned techniques 
to increase the exposure of the right liver during 
laparoscopic surgery, the most striking features of SLTH 
are that it is simple and virtually risk-free. In LRPH, 
the space to manipulate the diaphragmatic surface of 
the liver is usually adequate due to the establishment of 
pneumoperitoneum, while the exposure of the hidden 
surface is difficult and unstable. This technique increases 
the space for the hidden surface of the right side of the 

Figure 1. Stretching of the ligamentum teres hepatis. (A) A traction thread was sutured at the stump of the ligamentum teres hepatis. (B) Tissue 
clamps with fixed traction sutures. (C) A hook needle is used to guide the traction suture outside of the body. (D) External traction and fixation.
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liver through suspension of the ligamentum teres hepatis 
so that the right side of the liver hangs in the abdominal 
cavity. Therefore, the assistant can more easily and 
stably assist the surgeon in exposing and transecting the 
right side of the liver. After liver dissection is complete, 
the right liver can be optionally rotated by pulling the 
ligamentum teres hepatis to select a more convenient 
surgical section. In addition, the sutured ligamentum teres 
hepatis is more solid than the sutured liver parenchyma, 
so the pulling strength is ideal and bleeding is rare.
 Moreover, fixation of the ligamentum teres hepatis 
can better expose the hidden surface of the liver and 
facilitate observation of and surgery on deeper portions. 
As methods of detecting liver-related diseases improve, 
we will be able to detect smaller liver tumors earlier. Due 
to its lower risk and the ease with which it is performed, 
SLTH seems to be more suitable for small areas of liver 
resection.
 The current study successfully used SLTH to 
increase the exposure of the liver in LLR. SLTH was 
feasible in all patients after screening. Compared to the 
NSLTH cohort, the SLTH cohort had a shorter duration 
of liver parenchymal detachment, a shorter hepatic 
portal occlusion time, and less intraoperative blood loss. 
Results indicated that the SLTH is a simple, safe, and 
effective surgical approach. This approach could increase 
the exposure of the right liver and reduce surgical 
difficulty, which may accelerate the early restoration of 
postoperative liver function.
 This study had several limitations. First, identifying 
the ligamentum teres hepatis is difficult in patients 
who have undergone prior abdominal surgery. In these 
patients, the upper abdomen, and especially the liver, is 
strongly attached to the abdominal wall. Second, the liver 
has to be fixed multiple times in the event of multiple 
tumors. Third, the sample size was relatively small, and 
the follow-up was too short. Therefore, a larger sample 
size is needed and follow-up needs to be longer for 
further verification.

Funding: This work was funded by grants from the 
National Nature Science Foundation of China (grant 
nos. 81100305, 81470876, and 82370643), the Key 
Research and Development Program of Heilongjiang 
Province (grant no. 2024ZX12C28), the Natural 
Science Foundation of Heilongjiang Province (grant no. 
LC2018037), and the Postdoctoral Scientific Research 
Development Fund of Heilongjiang Province (grant no. 
LBH-Q17097).

Conflict of Interest: The authors have no conflicts of 
interest to disclose.

References

1. Alkhalili E, Berber E. Laparoscopic liver resection 
for malignancy: A review of the literature. World J 

Gastroenterol. 2014; 20:13599-13606.
2. van der Heijde N, Ratti F, Aldrighetti L, Benedetti 

Cacciaguerra A, Can MF, D'Hondt M, Di Benedetto F, 
Ivanecz A, Magistri P, Menon K, Papoulas M, Vivarelli 
M, Besselink MG, Abu Hilal M.. Laparoscopic versus 
open right posterior sectionectomy: An international, 
multicenter, propensity score-matched evaluation. Surg 
Endosc. 2021; 35:6139-6149.

3. Makki K, Chorasiya VK, Sood G, Srivastava PK, Dargan 
P, Vij V. Laparoscopy-assisted hepatectomy versus 
conventional (open) hepatectomy for living donors: When 
you know better, you do better. Liver Transpl. 2014; 
20:1229-1236.

4. Gotohda N, Cherqui D, Geller DA, et al . Expert 
Consensus Guidelines: How to safely perform minimally 
invasive anatomic liver resection. J Hepatobiliary 
Pancreat Sci. 2022; 29:16-32.

5. Han HS, Yoon YS, Cho JY, Hwang DW. Laparoscopic 
liver resection for hepatocellular carcinoma: Korean 
experiences. Liver Cancer. 2013; 2:25-30.

6. Inoue Y, Suzuki Y, Fujii K, Kawaguchi N, Ishii M, 
Masubuchi S, Yamamoto M, Hirokawa F, Hayashi M, 
Uchiyama K. Laparoscopic liver resection using the 
lateral approach from intercostal ports in segments VI, 
VII, and VIII. J Gastrointest Surg. 2017; 21:2135-2143.

7. Tarantino G, Magistri P, Serra V, Berardi G, Assirati G, 
Ballarin R, Di Benedetto F. Laparoscopic liver resection 
of right posterior segments for hepatocellular carcinoma 
on cirrhosis. J Laparoendosc Adv Surg Tech A. 2017; 
27:559-563.

8. Belli G, Fantini C, D'Agostino A, Cioffi L, Limongelli 
P, Russo G, Belli A. Laparoscopic segment VI liver 
resection using a left lateral decubitus position: A 
personal modified technique. J Gastrointest Surg. 2008; 
12:2221-2226.

9. Chen JC, Zhang RX, Chen MS, Xu L, Chen JB, Yang 
KL, Zhang YJ, Zhou ZG. Left jackknife position: A novel 
position for laparoscopic hepatectomy. Chin J Cancer. 
2017; 36:31.

10. Chiow AK, Lewin J, Manoharan B, Cavallucci D, Bryant 
R, O'Rourke N. Intercostal and transthoracic trocars 
enable easier laparoscopic resection of dome liver lesions. 
HPB (Oxford). 2015; 17:299-303.

11. Lee W, Han HS, Yoon YS, Cho JY, Choi Y, Shin HK. 
Role of intercostal trocars on laparoscopic liver resection 
for tumors in segments 7 and 8. J Hepatobiliary Pancreat 
Sci. 2014; 21:E65-68.

12. Kim JH, Ryu DH, Jang LC, Choi JW. Lateral approach 
liver hanging maneuver in laparoscopic anatomical liver 
resections. Surg Endosc. 2016; 30:3611-3617.

13. Chu H, Cao G, Tang Y, Du X, Min X, Wan C. 
Laparoscopic liver hanging maneuver through the 
retrohepatic tunnel on the right side of the inferior 
vena cava combined with a simple vascular occlusion 
technique for laparoscopic right hemihepatectomy. Surg 
Endosc. 2018; 32:2932-2938.

14. Bin J, Binghai Z, Sanyuan H. Liver exposure using sterile 
glove pouch during laparoscopic right liver surgery in 
hepatocellular carcinoma patients. World J Surg. 2016; 
40:946-950.

15. Tabath M, Lim C, Goumard C, Scatton O. Surgical glove 
technique for laparoscopic liver resection. J Gastrointest 
Surg. 2020; 24:1912-1919.

16. D'Hondt M, Ovaere S, Knol J, Vandeputte M, Parmentier 
I, De Meyere C, Vansteenkiste F, Besselink M, Pottel H, 



BioScience Trends. 2025; 19(3):361-367.                                                  www.biosciencetrends.comBioScience Trends. 2025; 19(3):361-367.                                                  www.biosciencetrends.com

(367)

Verslype C. Laparoscopic right posterior sectionectomy: 
Single-center experience and technical aspects. 
Langenbecks Arch Surg. 2019; 404:21-29.

17. Jin H, Yin Z, Zhou Y, Ma T, Jian Z. Safety and feasibility 
of a laparoscopy-assisted non-anatomic resection 
technique for hepatocellular carcinoma located at right 
posterior segments in cirrhotic patients: A case-controlled 
study with propensity score matching. Dig Surg. 2018; 
35:411-418.

18. Belghiti J , Guevara OA, Noun R, Saldinger PF, 
Kianmanesh R. Liver hanging maneuver: A safe approach 
to right hepatectomy without liver mobilization. J Am Coll 
Surg. 2001; 193:109-111.

19. Liddo G, Buc E, Nagarajan G, Hidaka M, Dokmak S, 
Belghiti J. The liver hanging manoeuvre. HPB (Oxford). 
2009; 11:296-305.

20. Dokmak S, Aussilhou B, Rebai W, Cauchy F, Belghiti 
J, Soubrane O. Up-to-down open and laparoscopic liver 

hanging maneuver: An overview. Langenbecks Arch Surg. 
2021; 406:19-24.

21. Troisi RI, Montalti R. Modified hanging maneuver using 
the Goldfinger dissector in laparoscopic right and left 
hepatectomy. Dig Surg. 2012; 29:463-467.

Received February 10, 2025; Revised March 27, 2025; 
Accepted April 3, 2025.

*Address correspondence to:
Yong Ma, Department of Minimally Invasive Hepatic Surgery, 
the First Affiliated Hospital of Harbin Medical University, 
23rd Youzheng Street, Nangang District, Harbin, Heilongjiang, 
China 150001.
E-mail: mayong@ems.hrbmu.edu.cn

Released online in J-STAGE as advance publication April 9, 
2025.


