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Variations and adaptations of
associated liver partition and portal
vein ligation for staged hepatectomy
(ALPPS): Many routes to the summit
Matthew J. Edmondson, BSc,a Mikael H. Sodergren, PhD, FRCS,a Philip H. Pucher, MD, PhD,a

Ara Darzi, FACS, FRCS,a Jun Li, MD,b Henrik Petrowsky, MD,c Ricardo Robles Campos, MD,d

Alejandro Serrablo, MD,e and Long R. Jiao, MD, FRCS,a London, United Kingdom, Hamburg, Germany,
Zurich, Switzerland, and Murica and Zaragoza, Spain

Background. Our aim was to review variations from the originally described associated liver partition
and portal vein ligation for staged hepatectomy (ALPPS) procedure and relevant clinical outcomes.
Methods. A systematic review was performed in accordance with the Preferred Reporting Items for
Systematic Reviews and Meta-Analyses (ie, PRISMA) guidelines. A search of PubMed and Google
Scholar was conducted until March 2015. Inclusion criteria were any publications reporting technical
variations and descriptions of ALPPS. Exclusion criteria were insufficient technical description, data
repeated elsewhere, or data that could not be accessed in English.
Results. Initial search results returned 790 results; 46 studies were included in the final qualitative
analysis. There were several alternatives described to the first stage of complete parenchymal split.
Variations included partial ALPPS (partial split; hypertrophy of future liver remnant [FLR] 80–90%),
radiofrequency-assisted liver partition and portal vein ligation (mean FLR hypertrophy 62%),
laparoscopic microwave ablation and portal vein ligation (FLR hypertrophy 78–90%), associating liver
tourniquet and portal ligation for staged hepatectomy (median FLR hypertrophy 61%), and sequential
associating liver tourniquet and portal ligation for staged hepatectomy (FLR hypertrophy 77%) with a
potential decrease in morbidity particularly after stage I. We analyzed several other variations, including
considerations for segment IV, operative maneuvers, use of laparoscopy, identification of biliary
complications, and liver containment.
Conclusion. The current literature demonstrates a large variability in techniques of ALPPS that limits
meaningful statistical comparisons of outcomes. Not physically splitting the liver at the first stage may
decrease morbidity; however, randomized controlled trials are needed to determine benefits in technical
variations. (Surgery 2016;159:1058-72.)
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SURGERY
for staged hepatectomy (ALPPS).1 ALPPS aims
to increase the proportion of patients deemed
operable and decrease the dropout rate from the
classic, 2-stage liver resection. ALPPS is performed
by separating the future liver remnant (FLR) and
diseased hemiliver in the first stage with an in-situ
“split,” in combination with portal vein ligation
(PVL). The landmark paper by Schnitzbauer
et al2 showed that rapid hypertrophy of the FLR
could be achieved in a very short period of time
(median FLR hypertrophy of 74% in 9 days); de
Santibanes et al3 subsequently coined the term
ALPPS.



Studies through database searching
n = 790

Studies retrieved for more detailed 
evaluation 

n = 532

Duplicates excluded = 258

Potentially appropriate studies to be 
included in the systematic review 
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Studies included in systematic review
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Insufficient technical description n = 37
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Duplicate of data n = 3

Fig 1. Preferred Reporting Items for Systematic Reviews and Meta-Analyses (i.e., PRISMA) diagram.
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The initial report of a serious complication rate
(Clavien-Dindo [CD] $III) of 44% and a mortality
rate of 12% for ALPPS2 lead to concerns among
the surgery community and raised questions
regarding its role and indications.4-6 Recently pub-
lished data from the ALPPS registry1 suggested
that the high morbidity associated with ALPPS is
less when treating patients younger than 60 years
of age and those with colorectal liver metastases,
whereas those patients with gallbladder cancer
and cholangiocarcinoma had poorer outcomes.
These studies raise important questions for future
patient selection. The results of this more-recent
registry report were more encouraging, with a 90-
day mortality of 9% and serious complications
($CD IIIb) of 27%.1

The mechanism behind the increased FLR
hypertrophy in ALPPS is yet to be determined
fully. Traditionally, this hypertrophy was believed
related to the cessation of blood flow between the
diseased segment/s and the FLR. Schlegel et al7

describe an rodent study in which they reported
increased levels of interleukin-6 in the plasma
and increased levels of interleukin-6 and tumor ne-
crosis factor-a in liver tissue 1 hour after step I of
ALPPS compared with PVL in both mice and hu-
mans. The authors reported that the rapid hyper-
trophy of the liver parenchyma after step I of
ALPPS may be associated with a systemic increase
of circulating growth factors released as part of
an inflammatory reaction to the parenchymal split.

Since its introduction, ALPPS now acts as an
umbrella term under which many variations and
adaptations exist. A main driver for further inno-
vation is the goal of decreasing morbidity and
mortality while maintaining a more rapid and
robust FLR hypertrophy. Within this context, it is
vital that each variation should be subject to the
same scrutiny and debate to avoid unnecessary
harm during the “innovation” phase of develop-
ment.8 The aim of this systematic review was to re-
view the literature for variations from the originally
described ALPPS technique and summarize rele-
vant adaptations in technique and associated clin-
ical outcomes.

METHODS

A systematic review was performed in accor-
dance with the Preferred Reporting Items for
Systematic Reviews and Meta-Analyses (ie,
PRISMA) guidelines. A search of PubMed and
Google Scholar was conducted until March 2015.
The following search terms were used: ALPPS or
liver partition or portal vein ligation. After de-
duplication, results were first searched for relevant
titles and abstracts. In addition, reference lists were
hand-searched for other relevant articles that may
have been missed. Inclusion criteria included pub-
lications, abstracts, and journal letters describing
the ALPPS technique or its technical variations.
Exclusion criteria included any publication that
could not be accessed in English, did not contain
sufficient technical description, or contained data
repeated elsewhere. Full-text versions of candidate
studies were then retrieved and considered for
final inclusion according to agreed-on selection



Table I. Method and outcomes of studies reporting a variation to complete in-situ split in the first stage,
with registry data included for comparison

Reference Method n
FLR

growth (%)
Resection

type

Time between
stage 1 + pre-stage

2 imaging, d

Time between
stage 1 and
stage 2, d

Schadde et al,1 2014
Ann Surg (Registry)

Complete split 202 Median 80 RH
RT ± Sg 1
Other

Median 7 —

Alvarez et al,9 2015
Ann Surg

Partial split 21 Mean 90 RH
RT
LT

Median 6 —

Petrowsky et al,10 2015
Ann Surg

Partial split 6 Median 60 RH
RT
LT

Median 7 Median 11

Gringeri et al,16 2015
Ann Surg

Microwave ablation 1 78 RT - Sg 1 — 10

Cillo et al,17 2015
Ann Surg Oncol

Microwave ablation 1 90 RT 9 15

Sodergren et al,13 2015
HPB

Radiofrequency
ablation

12 Mean 62 RH Mean 21 —

Robles Campos
et al,18 2014

Cir Esp

Tourniquet (+PVE) 1 77 RT 7 (after PVE) 12

Robles et al,19 2014
Br J Surg

Tourniquet (+PVL) 22 Median 61 RH
RT

7 Median 11

CCI, Comprehensive complication index; CD, Clavien-Dindo; FLR, future liver remnant; LT, left trisectionectomy; PHLF, posthepatectomy liver failure;
PVE, portal vein embolization; PVL, portal vein ligation; RH, right hepatectomy; RT, right trisectionectomy; Sg, segment.
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criteria. Both literature search and data extraction
were undertaken by 2 independent reviewers (M.E.
and M.S.), with any disagreement resolved by
consensus.

After evaluation of the operative techniques
reported in the literature, the following variations
were selected for detailed analysis: (1) variations in
first-stage splitting of the liver parenchyma; (2) use
of ALPPS for salvage or rescue; (3) specific
considerations for preventing ischemia of segment
IV; (4) specific operative maneuvers (Pringle,
hanging, anterior approach); (5) use of a laparo-
scopic approach at either stage; (6) methods to
identify biliary complications; (7) use of a bag or
protective film to contain the diseased hemiliver;
and (8) number and position of segments
resected.

RESULTS

Initial results of the literature search included
790 publications, which was decreased to 532 after
we removed duplicates; 94 full-text articles were
retrieved for analysis, of which 46 were included in
the final qualitative synthesis and assessed for the 8
types of technical variation (Fig 1).
Variations in first-stage splitting of the liver
parenchyma. Partial split. Two groups compared
ALPPS with a technical variation with a partial
rather than complete physical separation of the
liver parenchyma. Alvarez et al9 defined a partial
split based on the anatomy of the middle hepatic
vein. The authors reported that in comparison
with a partial split, total parenchymal transection
was an independent predictor of postoperative
complications (rate of postoperative complications
38% vs 89%, P = .049). There was no significant dif-
ference in FLR hypertrophy between the partial
and total ALPPS group. Petrowsky et al10 described
a partial split that is between 50 and 80% of the to-
tal transection surface, with the variation deter-
mined by the location and preservation of
hepatic veins. The authors reported no difference
in liver hypertrophy between partial and full paren-
chymal splitting (60% vs 61% median FLR hyper-
trophy), but a much greater morbidity after the
first stage was reported when a full parenchymal
split was used (rate of severe complications
CD $ IIIb 0% vs 33%). Both groups discuss the
role of increased portal vein pressure and venous
congestion within the FLR and hypothesized that



Table I. (Continued)

Stage 1 Stage 2

Operative
time, min

Morbidity (%)
PHLF/
biliary
leak, %

Operative
time, min

Morbidity (%)
PHLF/
biliary
leak, %

Overall
morbidity, %

In hospital
mortality,

%CD < IIIb
CD $
IIIb CD < IIIb CD $ IIIb

327 — — — 156 — — — 40 ($CD IIIa)
28 ($CD IIIb)

9.4

— — — — — — — — 38 —

— — 0 — — — 33 — 15 (median
CCI)

0.0

120 — — — 215 100 0 0 100 0.0

170 — — — 630 0 0 0 — 0.0

— 8 0 — — 0 17 (>CD III) — 17 8.3

120 — — — 300 100 0 100 100 0.0

125 27 0 22 150 27 9 31 63 9.0
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these changes in portal venous flow and pressure
propagate postoperative liver injury and failure. Al-
varez et al9 measured portal pressure in both stages
for 3 patients and found that clamping of the he-
patic artery led to an increase in portal pressure
during the first but not the second stage, which
was attributed to the arterialized diseased hemi-
liver playing a role in decreasing the portal pres-
sure until the FLR had increased in size.

Radiofrequency-assisted liver partition with portal
vein ligation (RALPP). Radiofrequency ablation
(RFA) is an established technique for the treat-
ment of hepatic tumors that uses rapidly alter-
nating currents to produce coagulative necrosis of
the hepatic parenchyma.11 Gall et al12 reported a
modification of ALPPS by using RFA during a lapa-
roscopic first stage to produce a line of avascular
necrosis along the future line of transection,
termed RALPP. Hypothetically, this technique
ceases blood flow from the FLR to the diseased
hemiliver while inducing FLR hypertrophy without
a physical parenchymal split. In a case-controlled
study comparing RALPP with portal vein emboliza-
tion (PVE) in 20 patients (12 RALPP vs 8 PVE),
Sodergren et al13 reported no bile leaks in the
RALPP group after stage I and a comparable liver
function profile to PVE after stage II; the mean
percentage increase in the FLR volume was
62 ± 16 measured after a mean of 21 ± 7 days after
the first stage of RALPP compared with a mean
percentage increase of 16 ± 12 after PVE was
measured after 52 ± 15 days (P < .001). Further-
more, Sodergren et al14 performed a case-
matched comparison of RALPP and ALPPS in 36
patients (12 RALPP vs 24 ALPPS patients matched
1:2) and reported no statistical differences in a
median 54% increase (range, 27–95%) in FLR in
the RALPP group after a median of 20 days (range,
11–34) compared with a median increase in FLR
of 67% (range, 22–182%) after a median of
21 days (range, 13–101) in the ALPPS group. After
the first stage, again there were no differences in
serious complications, one serious complication
(CD $ IIIb) in the ALPPS group and none in
the RALPP group, and after the second stage,
there were 3 serious complications in the ALPPS
group and 1 in the RALPP group.

Laparoscopic microwave ablation and portal vein
ligation for staged hepatectomy (LAPS). Similar to
RFA, microwave ablation (MWA) is used in the
treatment of hepatic tumors by the use of electro-
magnetic microwaves to produce coagulative
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necrosis.15 Gringeri et al16 reported a case study in
which they used MWA during the first stage via a
laparoscopic approach along the future plane of
transection, with the aim of preventing blood
flow to the diseased hemiliver from the FLR and
inducing FLR hypertrophy, termed LAPS. The au-
thors reported a 78% FLR growth and one CD II
complication, with minimal adhesions at the sec-
ond stage performed after 10 days. Further out-
comes are described in Table I. Cillo et al17

reported a case study in which they used the
same first-stage technique, but they performed
stage II laparoscopically, with resection of the
diseased hemiliver through a 10-cm Pfannenstiel
incision. The authors reported a 90% FLR growth
over 9 days with no complications.

Associating liver tourniquet and portal ligation for
stage hepatectomy (ALTPS). This variation uses a
tourniquet to ensure parenchymal compression
and cessation of blood flow across the future line
of transection while avoiding a physical split. ALTPS
has been described in 3 studies.18-20 Robles et al19

used a 1-cm deep groove to place and tighten a
3-mm Vicryl (V152; Ethicon, Somerville, New Jersey,
USA) tourniquet, after which ultrasonography
confirming occlusion of the vessels between the 2
hemilivers. This technique was termed ALTPS.
The case series included 22 patients, in whom the
authors reported a median FLR growth of 61%
over 7 days and a morbidity of 27% and 36% for
stage I and stage II, respectively (including all types
of complications). Median hospital stay, including
both surgical stages, was 16 days. Cai et al20

reported a similar technique performed laparos-
copically. They used a Flocare nasogastric tube
(Nutricia Advanced Medical Nutrition, BG Schipol,
Airport, The Netherlands) as a tourniquet with a
guidewire inside and passed the ends through a
thorax tube that was used to allow tightening
during the laparoscopic procedure. The authors
reported no postoperative bile leakage. Further out-
comes for all techniques of a noncomplete physical
split are summarized in Table I, and a comparison
with the ALPPS registry data is provided.

Sequential ALTPS. Robles Campos et al18 re-
ported the use of ALTPS in conjunction with a de-
layed PVE for perihilar tumors to allow a
“nontouch” approach to be followed with the aim
of decreasing tumor spread, called sequential
ALTPS. The first stage consisted of applying the
tourniquet as described previously in ALTPS but
without ligating the portal vein and performing
PVE on the fourth day postoperatively. The au-
thors hypothesized that the delayed cessation of
blood flow may be related to a decreased impact
and severity of venous congestion in the FLR,
possibly attenuating the risk of postoperative liver
failure. The patient described in this report was
disease-free at 18 months, and further outcomes
are included in Table I.

Use of ALPPS for salvage or rescue. ALPPS has
been used as both a method of salvage for failed
PVE and intraoperative rescue when the FLR is
deemed too small after tumor clearance. Conver-
sion to ALPPS appears successful after both PVE
and PVL with acceptable clinical outcomes (Table
II). Truant et al27 reported the largest series of 9
patients, which showed no difference in major
complications compared with subjects who had
no PVE before an in situ split.

Specific considerations for preventing segment
IV ischemia. Complete devascularization of
segment IV has been reported to cause complica-
tions through ischemic necrosis and infection,
which can be a worrisome cause of morbidity and
mortality in ALPPS.30,31 Some groups have advo-
cated for the use of antibiotics between
stages.26,32-34 Alvarez et al35 support their use to
specifically decrease the risk of infection and re-
ported no formation of an abscess or fistulae in
segment IV. The same group also hypothesized
that partial ALPPS had the potential to decrease
ischemia to segment IV as the result of a smaller
parenchymal split. Hernandez-Alejandro et al36

recommended preserving the middle hepatic
vein to prevent congestion in segment IV and to
decrease the risk of ischemia. Resection of
segment IV to avoid bile leak was performed by
Andriani.37

Specific operative maneuvers (Pringle, hanging,
anterior approach). There is intermittent report-
ing for the use of hilar vascular occlusion (Pringle)
and hanging maneuvers during the first stage of
ALPPS (Table III). Chan et al41 supported the use
of an anterior approach to enable ALPPS without
hilar inflow occlusion or mobilization of the liver.
This approach was hypothesized to minimize
both adhesions encountered at the second stage
and tumor dissemination. The authors reported
minimal adhesions at the second stage and no
long-term recurrences. Li et al48 adopted a
completely “nontouch” approach for advanced
gall bladder carcinoma with tumor infiltration
into the right or left portal vein. This technique
involved an anterior approach without liver mobi-
lization or hilar vascular occlusion; the side of
the hepatoduodenal ligament containing the infil-
trated branch of portal vein was not touched dur-
ing the first stage. PVE was then performed 2
days postoperatively, which led to FLR hypertrophy



Table II. Studies including patients converted to ALPPS after PVE or intraoperative rescue after FLR
deemed insufficient

Reference Indication n FLR after PVE or PVL
FLR after in situ

split, %

Successful
conversion

(%)

Bjornsson et al,21 2013
Case Rep Surg

Failed PVE 2 —
42 (% FLR growth)

106 (% FLR growth)
95 (% FLR growth

100

Conrad et al,22 2012
Ann Surg

Failed PVE 1 — 45 (% FLR growth) 100

Gauzolino et al,23 2013
Updates Surg

Failed PVE 1 25 (FLR/TLV) 32 (FLR/TLV) 100

Jackson et al,24 2014
Case Rep Surg

Intraoperative rescue 1 — 40–50 (FLR/TLV) 100

Lau et al,25 2015
Ann Surg

Intraoperative rescue 1 38 (FLR/TLV) 60 (FLR/TLV) 100

Nadalin et al,26 2014
Z Gastroenterol

Failed PVE 1 * * 100

Truant et al,27 2015
Eur J Sur Oncol

Failed PVE 9 — 49 (Median % FLR
growth after
failed PVE)

—

Tschour et al,28 2013
Eur J Sur Oncol

Failed PVL (± PVE) 3 30 (sFLR)
25 (sFLR)
19 (sFLR)

47 (sFLR)
41 (sFLR)
37 (sFLR)

100

Vyas et al,29 2014
J Gastrointest Cancer

Failed PVE 1 23 (FLR/TLV) 43 (FLR/TLV) 100

*No individual outcomes reported for patient.
Outcomes stated as “FLR after in-situ split” measure growth from starting FLR before initial PVE/PVL, unless stated otherwise.
ALPPS, Associated liver partition and portal vein ligation for staged hepatectomy; FLR, future liver remnant; PVE, portal vein embolization; PVL, portal
vein ligation; sFLR, standardized future liver remnant; TLV, total liver volume.
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of 86% and 65% over 6 and 14 days post-PVE,
respectively.

Use of a laparoscopic approach at either stage.
The use of laparoscopy during both stages of
ALPPS has been performed success-
fully.9,17,20,22,27,38,49,52,56 On the basis of the small
numbers available, there are subjective reports of
decreased adhesions encountered after a laparo-
scopic first stage17,38; however, a laparoscopic
approach is believed likely to be associated with
an increase in technical difficulty.38 The largest sin-
gle series was published by Sodergren et al,13 with
10 patients undergoing a laparoscopic first stage as
part of the RALPP technique The recently pub-
lished registry data contain 4 patients treated lapa-
roscopically with no serious complications
(CD $ IIIb).1 Cillo et al17 showed that an anterior
approach with a hanging maneuver can be per-
formed laparoscopically, which was combined
with MWA as part of a totally laparoscopic ALPPS.

Method to identify biliary complications. Iden-
tifying leaks at the first stage was reported by the
use of multiple methods, including the methylene
blue test,40,41 the “white test,”26 and hydraulic
testing.9,19,35,44 Cholangiography was used
commonly for the second stage.33,35,44 Dokmak
and Belghiti45 ligated the bile duct in all patients
in an effort to accelerate hypertrophy; however,
they reported that 88% of patients developed
biliary fistulas and bilomas from the transection
surfaces. Robles et al19 compared biliary complica-
tions in those with and without bile duct ligation.
They showed rates of biliary complications in those
with and without ligation were 40% vs 8%, respec-
tively. Variations in dealing with segments IV and I
during transection also may play a role in deter-
mining bile leaks. Li et al47 reported that in pa-
tients with bile leaks, the segment IV bile duct
was responsible. The authors put forward a recom-
mendation to perform preoperative investigations
of anatomy to identify variations biliary anatomy.
Knoefel et al46 recommended taking segment I
consistently during right trisectionectomy, even if
it had no tumor infiltration, because this would
aid bile duct preparation during transection and
decrease potentially the risk of bile leakage.

Use of a bag or protective film to contain the
diseased hemiliver. The method of containing the
diseased hemiliver or covering of the transection
surfaces varies widely. Commonly, a plastic bag or



Table III. Summary of the technical variations for included papers

Laparoscopic Biliary system

Author Year Journal n Resection type(s) Stage 1 Stage 2 Stage 1 Stage 2

Containment of
DH

and transection
surfaces Maneuvers

Schnitzbauer
et al,2

(original
description
of ALPPS)

2012 Ann Surg 25 R trisectionectomy
+ Sg 1 or +
SubSg 2

— — — — Plastic bag Pringle
(n = 6)

Alvarez et al9 2015 Ann Surg 30 R hepatectomy
R trisectionectomy
L trisectionectomy

Yes
(n = 1)

Yes
(n = 1)

Hydraulic test,
cholangiography

— Plastic bag
or sheath

Intermittent
pringle
(n = 9)

Alvarez et al35 2013 J Gastrointest
Surg

15 R hepatectomy
R trisectectionectomy
L trisectectionectomy

— — Cholecystectomy,
hydraulic testing,
cholangiography

Cholangiography Plastic bag Intermittent
pringle
(n = 5)

Andriani37 2012 Ann Surg 2 R trisectionectomy — — — — Plastic bag —
Bjornsson

et al21
2013 Case Rep

Surg
2 R trisectionectomy

R hepatectomy
— — — — Plastic bag No pringle

Brustia et al38 2013 J Am Coll
Surg

6 R hepatectomy
R trisectionectomy

Yes
(n = 1)

Yes
(n = 1)

— — Type I
acellular
collagen
membrane,
TachoSil
sponges

Hanging
(n = 3),
Anterior
approach

Cai et al20 2014 J Laparoen-
dosc Adv
Surg
Tech A

1 R hepatectomy Yes
(n = 1)

Yes
(n = 1)

— — — —

Cavaness
et al39

2013 J Gastrointest
Surg

1 R trisectionectomy
+ Sg 1

— — — — Plastic bag —

Chan et al40 2014 World J
Gastroenterol

1 R trisectionectomy — — Methylene blue test — None Anterior
approach

Chan et al41 2014 Ann Surg 1 R trisectionectomy — — Methylene blue test — None No Pringle,
Anterior
approach

Chia et al42 2014 Int J Surg
Case Rep

1 R trisectionectomy — — Cholecystectomy,
“leak” test

— None No Pringle,
Anterior
approach

(continued)
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Table III. (continued)

Laparoscopic Biliary system

Author Year Journal n Resection type(s) Stage 1 Stage 2 Stage 1 Stage 2

Containment of
DH

and transection
surfaces Maneuvers

Cillo et al17 2015 Ann Surg
Oncol

1 R trisectionectomy Yes
(n = 1)

Yes
(n = 1)

Cholecystectomy No Pringle

Conrad
et al22

2012 Ann Surg 1 R trisectionectomy +
Sg 1

Yes
(n = 1)

— — — Plastic sheath —

de Santibanes
et al43

2012 World J
Surg

3 R hepatectomy
R trisectionectomy

— — — — — —

de Santibanes
et al44

2014 J Am Coll
Surg

2 R hepatectomy +
Sg 2,3

— — Cholecystectomy,
hydraulic test,
cholangiography

Cholangiography,
hydraulic test

Plastic sheath
between cut
surfaces

Pringle
(n = 2),
Hanging
(n = 2)

Dokmak and
Belghiti45

2012 Ann Surg 8 R trisectionectomy
R hepatectomy

— — Bile duct ligation
(n = 8)

— — —

Gall et al12 2015 Ann Surg 5 R hepatectomy Yes
(n = 4)

— — — — —

Gauzolino
et al23

2013 Updates
Surg

4 R trisectionectomy
R hepatectomy
L hepatectomy +

Sg 1

— — — — Plastic bag Hanging,
Pringle
(n = 1)

Gringeri et al16 2015 Ann Surg 1 R trisectionectomy –
Sg 1

Yes
(n = 1)

— — — — —

Herman et al34 2015 J Gastrointest
Cancer

7 R hepatectomy
R trisectionectomy

— — — — Adhesion
barrier
film

—

Hernandez-
Alejandro
et al36

2014 Surgery 14 R trisectionectomy — — — — Plastic bag
(n = 4)

—

Ielpo et al32 2013 Hepatogastro-
enterology

6 R trisectionectomy ±
Sg 1

— — — — Fibrin sealant —

Jackson et al24 2014 Case Rep
Surg

1 R hepatectomy — — Cholecystectomy — Argon beam
coagulation,
fibrin glue,
plastic
wrapping

Intermittent
Pringle

(continued)
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Table III. (continued)

Laparoscopic Biliary system

Author Year Journal n Resection type(s) Stage 1 Stage 2 Stage 1 Stage 2

Containment of
DH

and transection
surfaces Maneuvers

Knoefel
et al46

2013 Br J Surg 7 R trisectionectomy
+ Sg 1

— — Cholecystectomy — Plastic bag
(stage 1),
haemostatic
sponge
(stage 2)

—

Lau et al25 2014 Ann Surg 1 R hepatectomy — — — — Seprafilm
adhesion
barrier

Anterior
Approach

Li et al47 2013 J Gastrointest
Surg

9 R trisectionectomy — — — — Plastic bag or
silicone
sheeting

—

Li et al48 2016 Ann Surg 2 R trisectionectomy — — — — Drains to
separate
transection
surfaces

Anterior
approach,
non-touch
(PVE on
POD 2)

Machado
et al49

2012 Ann Surg 1 R hepatectomy Yes
(n = 1)

Yes
(n = 1)

— — — —

Machado
et al50

2013 Ann Surg
Oncol

1 R trisectionectomy +
Sg 1, 2 – Sg 4b

— — — — Bioactive
sealant

—

Nadalin
et al26

2014 Z
Gastroen-

terol

15 R trisectionectomy ±
Sg 1

— — Cholecystectomy
“White test”
for bile
leakage

— Silicone
sheeting

Hanging

Oldhafer
et al51

2014 World J Surg 7 R hepatectomy –
Sg 1 or

+ Sg 4b or + Sg 2/
4a, 3

R trisectionectomy
+ Sg 2 or + Sg 2/3

— — T-tube placed in
common bile
duct

— Plastic bag
(n = 2)

Collagen
fleece
(n = 8)

Hanging

Petrowsky
et al10

2015 Ann Surg 6 R hepatectomy
R trisectionectomy
L trisectionectomy

— — — — — Anterior
approach
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Table III. (continued)

Laparoscopic Biliary system

Author Year Journal n Resection type(s) Stage 1 Stage 2 Stage 1 Stage 2

Containment of
DH

and transection
surfaces Maneuvers

Ratti et al30 2014 Updates
Surg

8 R hepatectomy
R trisectionectomy

± Sg 1

— — MRCP
preoperatively,
if dilation or
obstruction in
right biliary tree
also performed
PTBD

— Bioactive
sealant

Intermittent
Pringle

Robles
Campos
et al18

2014 Cir Esp 1 R trisectionectomy — — — — — Nontouch
(PVE on
POD 4)

Robles et al19 2014 Br J Surg 22 R trisectionectomy
R hepatectomy

— — Cholecystectomy,
cholangiography,
bile duct ligation
(n = 10)

— — No Pringle (second
stage), Hanging
(n = 7)

Sala et al33 2012 Updates
Surg

10 R hepatectomy
R trisectionectomy
L trisectionectomy

— — — Cholangiography,
hydraulic test

Plastic bag Intermittent
Pringle
(n = 2)

Sodergren
et al13

2015 HPB
(Oxford)

12 R hepatectomy Yes
(n = 10)

— — — — —

Tanaka and
Endo31

2015 Ann Surg 7 R trisectionectomy

Torres et al52 2013 Arq Bras Cir
Dig

39 R trisectionectomy Yes
(n = 2)

Yes
(n = 2)

— — Fibrin sealant
(n = 18),
plastic
bag (n = 8)

—

Troja et al53 2014 Int J Surg 5 R trisectionectomy
± Sg 2, 3

Segmentectomy 4,
5, 8 + SubSg 3

— — — — — —

Truant et al27 2015 Eur J Surg
Oncol

62 R hepatectomy
R trisectionectomy
Other

Yes
(n = 2)

— T-tube (n = 3),
Bile duct ligation
(n = 6)

— — —

(continued)
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Table III. (continued)

Laparoscopic Biliary system

Author Year Journal n Resection type(s) Stage 1 Stage 2 Stage 1 Stage 2

Containment of
DH

and transection
surfaces Maneuvers

Tschuor
et al28

2013 Eur J Surg
Oncol

3 R trisectionectomy — — — — — —

Vennarecci
et al54

2014 Eur J Surg
Oncol

3 R hepatectomy
R trisectionectomy

— — Cholecystectomy,
Trans-cystic tube,
Biliostasis test

— Fibrin sealant Anterior
approach,
Pringle,
Hanging

Vennarecci
et al55

2014 World J
Surg

2 R hepatectomy — — — — None Anterior
approach
(n = 1),
Hanging
(n = 2)

Vyas et al29 2014 J Gastrointest
Cancer

1 R hepatectomy — — T-tube — — —

Xiao et al56 2014 Surg
Endosc

1 R hepatectomy Yes
(n = 1)

Yes
(n = 1)

Cholecystectomy — Haemostatic
materials on
surface

Anterior
approach,
Hanging

Resections were classified by use of the Brisbane 2000 nomenclature. 57

ALPPS, Associated liver partition and portal vein ligation for staged hepatectomy; DH, Diseased Hemi-liver; L, left, MRCP, Magnetic Resonance Cholangiopancreatography; POD, postoperative day; PTBD,
percutaneous transheptic biliary drainage; PVE, portal vein embolization; R, right; Sg, segment; SubSg, subsegment.
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sheath is used to contain the diseased hemiliver
(Table III). Other methods reported include
applying fibrin glue to the transection surfaces,
the use of acellular collagen membranes, argon
beam coagulation, or a combination of methods
detailed in Table III. The use of a plastic bag in
the first stage has raised concerns regarding un-
necessary laparotomies for failure of progression
to stage II and acting as a potential source of infec-
tion.41 Chan et al40,41 supported the use of no bag
or protective film made viable by the anterior
approach and the use of methylene blue testing
in the first stage to detect bile leak. Troja et al53 re-
ported performing an omentoplasty on 2 patients
in an attempt to decrease adhesions and biliary
complications.

Number and position of resected segments.
Because ALPPS has allowed the rapid growth of
what would have been considered too small for size
FLR, many variations and types of resections have
been performed successfully (Table III), including
hemihepatectomies or trisectionectomies of both
the left and right liver. ALPPS also has allowed sur-
geons to go beyond what was considered possible
previously with 2-stage hepatectomy, allowing an
increase in the number of segments resected and
a decrease in the size of FLR immediately after
stage I. Examples include resections leaving the
FLR consisting of only segments I and IV,44 seg-
ments I and IVb,51 and monosegmental FLRs.9

DISCUSSION

Since the original description by Schnitzbauer
et al,2 the ALPPS technique has taken many routes,
sparking both intense enthusiasm as well as skepti-
cism alike among the surgery community. It is still
unclear where the technique should fit within the
surgeon’s armament. This review outlines the main
technical variations in the ALPPS technique as well
as relevant clinical outcomes. The most important
contribution of ALPPS is the rapid hypertrophy of
liver parenchyma FLR and, therefore, the accep-
tance of a decrease in the estimated size of the
FLR required to avoid posthepatectomy liver fail-
ure. ALPPS has enabled larger resections, and
even the acceptance of a monosegmental FLR
(because of its expected hypertrophy)9 to become
a possibility.58 This increase in hypertrophy of the
FLR raises the threshold for what is considered
resectable, theoretically decreasing the proportion
of patients who do not reach second stage.

Despite this enthusiasm, there is a lack of evi-
dence to guide clinicians about the most appro-
priate role for ALPPS in liver surgery. To date, there
is no Level 1 evidence that illustrates the benefit of
ALPPS over PVE and 2-stage resections, and with a
greater number of technical variations emerging,
meaningful comparisons of clinical outcomes are
difficult to make. To our knowledge, the only
registered, randomized controlled trials recruiting
currently are the Scandinavian multicenter Liver
Growth Stimulation in Advanced Colorectal Liver
Metastatic Disease (LIGRO) trial (ALPPS vs PVE)
and the Regeneration of Liver: Portal Vein Embo-
lization Versus Radiofrequency Assisted Ligation
for Liver Hypertrophy (REBIRTH) trial from
Imperial College London (RALPP vs PVE).

Containment of the transection surfaces and
the diseased hemiliver remains a point of conten-
tion, offering both potential advantages and down-
falls. The primary aim of containment is to
decrease the formation of adhesions between
stages I and II and to contain bile leakage from
the transection surfaces. The use of a plastic bag to
contain the diseased hemiliver or a plastic sheath
between transection surfaces is well described, but
in situations in which a patient is not able to
progress to the second stage, these plastic foreign
bodies cannot be left in situ long term and require
removal operatively. Bioactive sealants, such as
fibrin and acellular collagen membranes, have
been used to prevent adhesions and bile ducts
without leaving a foreign body within the
abdomen. Not containing the transection surfaces
or diseased hemiliver is increasingly popular, with
some groups recommending the use of an anterior
approach to avoid mobilization of the liver and
hence, theoretically, to decrease the risk of adhe-
sions.25,40,41,48,55 Bile leaks are a clinically impor-
tant source of complications within ALPPS and
can lead to serious morbidity secondary to sepsis.19

Avoiding ligation of the bile duct at the first stage
may be beneficial in decreasing biliary fistulae and
leakage from the cut surface. A variety of tech-
niques to identify bile leaks at the first stage are
used; however, data relating to efficacy in
decreasing complications are lacking.

Technical variations to splitting the liver, such as
RALPP12 and LAPS,13 offer advantages in this re-
gard, because transection is performed through
an avascular groove in the second stage without
the need for containment of any transection sur-
face between stages. Furthermore, the majority of
patients are able to leave hospital before the second
stage, thereby decreasing overall costs of the 2-stage
procedure. Laparoscopic surgery is well known to
be associated with a decrease in adhesions, opera-
tive trauma, and postoperative duration of
stay59,60; however, any benefit is still uncertain
regarding its use in ALPPS, and these techniques
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should be limited to experienced centers. Larger
controlled studies are still required before any
potential advantages of a laparoscopic first stage
in a 2-stage procedure can be determined.

The recently published registry data reported a
link between the Pringle maneuver and decreased
FLR hypertrophy. This systematic review has shown
that reported use of this and other maneuvers
throughout the literature is not consistent. There-
fore, we would recommend standardized reporting
of these maneuvers in future trials, including
quantification of implementation given their po-
tential impact on FLR growth. The anterior
approach also may be associated with improved
oncologic outcomes41 and has been performed in
37% of ALPPS patients.57 Segment IV is believed to
be a source of potentially severe complications if
left to become ischemic, acting as a source of
sepsis. This review found that a variety of ways
are used to try and prevent this ischemia, such as
resection of segment IV at the first stage37 or
providing antibiotics to decrease the risk of infec-
tion.35 Avoiding a physical or complete split in
the liver may help decrease the devascularization
segment IV, because avoiding a complete split
potentially limits the loss of blood supply and de-
creases the segmental surface area open to infec-
tion. Management of the vascular supply to
segment IV and bile duct during the first stage
should be given detailed consideration to limit
associated complications. In general, reporting
ischemia and necrosis of segment IV is poor, and
the inclusion of such effects in segment IV in
further studies may help guide improvements in
preventing such complications.

ALPPS as a tool for PVE salvage or intraoper-
ative rescue has been suggested by some as the
only indication that justifies the current morbidity
and mortality rates associated with the proce-
dure.22 Current evidence shows that salvage ALPPS
is a successful approach. Truant et al27 showed that
previous PVE did not affect short-term morbidity
or mortality rates; however, there remains a poten-
tial for poorer long-term oncological outcomes as
a result of delay.

Multiple alternatives to performing a complete
physical split have been described. A major moti-
vation behind these alterations is a continual effort
to decrease the morbidity associated with ALPPS.
As demonstrated in Table I, avoiding a complete
parenchymal transection does not necessarily jeop-
ardize the rate and volume of hypertrophy and de-
creases the morbidity and mortality rates described
in early series. The publication of the data in the
ALPPS registry does not report morbidity
separately for either stage, preventing a detailed
comparison with the variant ALPPS morbidity pro-
files. Techniques for partial splitting of the liver9,10

have yielded promising results in decreasing
morbidity, and a complete transaction has shown
to be an independent risk factor for complications
in comparison with a partial split.9 Avoiding divi-
sion of hepatic parenchyma at the first stage, as
demonstrated in RALPP,13,14 LAPS,16,17 and
ALTPS,18,19 has potential beneficial effects on
limiting complications, including blood loss at
both stages. Interestingly, Robles et al19 reported
a 23% rate of biliary complications after stage II
when using a tourniquet. Both the use of a tourni-
quet and ablation achieve vascular occlusion; how-
ever, transection through a previously formed
avascular grove in LAPS and RALPP may decrease
the risk of a biliary fistula and subsequent abdom-
inal infection.

Reported second-stage morbidity of CD $ IIIb
for partial ALPPS, RALPPS, and ALTPS was 33%,
10%, and 9%, respectively. First-stage operative
time also was decreased markedly in variations
that did not physically split the liver compared with
the registry data, with reported operating times of
120–170 minutes16-19 and 327 minutes,1 respec-
tively. As shown in Table I, FLR hypertrophy across
all variations ranged between 6010 and 90%.9 The
registry data reported a median FLR hypertrophy
of 80%, demonstrating that the rapid FLR hyper-
trophy associated with ALPPS is preserved largely
when using alternatives to a physical split; this
observation was based on limited data and high-
lights the increasing need for randomized
controlled trials to make meaningful comparisons.
Furthermore, these techniques may not be feasible
in a mono- or bisegmental FLR or where bilioen-
teric anastomosis or vascular resections are
required.

In conclusion, ALPPS has revolutionized liver
surgery, changing the landscape of patient eligi-
bility and acting as a catalyst for the novel
application of existing technologies and concepts.
The current literature demonstrates a large vari-
ability in the techniques of ALPPS that limits
meaningful statistical comparisons of outcomes.
There is marked heterogeneity in the types of
operations performed and the subtleties of oper-
ative technique. Most variations are at an early
stage, yet they may play a role in decreasing
morbidity and mortality such that a physical
parenchymal split may become unnecessary in
the pursuit of rapid FLR hypertrophy. Current
evidence suggests the mechanism behind such
rapid hypertrophy to be associated with a systemic
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response and adds weight to the argument of
avoiding a complete physical split.7

There is a need for further basic science trials to
identify the exact biochemical mechanisms
involved. There is also a clear need for randomized
controlled trials to allow meaningful comparisons
of clinical outcomes and demonstrate both the
safety and efficacy of ALPPS and its variations. The
recent registry data1 further demonstrate the need
to take patient demographic and tumor configura-
tion into account in future study designs, because
an optimal ALPPS variation or approach is unlikely
to be “one size fits all” and will depend on anatom-
ical, oncologic, and patient factors.
REFERENCES

1. Schadde E, Ardiles V, Robles-Campos R, Malago M,
Machado M, Hernandez-Alejandro R, et al. Early survival
and safety of ALPPS: first report of the International ALPPS
registry. Ann Surg 2014;260:829-38.

2. Schnitzbauer AA, Lang SA, Goessmann H, Nadalin S,
Baumgart J, Farkas SA, et al. Right portal vein ligation com-
bined with in situ splitting induces rapid left lateral liver
lobe hypertrophy enabling 2-staged extended right
hepatic resection in small-for-size settings. Ann Surg 2012;
255:405-14.

3. de Santibanes E, Clavien PA. Playing Play-Doh to prevent
postoperative liver failure: the “ALPPS” approach. Ann
Surg 2012;255:415-7.

4. Aloia TA, Vauthey JN. Associating liver partition and portal
vein ligation for staged hepatectomy (ALPPS): what is
gained and what is lost? Ann Surg 2012;256:e9; author
reply e16–9.

5. Rohatgi S, Harrison EM, Powell JJ, Wigmore SJ. ALPPS:
adverse outcomes demand clear justification in an era of
improving survival for colorectal liver metastases. World J
Surg 2015;39:1848-9.

6. Vauthey JN, Mise Y. Commentary on “can we improve the
morbidity and mortality associated with the associating liver
partition with portal vein ligation for staged hepatectomy
(ALPPS) procedure in the management of colorectal liver
metastases?” Surgery 2015;157:207-10.

7. Schlegel A, Lesurtel M, Melloul E, Limani P, Tschuor C,
Graf R, et al. ALPPS: from human to mice highlighting
accelerated and novel mechanisms of liver regeneration.
Ann Surg 2014;260:839-46; discussion 46–7.

8. McCulloch P, Altman DG, Campbell WB, Flum DR,
Glasziou P, Marshall JC, et al. No surgical innovation
without evaluation: the IDEAL recommendations. Lancet
2009;374:1105-12.

9. Alvarez FA, Ardiles V, de Santibanes M, Pekolj J, de
Santibanes E. Associating liver partition and portal
vein ligation for staged hepatectomy offers high oncological
feasibility with adequate patient safety: a prospective study at
a single center. Ann Surg 2015;261:723-32.

10. Petrowsky H, Gy€ori G, de Oliveira M, Lesurtel M,
Clavien PA. Is partial-ALPPS safer than ALPPS? A single-
center experience. Ann Surg 2015;261:e90-2.

11. Goldberg SN. Radiofrequency tumor ablation: principles
and techniques. Eur J Ultrasound 2001;13:129-47.
12. Gall TM, Sodergren MH, Frampton AE, Fan R,
Spalding DR, Habib NA, et al. Radio-frequency-assisted liver
partition with portal vein ligation (RALPP) for liver regen-
eration. Ann Surg 2015;261:e45-6.

13. Sodergren MH, Gall TM, Nagendran M, Jiao LR. Radiofre-
quency-assisted liver partition and portal vein ligation
(RALPP): comparative series of a modified ALPPS tech-
nique for two-stage liver resection. HPB 2015;17(Suppl 1):
28-9.

14. Sodergren MH, Gall TM, Edmondson M, Psica A, Malago
M, Jiao LR. Bi-institutional case-matched comparison of
short-term clinical outcomes of radiofrequency-assisted liver
partition and portal vein ligation (RALPP) and associating
liver partition and portal vein ligation for staged hepatec-
tomy (ALPPS). Br J Surg, abstract from EAHPBA, in press.

15. Boutros C, Somasundar P, Garrean S, Saied A, Espat NJ. Mi-
crowave coagulation therapy for hepatic tumors: review of
the literature and critical analysis. Surg Oncol 2010;19:
e22-32.

16. Gringeri E, Boetto R, D’Amico FE, Bassi D, Cillo U. Laparo-
scopic microwave ablation and portal vein ligation for
staged hepatectomy (LAPS): a minimally invasive first-step
approach. Ann Surg 2015;261:e42-3.

17. Cillo U, Gringeri E, Feltracco P, Bassi D, D’Amico FE,
Polacco M, et al. Totally laparoscopic microwave ablation
and portal vein ligation for staged hepatectomy : a new
minimally invasive two-stage hepatectomy. Ann Surg Oncol
2015;22:2787-8.

18. Robles Campos R, Brusadin R, Lopez Conesa A, Parrilla
Paricio P. Staged liver resection for perihilar liver tumors
using a tourniquet in the umbilical fissure and
sequential portal vein embolization on the fourth
postoperative day (a modified ALTPS). Cir Esp 2014;92:
682-6.

19. Robles R, Parrilla P, Lopez-Conesa A, Brusadin R, de la
Pena J, Fuster M, et al. Tourniquet modification of the
associating liver partition and portal ligation for staged
hepatectomy procedure. Br J Surg 2014;101:1129-34; dis-
cussion 34.

20. Cai X, Peng S, Duan L, Wang Y, Yu H, Li Z. Completely lapa-
roscopic ALPPS using round-the-liver ligation to replace
parenchymal transection for a patient with multiple right
liver cancers complicated with liver cirrhosis.
J Laparoendosc Adv Surg Tech A 2014;24:883-6.

21. Bjornsson B, Gasslander T, Sandstrom P. In situ split of the
liver when portal venous embolization fails to induce hyper-
trophy: a report of two cases. Case Rep Surg 2013;2013:
238675.

22. Conrad C, Shivathirthan N, Camerlo A, Strauss C, Gayet B.
Laparoscopic portal vein ligation with in situ liver split for
failed portal vein embolization. Ann Surg 2012;256:e14-15;
author reply e6–7.

23. Gauzolino R, Castagnet M, Blanleuil ML, Richer JP. The
ALPPS technique for bilateral colorectal metastases:
three “variations on a theme”. Updates Surg 2013;65:
141-8.

24. Jackson T, Siegel KA, Siegel CT. Rescue ALPPS: intraopera-
tive conversion to ALPPS during synchronous resection of
rectal cancer and liver metastasis. Case Rep Surg 2014;
2014:487852.

25. Lau L, Christophi C, Muralidharan V. Intraoperative func-
tional liver remnant assessment with indocyanine green
clearance: another toehold for climbing the “ALPPS”.
Ann Surg 2014;261:e43-5.



Surgery
April 2016

1072 Edmondson et al
26. Nadalin S, Capobianco I, Li J, Girotti P, Konigsrainer I,
Konigsrainer A. Indications and limits for associating liver
partition and portal vein ligation for staged hepatectomy
(ALPPS). Lessons Learned from 15 cases at a single centre.
Z Gastroenterol 2014;52:35-42.

27. Truant S, Scatton O, Dokmak S, Regimbeau JM, Lucidi V,
Laurent A, et al. Associating liver partition and portal vein
ligation for staged hepatectomy (ALPPS): impact of the
inter-stages course on morbi-mortality and implications
for management. Eur J Surg Oncol 2015;41:674-82.

28. Tschuor C, Croome KP, Sergeant G, Cano V, Schadde E,
Ardiles V, et al. Salvage parenchymal liver transection for
patients with insufficient volume increase after portal vein
occlusion – an extension of the ALPPS approach. Eur J
Surg Oncol 2013;39:1230-5.

29. Vyas SJ, Davies N, Grant L, Imber CJ, Sharma D,
Davidson BR, et al. Failure of portal venous embolization.
ALPPS as salvage enabling successful resection of bilobar
liver metastases. J Gastrointest Cancer 2014;45(Suppl 1):
233-6.

30. Ratti F, Cipriani F, Gagliano A, Catena M, Paganelli M,
Aldrighetti L. Defining indications to ALPPS procedure:
technical aspects and open issues. Updates Surg 2014;66:
41-9.

31. Tanaka K, Endo I. ALPPS: short-term outcome and func-
tional changes in the future liver remnant. Ann Surg
2015;262:e88-9.

32. Ielpo B, Caruso R, Ferri V, Quijano Y, Duran H, Diaz E, et al.
ALPPS procedure: our experience and state of the art. Hep-
ato-gastroenterol 2013;60:2069-75.

33. Sala S, Ardiles V, Ulla M, Alvarez F, Pekolj J, de
Santibanes E. Our initial experience with ALPPS technique:
encouraging results. Updates Surg 2012;64:167-72.

34. Herman P, Kruger JA, Perini MV, Coelho FF, Cecconello I.
High mortality rates after ALPPS: the devil is the indication.
J Gastrointest Cancer 2015;46:190-4.

35. Alvarez FA, Ardiles V, Sanchez Claria R, Pekolj J, de
Santibanes E. Associating liver partition and portal vein liga-
tion for staged hepatectomy (ALPPS): tips and tricks.
J Gastrointest Surg 2013;17:814-21.

36. Hernandez-Alejandro R, Bertens KA, Pineda-Solis K,
Croome KP. Can we improve the morbidity and mortality
associated with the associating liver partition with portal
vein ligation for staged hepatectomy (ALPPS) procedure
in the management of colorectal liver metastases? Surgery
2015;157:194-201.

37. Andriani OC. Long-term results with associating liver parti-
tion and portal vein ligation for staged hepatectomy
(ALPPS). Ann Surg 2012;256:e5; author reply e16–9.

38. Brustia R, Scatton O, Perdigao F, El-Mouhadi S, Cauchy F,
Soubrane O. Vessel identifications tags for open or laparo-
scopic associating liver partition and portal vein ligation
for staged hepatectomy. J Am Coll Surg 2013;217:e51-5.

39. Cavaness KM, Doyle MB, Lin Y, Maynard E, Chapman WC.
Using ALPPS to induce rapid liver hypertrophy in a patient
with hepatic fibrosis and portal vein thrombosis.
J Gastrointest Surg 2013;17:207-12.

40. Chan A, Chung PH, Poon RT. Little girl who conquered the
“ALPPS”. World J Gastroenterol 2014;20:10208-11.

41. Chan AC, Pang R, Poon RT. Simplifying the ALPPS proce-
dure by the anterior approach. Ann Surg 2014;260:23.

42. Chia NH, Lai EC, Lau WY. Associating liver partition and
portal vein ligation for a patient with hepatocellular carci-
noma with a background of hepatitis B related fibrotic liver.
Int J Surg Case Rep 2014;5:1077-81.
43. de Santibanes E, Alvarez FA, Ardiles V. How to avoid postoper-
ative liver failure: a novel method.World J Surg 2012;36:125-8.

44. de Santibanes M, Alvarez FA, Santos FR, Ardiles V, de
Santibanes E. The associating liver partition and portal
vein ligation for staged hepatectomy approach using only
segments I and IV as future liver remnant. J Am Coll Surg
2014;219:e5-9.

45. Dokmak S, Belghiti J. Which limits to the “ALPPS”
approach? Ann Surg 2012;256:e6; author reply e16–7.

46. Knoefel WT, Gabor I, Rehders A, Alexander A, Krausch M,
Schulte am Esch J, et al. In situ liver transection with portal
vein ligation for rapid growth of the future liver remnant in
two-stage liver resection. Br J Surg 2013;100:388-94.

47. Li J, Girotti P, Konigsrainer I, Ladurner R, Konigsrainer A,
Nadalin S. ALPPS in right trisectionectomy: a safe proce-
dure to avoid postoperative liver failure? J Gastrointest
Surg 2013;17:956-61.

48. Li J, Kantas A, Ittrich H, Koops A, Achilles EG, Fischer L,
et al. Avoid “all-touch” by hybrid ALPPS to achieve oncolog-
ical efficacy. Ann Surg 2016;263(1):e6-7.

49. Machado MA, Makdissi FF, Surjan RC. Totally laparoscopic
ALPPS is feasible and may be worthwhile. Ann Surg 2012;
256:e13; author reply e6–9.

50. Machado MA, Makdissi FF, Surjan RC. ALPPS procedure
with the use of pneumoperitoneum. Ann Surg Oncol
2013;20:1491-3.

51. Oldhafer KJ, Donati M, Jenner RM, Stang A, Stavrou GA.
ALPPS for patients with colorectal liver metastases: effective
liver hypertrophy, but early tumor recurrence. World J Surg
2014;38:1504-9.

52. Torres OJ, Fernandes Ede S, Oliveira CV, Lima CX,
Waechter FL, Moraes-Junior JM, et al. Associating liver parti-
tion and portal vein ligation for staged hepatectomy
(ALPPS): the Brazilian experience. Arq Bras Cir Dig 2013;
26:40-3.

53. Troja A, Khatib-Chahidi K, El-Sourani N, Antolovic D,
Raab HR. ALPPS and similar resection procedures in
treating extensive hepatic metastases: our own
experiences and critical discussion. Int J Surg 2014;12:
1020-2.

54. Vennarecci G, Laurenzi A, Levi Sandri GB, Busi Rizzi E,
Cristofaro M, Montalbano M, et al. The ALPPS procedure
forhepatocellular carcinoma. Eur J SurgOncol 2014;40:982-8.

55. Vennarecci G, Laurenzi A, Santoro R, Colasanti M,
Lepiane P, Ettorre GM. The ALPPS procedure: a surgical
option for hepatocellular carcinoma with major vascular in-
vasion. World J Surg 2014;38:1498-503.

56. Xiao L, Li JW, Zheng SG. Totally laparoscopic ALPPS in the
treatment of cirrhotic hepatocellular carcinoma. Surg En-
dosc 2015;29:2800-1.

57. Ardiles V, Schadde E, Santibanes E, Clavien PA. Commen-
tary on “happy marriage or “dangerous liaison”: ALPPS
and the anterior approach.” Ann Surg 2014;260:e4.

58. Schadde E, Malago M, Hernandez-Alejandro R, Li J,
Abdalla E, Ardiles V, et al. Monosegment ALPPS hepatec-
tomy: extending resectability by rapid hypertrophy. Surgery
2015;157:676-89.

59. Mala T, Edwin B, Gladhaug I, Fosse E, Søreide O,
Bergan A, et al. A comparative study of the short-
term outcome following open and laparoscopic liver
resection of colorectal metastases. Surg Endosc 2002;
16:1059-63.

60. Gutt CN, Oniu T, Schemmer P, Mehrabi A, B€uchler MW.
Fewer adhesions induced by laparoscopic surgery? Surg En-
dosc 2004;18:898-906.


