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Abstract
Background: Although liver resection has long been established for selected patients with benign hepatic disease,
the success of surgical treatment of these patients cannot be evaluated exclusively through postoperative
morbidity and mortality. Therefore, the aim of the study was to prove the safety of liver resection in the treatment
of benign liver tumors and to evaluate the effect of surgical treatment on the patients’ qauality of life.
Methods: A total of 146 patients who underwent liver resection because of benign liver tumors were included in
this study. Postoperative outcome was assessed and patients evaluated their quality of life before surgery and at
the present time using the European Organization for Research and Treatment of Cancer Quality of Life
Questionnaire Core-30 (QLQ C-30).
Results: The rate of serious (> grade 2) complications was 4.1% with no postoperative death. The quality of life
assessment revealed an overall improvement of general health status after resection (0.7 vs. 0.56, p < 0.001) and
additionally a significant reduction of 6 out of 9 symptoms. Furthermore, compelling benefits in the patients’ social
and emotional coping could be detected after surgery.
Conclusions: Liver resection for benign liver disease is a safe procedure and leads to a significant improvement of
quality of life in selected patients.

Background
In recent years benign liver tumors have been diagnosed
in larger numbers due to advantages in diagnostic imaging modalities [1-4]. Most common benign entities are
hemangioma, followed by focal nodular hyperplasia
(FNH) and adenoma, which together represent more
than 80% of all benign liver tumors [3-5]. Rare benign
liver diseases include for instance parasitic liver cysts,
cystadenoma, caroli’s disease and angiomyolipoma.
Although data are heterogenous incidence of simple
liver cysts is estimated to be approximately 5% [3-5].
Despite widespread availability of imaging modalities the
differentiation between benign and malignant liver
tumors remains a diagnostic challenge. While the
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accurate distinction between FNH and adenoma, as well
as hepatocellular carcinoma, may be difficult, it is essential with regard to the appropriate treatment strategy
[6]. Percutaneous liver biopsy often has limited benefit
and must be regarded as contraindicated, especially in
hypervascular tumors such as hemangioma [7].
Most benign tumors do not require aggressive treatment and the indication for resection of benign hepatic
lesions remains controversial [3,4,8,9]. Today, hepatectomy is an accepted treatment for primary and secondary
liver malignancies with low mortality-rates and morbidity of less than 30% [3,4,10,11], but major liver surgery
for benign liver disease remains under discussion. Currently accepted indications for surgical resection of a
benign liver tumor include suspicion of malignancy and
severe or progressive tumor-related symptoms [3,4,11].
Large or growing hepatic adenomas should also be
resected based on the risk of malignant degeneration
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and severe bleeding. In patients with parasitic liver cysts
(e.g. echinococcus) a resection of the cyst is also
recommended.
Postoperative morbidity and mortality as well as
recurrence rate are the main factors evaluating the clinical outcome of patients undergoing major liver resection. However, a number of biological, social and
clinical parameters that are meaningful for the patient
are not reflected by these data, especially after resection
of benign liver tumors. Based on the modern concepts
of health-related quality of life (QoL) several questionnaires, such as the EORTC-QLQ-C30, have been developed in recent years, measuring the subjective outcome
for patients after hepatobiliary surgery [12-15]. Assessment of quality of life, such as disease-free or overall
survival, has become an important tool for the assessment of cancer patients [16,17], but no study has so far
evaluated the quality of life liver resection has on
patients with benign liver tumors.
The aim of the study was therefore to evaluate the
postoperative outcome of patients who underwent liver
resection due to benign liver disease in a primary hepatobiliary center. Furthermore, this study represents the
first evaluation of quality of life after resection of benign
hepatic tumors overall.

Methods
Between April 2002 and May 2008 all patients who
underwent liver resection for benign liver disease at our
center were included in the study. Patients were
excluded in case of occurrence of any malignant disease
during the follow-up period.
For all patients eligible for the study the following data
were collected in a prospective database: demographics,
indication, details of surgical procedure, postoperative
complications according to the score by Dindo et al.
[18], follow up, including recurrence rate and survival,
as well as quality of life before surgery and at the present time.
Indications for surgery were suspicion of malignancy,
severe or progressive symptoms, diagnosis of parasitic
liver cysts as well as diagnosis or suspicion of adenoma.
Surgical procedures for benign liver tumors included:
left and right hemihepatectomy, extended left and right
hemihepatectomy, unisegmentectomy, plurisegmentectomy, atypical resection and combinations of these techniques. Patients undergoing laparoscopic fenestrations of
liver cysts were excluded from the present analysis;
however, patients who underwent formal liver resection
for liver cysts or cystic liver tumors were included.
Quality of life

Quality of life before and after surgery was assessed by
sending a quality of life questionnaire to all patients
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included in this study after recovery from surgery.
The patients were asked to evaluate their quality of
life before surgery and at present time. Since there is
no specific questionnaire for benign liver tumors available, the European Organization for Research and
Treatment of Cancer Quality of Life Questionnaire
Core-30 (QLQ C-30, Version 3.0) was used. This
questionnaire is normally used in clinical cancer trials,
but also adequate for assessing quality of life in
patients with benign liver tumors, whose symptoms
and discomfort are often similar to cancer patients.
The questionnaire consists of 30 items incorporating 5
functional scales (physical, role, social, emotional, cognitive), 9 symptom scales (fatigue, nausea/vomiting,
pain, dyspnoea, insomnia, loss of appetite, constipation, diarrhea, financial difficulties) and a global health
scale [19]. Beyond the questionnaire all patients were
asked if they would undergo liver resection for a
benign hepatic lesion again, based on their present
quality of life.
Ethics

For this study ethical approval was obtained from the
institutional ethical committee (EA2/047/09, Ethical
committee of the Charité, University Clinic, Berlin) and
all patients gave informed consent prior to the enrolment in the study.
Statistics

Statistical analysis was performed using PASW Statistics
18.0 (SPSS Inc., Chicago, IL) and the R statistical software (Version 2.8.1, GNU/Linux). All quantitative data
were expressed as median and range, unless otherwise
indicated. Differences between quality of life parameters
were tested using the Wilcoxon-test for paired samples.
A p-value of less than 0.05 was regarded as statistically
significant.

Results
The study population consisted of 146 patients who had
undergone liver resection due to benign liver disease at
our center. There was an expected majority of female
patients in the study population and preoperative blood
samples did not reveal limited liver function in any of
the patients. Relevant demographic and preoperative
parameters of the entire cohort as well as the quality of
life subpopulation are summarized in Table 1.
Diagnosis and indication

Main diagnosis in the study population was FNH in 45
patients (30.8%), followed by hemangioma in 28 patients
(19.2%) and echinococcus cyst in 21 patients (14.4%).
Table 2 categorizes the diagnoses for liver resection in
this study.
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Table 1 Demographics and preoperative liver values of
all patients and the Quality of Life subpopulation.
All patients
(n = 146)

QoL group
(n = 81)

Age [years]

44 (13 - 74)

46 (16-74)

Gender ratio (male : female)

37 (25.3%) :
109 (74.7%)

16 (19.8%) :
65 (80.2%)

Tumor size [mm]

65 (10 - 230)

70 (8 - 230)

Preoperative bilirubine level [mg/dl]

0.5 (0.2 - 6.2)

0.5 (0.2 - 3.0)

Preoperative AST [U/l]
Preoperative ALT [U/l]

24 (6 - 259)
26 (4 - 775)

24 (8 - 259)
25 (5 - 775)

Preoperative Quick value [%]

97 (27 - 130)

98 (27 - 130)

Values are median (range).

The leading indications for liver resection were severe
or progressive symptoms in 77 patients (52.7%), 48
patients (32.9%) underwent liver resection because
malignancy could not be completely ruled out through
preoperative measures. The remaining 21 patients
(14.4%) were resected because of echinococcus cysts.
In 115 patients (78.8%) postoperative histopathological
findings could confirm the most likely preoperative
diagnosis, whereas in 31 patients (21.2%) the preoperative diagnosis turned out to be misleading.
Operative procedures

The most frequently performed operative procedure was
right hemihepatectomy in 39 cases (26.7%), followed by
atypical resection (27 patients, 18.5%) and plurisegmentectomy (25 patients, 17.1%). Unisegmentectomy was
performed in 17 patients (11.6%) whereas 16 patients
(10.9%) underwent left hemihepatectomy. Extended
hemihepatectomy was required in 15 patients (10.3%)
on the right and in 7 patients (4.8%) on the left side.
The median operative time was 200 (77-517) minutes.
In 32 patients (21.9%) a pringle maneuver was

performed intraoperatively. 13 patients (8.8%) required
blood transfusions during liver resection. The median
stay on intensive care unit was 1 (0-10) day and patients
were able to leave hospital after a median stay of 9 (255) days.
Postoperative complications and follow up

There were a total of 25 postoperative complications
(17.1%) and no postoperative death in the entire
cohort. 10 patients had sterile fluid collections, of
which 3 (2.0%) required percutaneous drainage. 2
patients (1.3%) suffered from postoperative bile leakage and required reoperation on the first postoperative day. Infectious complications (e.g. wound
infection, cholangitis) occurred in 12 (8.6%) patients,
while one patient suffered a middle cerebral artery
stroke despite sufficient anticoagulation. This patient
recovered well and was sent to a neurological rehabilitation 16 days after surgery. The rate of serious (≥
grade 3) complications was 4.1% (6 patients) in the
study population.
During the follow-up period recurrent disease was
observed in 13 out of 146 patients, representing a recurrence rate of 9% for the entire cohort. 6 out of these 13
patients developed liver cysts again, leading to a disease
recurrence rate of 40% in this subpopulation, while 5
patients with FNH (11.1% of the FNH population) and
one patient each with adenoma (11.1% of the adenoma
population) and hemangioma (3.6% of the hemangioma
population) had recurrence of their liver disease. However, none of these cases were recurrences in the common sense but patients rather developed growth of
preexisting small lesions in the remnant liver based on
the fact that all of these conditions can be of multifocal
nature. After a median follow-up of 50 months (3-95
months) all patients are still alive.

Table 2 Diagnosis and type of liver resection of the entire cohort and the Quality of Life (QoL) subpopulation.
All patients (n = 146)

QoL group (n = 81)

Diagnosis
FNH

45 (30.8%)

27 (33.3%)

Hemangioma

28 (19.1%)

14 (17.3%)

Adenoma

9 (6.2%)

6 (7.4%)

liver cyst

15 (10.3%)

9 (11.1%)

echinococcus cyst

21 (14.4%)

9 (11.1%)

caroli’s disease
others*

13 (8.9%)
15 (10.3%)

7 (8.6%)
9 (11.1%)

hemi- or extended
hemihepatectomy

77 (52.7%)

44 (54.3%)

parenchyma-sparing
resection

69 (47.3%)

37 (45.7%)

Type of liver resection

others*: liver abscess (6 patients), cystadenoma (5 patients), angiomyolipoma (4 patients)

Kamphues et al. BMC Surgery 2011, 11:16
http://www.biomedcentral.com/1471-2482/11/16

Quality of life

A total of 81 patients (55.5% of the entire cohort) who
had returned a completed questionnaire were included
in the quality of life assessment. Details on demographic data as well as diagnosis and type of liver
resection are summarized in Table 1 and Table 2. The
main indications for surgery were the occurrence of
severe symptoms in 44 patients (50.6%) and suspicion
of malignancy in 19 patients (19.8%). Postoperative
morbidity rate was 17.2% (14 patients) and therefore
in total not significantly different from the entire
cohort. However, this subpopulation included 5 out of
6 patients with severe complications (6.2%). After a
median follow-up of 56 months (17-76 months), 9
patients (11%) had recurrent disease, mainly after
resection of benign liver cysts (4 patients = 40% of the
liver cyst population). Likewise, all demographic as
well as diagnostic and operative details of the quality
of life subpopulation revealed no significant differences compared to the parameters of the entire cohort
(data not shown). Therefore the quality of life assessment may be regarded as representative for the entire
cohort.
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Table 3 Results of EORTC QLQ C30 questionnaire before
surgery and at present time.

Global health status

before Surgery

at present time

mean

SD

mean

SD

0.56

0.30

0.70

0.22

p
0.000

Functional scales
Physical functioning

0.83

0.22

0.85

0.17

0.16

Role functioning

0.73

0.34

0.77

0.31

0.23

Emotional functioning

0.57

0.29

0.66

0.26

0.007

Cognitive functioning

0.80

0.25

0.78

0.27

0.30

Social functioning

0.66

0.36

0.75

0.29

0.03

0.41
0.18

0.33
0.29

0.30
0.12

0.31
0.23

0.004
0.068
0.001

Symptom scales
Fatigue
Nausea and vomiting
Pain

0.37

0.38

0.24

0.28

Dyspnoea

0.24

0.32

0.21

0.31

0.29

Insomnia

0.40

0.35

0.31

0.34

0.027

Appetite loss

0.19

0.32

0.11

0.23

0.033

Constipation

0.22

0.30

0.14

0.27

0.027

Diarrhoea

0.16

0.27

0.21

0.32

0.039

Financial difficulties

0.17

0.33

0.18

0.30

0.98

p< 0.05 is considered significant and in bold.
SD: Standard deviation

Quality of life assessment

Statistical analysis revealed a highly significant improved
global health status after resection of benign liver tumor
in our population (0.7 vs. 0.56, p < 0.001).
The Wilcoxon test for paired samples also showed a
remarkable benefit in social (p = 0.03) and emotional
functioning (p = 0.007) after surgery, whereas no impact
on physical wellbeing and cognitive functioning was
detected.
A reduction of symptoms after operative therapy of
benign liver disease was observed in 6 out of 9 symptom
scales. Especially for the symptoms pain (0.24 vs. 0.37, p
= 0.001) and fatigue (0.3 vs. 0.41, p = 0.004) the postoperative improvement was highly significant. A detailed
analysis of the EORTC QLQ C-30 questionnaire is summarized in Table 3.
At the end of the follow-up period, 78 of 81 patients
(96.3%) would again undergo liver resection due to
benign liver disease from their present point of view.

Discussion
Despite controversial discussion about the practice of
liver surgery in benign liver disease, nowadays liver
resection is well-established as treatment of selected
patients. Despite ongoing advantages in imaging modalities in recent years, there still is a considerable proportion of patients with an incorrect preoperative diagnosis.
In a study by Charny et al. only 42 out of 62 preoperative diagnoses (67.7%) could be confirmed postoperatively by histopathological examination [11]. In the

present study the percentage of patients with correct
preoperative diagnosis increased to 78.8%, largely due to
improved preoperative diagnostics. However, in a relevant number of patients the differentiation between
benign and malignant hepatic lesions remains
challenging.
In the largest series in literature Feng et al. reported
on 827 liver resections for benign hepatic tumors with a
postoperative complication rate of 13.5%, showing that
liver resection can be regarded as a safe procedure [20].
Similar results were published by Charny et al. [11],
who reported on 155 patients undergoing liver resection
due to benign hepatic disease with a postoperative morbidity of 21% and no postoperative death. These results
can be emphasized by the present study showing an
overall complication rate of 17.1% with a mortality of
0%. In this series a total of only 4.1% of the patients had
serious complications (≥ grade 3) which required further
intervention but all of them recovered well during the
follow-up period; however the majority of postoperative
complications can be regarded as minor. Comparable
data have recently been published by Lordan et al. [21].
In a series of 79 liver resections the rate of serious complications was 1.3% and no postoperative death
occurred. This leads to the conclusion that even major
hepatic resections of benign liver tumors can be safely
performed in specialized hepatobiliary centers. This fact
might influence the decision-finding process in these
patients.
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Furthermore the present study underlines that the
recurrence rate of benign liver disease after liver resection is low. In our study 9% of the patients had recurrent disease and none of them required re-intervention.
This strengthens the hypothesis that according to the
standard parameters, morbidity and tumor recurrence,
hepatic resection reaches good results in the treatment
of benign liver disease. However, there are some important aspects concerning the patients’ subjective feelings,
which are not reflected by these parameters. Different
health-related quality of life tools like the EORTC QLQC30 or the short-form 36 (SF 36) have been developed
during the last 15 years in order to measure the effect
of different therapeutic strategies on patients life, mainly
in oncological patients [22-24]. These days, quality of
life tools have also been established in the evaluation of
subjective outcome of common hepatobiliary procedures
and are therefore incorporated into the decisions of clinicians and patients [12-14]. In a prospective longitudinal
study Poon et al. showed a significant enhancement of
quality of life in patients with hepatocellular carcinoma
after hepatectomy [12]. Similar results were presented in
another study by Martin et al. who revealed a significant
improvement in long-term quality of life after major
hepatectomy in patients with primary or metastatic liver
cancer [13]. It is widely accepted that quality of life
represents a parameter which is as important as diseasefree survival or overall survival in cancer patients [15].
Nevertheless there is hardly any data about quality of
life in patients with benign disease so far.
Although, particularly for those patients, for whom
morbidity and mortality are not sufficient in evaluating
the therapeutic success, this study is, to our knowledge,
the first in literature that evaluates the impact of hepatic
resection on the quality of life of patients with benign
liver tumors. In several other studies it has been shown
that 80-89% of all patients with preoperative complaints
due to benign liver disease were asymptomatic after
liver resection [8,11,21,25], but these studies only
focused on a selection of all patients and often referred
to a single symptom. In the present study it could be
elucidated that hepatic resection leads to a significant
improvement of global health status in the entire group
of patients with benign liver disease. Beside a reduction
of 6 out of 9 analyzed symptoms, a significant impact of
liver resection on social and emotional functioning in
these patients could be detected. The fact, that 96.3% of
the patients would undergo liver resection again from
their present point of view stresses the positive effect of
liver surgery on patients’ everyday lives. Although the
interpretation of this study might be limited due to its
retrospective character these results give a strong
impression of the patients’ subjective outcome after
resection of benign liver tumors and underline the
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benefit of surgical treatment from the patients’ point of
view. The immanent bias of the return rate of the questionnaires in retrospective studies cannot be avoided in
the present study as well. However, the Quality of Life
subpopulation can be regarded as representative for the
entire cohort and therefore all conclusions can be
drawn for all the patients in this study.

Conclusions
In conclusion, this study demonstrates that liver resection due to benign liver tumor can be performed safely
in a specialized hepatobiliary center. Furthermore, this
study is the first in literature to show that surgical treatment of benign liver lesions might lead to an improvement in quality of life by reducing symptoms and
improving emotional and social functioning. Further
prospective studies are crucial in order to support these
results and thus might affect the decision-finding processes in patients with benign liver tumors.
Non-financial competing interests

• Are there any non-financial competing interests
(political, personal, religious, ideological, academic,
intellectual, commercial or any other) to declare in
relation to this manuscript? If so, please specify. No.
• The authors declare that they have no competing
interests.

Acknowledgements and funding
None
Author details
1
Department of General, Visceral and Transplantation Surgery,
Universitätsklinikum Charité, Campus Virchow Klinikum, HumboldtUniversität, D-13353 Berlin, Germany. 2Department of Radiology,
Universitätsklinikum Charité, Campus Virchow Klinikum, HumboldtUniversität, D-13353 Berlin, Germany.
Authors’ contributions
CK had full access to all the data in the study and takes responsibility for the
integrity of the data and accuracy of analysis. CK, SE, DS and PN were
responsible for the study concept and design. The acquisition of data was
performed by CK, SE, RB, TD and GP. CK, SE, TD, MHB, DS and GP were
involved in the analysis and interpretation of data. The manuscript was
written by CK, SE, RB, TD and MHB and critically revised by DS, GP and PN.
All authors approved the final version of the manuscript.
Competing interests
Financial competing interests
• In the past five years have you received reimbursements, fees, funding, or
salary from an organization that may in any way gain or lose financially from
the publication of this manuscript, either now or in the future? Is such an
organization financing this manuscript (including the article-processing
charge)? If so, please specify. - No.
• Do you hold any stocks or shares in an organization that may in any way
gain or lose financially from the publication of this manuscript, either now
or in the future? If so, please specify. - No.
• Do you hold or are you currently applying for any patents relating to the
content of the manuscript? Have you received reimbursements, fees,

Kamphues et al. BMC Surgery 2011, 11:16
http://www.biomedcentral.com/1471-2482/11/16

funding, or salary from an organization that holds or has applied for patents
relating to the content of the manuscript? If so, please specify. - No.
• Do you have any other financial competing interests? If so, please specify. No.
Received: 14 February 2011 Accepted: 26 July 2011
Published: 26 July 2011
References
1. Choi BY, Nguyen MH: The diagnosis and management of benign hepatic
tumors. J Clin Gastroenterol 2005, 39:401-12.
2. Federle MP, Brancatelli G: Imaging of benign hepatic masses. Semin Liver
Dis 2001, 5:17-42.
3. Kammula US, Buell JF, Labow DM, Rosen S, Millis JM, Posner MC: Surgical
management of benign tumors of the liver. Int J Gastrointestinal Cancer
2001, 30:141-146.
4. Ibrahim S, Chen CL, Wang SH, Lin CC, Yang CH, Yong CC, Jawan B,
Cheng YF: Liver resection for benign liver tumors: indications and
outcome. Am J Surg 2007, 193:5-9.
5. Nichols FC, vanHeerden JA, Weiland LH: Benign liver tumors. Surg Clin
North Am 1989, 69(2):297-314.
6. DeCarlis L, Pirotta V, Rondinara GF, Sansalone CV, Colella G, Maione G,
Slim AO, Rampoldi A, Cazzulani A, Belli L, Forti D: Hepatic adenoma and
focal nodular hyperplasia: diagnosis and criteria for treatment. Liver
Transpl Surg 1997, 3:160-165.
7. Taavitsainen M, Airaksinen T, Kreula J, Paivansalo M: Fine-needle aspiration
biopsy of liver hemangioma. Acta Radiol 1990, 31:69-71.
8. Terkivatan T, de Wilt JH, de Man RA, van Rijn RR, Zondervan PE, Tilanus HW,
IJzermans JN: Indications and long-term outcome of treatment of benign
hepatic tumors. A critical appraisal. Arch Surg 2001, 136:1033-1038.
9. Farges O, Daradkeh S, Bismuth H: Cavernous hemangiomas of the liver:
Are there any indications for resection? World J Surg 1995, 19:19-24.
10. Jarnagin WR, Gonen M, Fong Y, DeMatteo RP, Ben-Porat L, Little S,
Corvera C, Weber S, Blumgart LH: Improvement in perioperative outcome
after hepatic resection: Analysis of 1803 consecutive cases over the past
decade. Ann Surg 2002, 236:397-407.
11. Charny CK, Jarnagin WR, Schwartz LR, Frommeyer HS, DeMatteo RP, Fong Y,
Blumgart LH: Management of 155 patients with benign liver tumours. Br
J Surg 2001, 88:808-813.
12. Poon RT, Fan ST, Yu WC, Lam BK, Chan FY, Wong J: A prospective
longitudinalstudy of quality of life after resection of hepatocellular
carcinoma. Arch Surg 2001, 136:693-699.
13. Martin RC, Eid S, Scoggins CR, McMasters KM: Health-related quality of life:
Return to baseline after major and minor liver resection. Surgery 2007,
142:676-684.
14. Sajid MS, Iftikhar M, Rimple J, Baig MK: Use of health-related quality of life
tools in hepatobiliary surgery. Hepatobiliary Pancreat Dis Int 2008,
7:135-137.
15. Banz VM, Inderbitzin D, Fankhauser R, Studer P, Candinas D: Long-term
Quality of Life after hepatic resection: Health is not simply the absence
of disease. World J Surg 2009, 33:1473-1480.
16. Mayer RJ: Summary of the second international conference on biology,
prevention and treatment of gastrointestinal malignancies. Ann Oncol
1995, 6:645-9.
17. Slevin ML: Quality of life: philosophical question or clinical reality. BMJ
1992, 305:466-469.
18. Dindo A, Demartines N, Clavien PA: Classification of surgical
complications. Ann Surg 2004, 240:205-213.
19. Aaronson NK, Ahmedzai S, Bergman B, Bullinger M, Cull A, Duez NJ,
Filiberti A, Flechtner H, Fleishman SB, de Haes JC: The European
Organization for Research and Treatment of Cancer QLQ-C30: a qualityof-life instrument for use in international clinical trials in oncology. J Natl
Cancer Inst 1993, 85:365-376.
20. Feng ZQ, Huang ZQ, Xu LN, Liu R, Zhang AQ, Huang XQ, Zhang WZ,
Dong JH: Liver resection for benign hepatic lesions: A retrospective
analysis of 827 consecutive cases. World J Gastroenterol 2008,
14(47):7247-7251.
21. Lordan JT, Worthington TR, Quirney N, Fawcett W, Karanjia ND: Early
postoperative outcomes following hepatic resection for benign liver
disease in 79 consecutive patients. HPB 2009, 11:321-325.

Page 6 of 6

22. Sloan JA, Loprinzi CL, Kuross SA, Miser AW, O’Fallon JR, Mahoney MR,
Heid IM, Bretscher ME, Vaught NL: Randomized comparison of four tools
measuring overall quality of life in patients with advanced cancer. J Clin
Oncol 1998, 16:3662-3673.
23. Kemmler G, Holzner B, Kopp M, Dünser M, Margreiter R, Greil R, SpernerUnterweger B: Comparison of two quality-of-life instruments for cancer
patients: the Functional Assessment of Cancer Therapy-General and the
European Organization for Research and Treatment of Cancer Quality of
Life Questionnaire-C30. J Clin Oncol 1999, 17:2932-2940.
24. Camilleri-Brennan J, Steele RJ: Quality of life after treatment for rectal
cancer. Br J Surg 1998, 85:1036-43.
25. Fioole B, Kokke M, van Hillegersberg R, Rinkes IH: Adequate symptom
relief justifies hepatic resection for benign disease. BMC Surgery 2005,
5:7-11.
Pre-publication history
The pre-publication history for this paper can be accessed here:
http://www.biomedcentral.com/1471-2482/11/16/prepub
doi:10.1186/1471-2482-11-16
Cite this article as: Kamphues et al.: Safety of liver resection and effect
on quality of life in patients with benign hepatic disease: Single center
experience. BMC Surgery 2011 11:16.

Submit your next manuscript to BioMed Central
and take full advantage of:
• Convenient online submission
• Thorough peer review
• No space constraints or color figure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at
www.biomedcentral.com/submit

