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During Major Hepatic Resection
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Abstract: Objective To assess the possibility and effectiveness of controlled low central venous
pressure (LCVP) on major hepatic resection. Methods Sixty patients scheduled for elective major
hepatic resections were randomly divided into two groups. The test group was managed by LCVP

CVP<5cmH,0 during hepatic resection period and CVP was returned to normal after liver resec-
tion, while the control group was performed routinely with normal CVP (6-12 emH,0). The time of
hepatectomies, volume of blood loss, volume of blood transfused, and renal function were compared
between the two groups. Results The time of hepatectomies, volume of blood loss, volume of blood
transfused in test group were significantly less than that of the control group P <0.05 . Renal func-
tion was not affected by controlled LCVP.  Conclusion  The controlled LCVP technique during liver
resection is beneficial for reducing blood loss and blood infusion, shortening operation, and may be
beneficial for more rapid recovery of patients.

Key words: low central venous pressure; major hepatic resection; transfusion

[J SUN Yat-sen Univ Med Sci 2004 25 2 180 - 183]

2003-08-22
(6311%)
1966 -



181

1.1
60 ASA

43 17
28 ~ 67
1.2
(1)
Lcve (1) 30 30 min
2 mg/kg, 0.01 mg/kg
0.1 mg/kg 3 wg/ke,
1.5 mg/kg, 2 mg/kg

CVP
n vs
I CVP 6~12
cmH>0 II 15
1 mL/ (kg h)
CVP
0 ~5 emH,0
CVP 5 emH,0
CvVPpP LCVP ,
60 mmHg
1 mL/ (kg: h)

5 CmHzO
0.6 g/L

1-stat
Het 25% Het 25%
~30%

24 h
BUN (Cr)
1.3
SPSS 10. 0 FOR WINDOWS
t
t a 0.05

LCvP

2 BUN Cr

1
Table 1 Clinic data

Control group LCVP group
(n=30) (n=30)

Age 51+6 53+8 1.65
Gender(male /female) 20/10 23/7
Weight (kg) 59 +10 69 +11 1.38

Compare with control group P > 0.05

2
Table 2 Comparison of time for hepatectomy, blood loss and
requirements of blood transfusion between LCVP group and

control group Xt

Control group LCVP group

(n=30) (n=30) '

Preoperative hemoglobin (g/1.) 130 £23 125 20 1.03
Postoperative hemoglohin (g/L) 115 +22 108 + 19 1.70
Blood loss (mL) 743 +234 384 £156* 2.90
Blood transfusion (mL) 354 +£193 195 +1412 3.34
Time for hepatectomy min 21 £7 156" 2.33
7 23.3% 18 60% *

1) Compare with control group P < 0.05, 2 Compare with

Number of no transfusion

control group P <0.01

3 24 h BUN Cr
Table 3 The changes of BUN and creatinine (Cr) before oper-

ation and 24 hours after operation in both groups ¢/mmol- L~

Group Before operation 24 h after operation t

BUN  Control 5.4+1.3 5.2+1.3 1.19
LCVP 5.1+1.4 4.9+1.1 0.87
Cr Control 91 +24 87 +25 1. 46
LCVP 88 £31 89 £20 0.35

Compare with control group P > 0.05
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