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ver~indert trotz nachweisbarer Tumorreduktion (4). Dennoch 
wird man sich ais Chirurg manchmal nur schwer dem Opera- 
tionswunsch eines Patienten entziehen k6nnen, zumal nicht selten 
eine diagnostische Odyssee mit den Folgen einer Kanzerophobie 
vorausgegangen ist. Die Entscheidung zur Resektion einer be- 
kannten FNH bleibt somit wohl immer eine individuelle Ent- 
scheidung. Die Indikation zur totalen Hepatektomie und an- 
schliel3enden Lebertransplantation bei multifokaler FNH mit 
Symptomen des progressiven Leberversagens ist sicherlich ein 
Einzelfall (9). 
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Focal hyperplasia of the liver is well known to pathologists under 
the name of focal nodular hyperplasia (FNH) today. Edmondson 
drew attention to this disease in his fundamental paper (4) summa- 
rizing 8 cases from the literature; Malt et al. (5) observed only 3 ca- 
ses in the 22-year material of Harvard Medical School; SOrensen and 
Baden (9) compiled 141 cases from the literature until 1975. 

FNH is a lesion of the fiver that is mostly solitary and well delinea- 
ted. It is composed of proliferating hepatocytes around the central 
scar of small bile ducts, has no portal structure but often hyperplastic 
vascular formations. Generally, it is located subcapsular!y m-ld rarely 
penetrates deep into hepatic substance. Sometimes, a peduncle links 
it to the liver. Though well circumscribed, the nodules are not encap- 
sulated and scarcely involve bleedings or necrosis (1, 3, 8). 

VascvJar hepatic malfo,-mation, the use of oral contraceptives 
(2, 6), and choriogonadotropin treatment (10) are considered to 
be sure causes, yet, the etiology is still unclear. 

Differential diagnoses point at hepatocellular adenoma, hamar- 
toma, inflammatory pseudotumor, biliary duct adenoma, hepato- 
cellular carcinoma, and metastatic tumor. Sometimes, macrosco- 
pic differentiation of the lesion is difficult but usually microsco- 
pic investigation easily provides a clear diagnosis of FNH. 
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The paper of Tung et al. (11) covers 48 patients with FNH over 
25 years, and summarizes experiences that are significant even at 
international level. On principle, the essence of the paper can be 
agreed with. 

On the surgical therapeutic practice of the authors, however, 
we will make some comments. The principles they apply are pri- 
marily in accordance with those of the Mayo Clinic. Their prac- 
tical approach, however, does not always correspond with the 
principles they laid down in their paper. Resection rates in parti- 
cular, the authors performed resection in almost half (in 23 of 48) 
of the patients, can be regarded as excessive. We have to accept 
that FNH is a kind of lesion 
- 1) which is benign in character; 
- 2) which rarely causes symptoms or complications; 
- 3) whose malignant transformation is not known (7); 
- 4) which may spontaneously regress; 
- 5) whose correct diagnosis can be established by MRI with 70% 

sensitivity and 98% specificity, and by hepatocholescintigraphy 
with 87% sensitivity and 100% specificity; 

- 6) whose diagnosis may be further backed by percutaneous fine 
needle biopsy, or in case it fails by laparoscopic excision. 
With the current diagnostic possibilities available to us we are 

for a conservative surgical solution of FNH. In our opinion, liver 
resection for FNH is only indicated if 
- its diameter exceeds 5 cm; 
- the lesion causes symptoms; 
- it is subcapsularly situated; 
- it is growing; 
- it induces complications (bleeding, rapture). 

Otherwise we suggest that the lesion should only be observed 
after diagnosis, and oral contraceptives should be discontinued. 

We were compelled to perform extended resection in only 1 of 
our patients. 

The authors' penchant for surgical intervention is possibly due 
to the fact that their patients were treated during the period of 
1969 to 1994, a time at which up-to-date diagnostic procedures 
did not exist. As mentioned above, we regard their work as signi- 
ficant and valuable. 
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