
Vol.:(0123456789)1 3

Updates in Surgery (2023) 75:1949–1959 
https://doi.org/10.1007/s13304-023-01574-9

ORIGINAL ARTICLE

Trends in hospital volume and operative mortality in hepato‑biliary 
surgery in Veneto region, Italy

Alfredo Guglielmi1 · Marzia Tripepi1 · Laura Salmaso2 · Ugo Fedeli2 · Andrea Ruzzenente1   · Mario Saia2

Received: 17 February 2023 / Accepted: 22 June 2023 / Published online: 3 July 2023 
© The Author(s) 2023

Abstract
Hepatobiliary resections are among the most complex and technically challenging surgical procedures. Even though robust 
evidence showed that complex surgical procedures such as hepatobiliary surgery have better short- and long-term outcomes 
and lower mortality rate when performed in high-volume centers, the minimal criteria of centers that can perform hepatobil-
iary activity are not clearly defined. We conducted a retrospective population study of patients who underwent hepatobiliary 
surgery for malignant disease in a single Italian administrative region (Veneto) from 2010 to 2021 with the aim to investigate 
the hospitals annual surgical volume for hepatobiliary malignant diseases and the effect of hospital volume on in-hospital, 
30- and 90-day postoperative mortality. The centralization process of hepatobiliary surgery in Veneto is rapidly increasing 
over the past 10 years (rate of performed in highly specialized centers increased from 62% in 2010 to 78% in 2021) and actu-
ally it is really established. The crude and adjusted (for age, sex, Charlson Index) mortality rate after hepatobiliary surgery 
resulted significantly lower in centers with high-volume activity compared to them with low-volume activity. In the Veneto 
region, the “Hub and Spoke” model led to a progressive centralization of liver and biliary cancer treatment. High surgical 
volume has been confirmed to be related to better outcomes in terms of mortality rate after hepatobiliary surgical procedures. 
Further studies are necessary to clearly define the minimal criteria and associated numerical cutoffs that can help define the 
characteristics of centers that can perform hepatobiliary activities.
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Introduction

During the past decades, worldwide, increasing efforts have 
been made to increase the centralization of health care in 
high-volume hospital for complex and risky procedures such 
as surgery for hepatobiliary cancers.

Implementing centralization is seen as an opportunity 
to increase the quality of care, based on the principle that 
experience and high specialization resulting from the high 
number of patients treated, are related with an improvement 
of quality of health assistance and patient’s surgical outcome 
[1].

Hepatobiliary resections are among the most complex and 
technically challenging surgical procedures and require an 
accurate selection of candidates to surgery, a preoperative 
precise surgical planning involving multidisciplinary team, 
high technical surgical skill, an accurate anesthesiologic 
management, and specialized postoperative care in case of 
postoperative complications.

Robust evidence shows that complex surgical procedures 
such as hepatobiliary surgery have better short- and long-
term outcomes and lower mortality rate when performed 
in high-volume centers; specifically high hospital volume 
is frequently associated with better indication to surgery, 
patients’ selection and improved preoperative optimization, 
higher surgical expertise, as well as optimization of the man-
agement of postoperative complications with lower failure 
to rescue [1–6].

However, despite that there is a general consensus on the 
importance of centralization for hepatobiliary surgery, the 
determinants involved in this process (including a minimum 
annual caseload of liver surgery) are not clearly defined.
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In a previous review article on centralization of liver sur-
gery in Italy, Torzilli et al. have defined minimal hospital 
requirements for surgical units that should be entitled to 
perform liver surgery in Italy and included, among others, a 
surgical volume requirement of more than 20 liver resections 
per year for malignant liver diseases with a 90-day mortality 
rate < 3% [7].

The aim of this reports was to investigate the annual sur-
gical volume for hepatobiliary malignant diseases during a 
11 years’ time period (2010–2021) for hospitals of a single 
Italian administrative region (Veneto, northeastern Italy, 4.9 
milion residents). Moreover, the effect of hospital volume 
on in-hospital, 30- and 90-day postoperative mortality was 
analyzed.

Methods

This was a retrospective population study of patients who 
underwent liver surgery for malignant disease in a single 
Italian administrative region (Veneto) from 2010 to 2021.

Data were obtained from the anonymized archive of hos-
pital discharge forms (“schede di dimissione ospedaliera 
– SDO)” whose database includes information on inpatient 
discharge from every single hospital stay at any public or 
private accredited hospital. The Regional Healthcare Service 
collects information on all hospital admissions (elective and 
emergency) recorded using hospital discharge forms (SDO), 
which are based on the International Classification of Dis-
eases, Ninth Revision, Clinical Modification (ICD-9-CM) 
classification. Data collected using SDO included the fol-
lowing: patient demographics (gender, date/place of birth, 
and place of residence), admission details (date of admis-
sion, identification code of the ward/hospital of admission), 
discharge data (discharge date, main diagnosis, and up to 5 
secondary diagnoses, main intervention and up to 5 second-
ary procedures with relevant dates), and diagnosis-related 
groups.

The population registry includes the date of death of resi-
dents of the Veneto region; This database was used to estab-
lish overall mortality at 30 days and 90 days from the date 
of surgery, while SDO were used to analyze intra-hospital 
mortality.

Inclusion criteria

All admissions between 2010 and 2021 in any public or pri-
vate accredited hospital in Veneto, with at least one of the 
diagnoses of primary and secondary malignant tumor of the 
liver or bile ducts (ICD-9-CM: 155.0, 155.1, 155.2, 156.0, 
156.1, 156.2, 156.8, 156.9, 197.7) and at least one of the 
major hepato-biliary (HB) surgical procedures (ICD-9-CM: 
50.21, 50.22, 50.23, 50.24, 50.25, 50.29, 50.3, 50.4, 50.5, 

50.61, 50.69,51.22,51.23, 51.63, 51.69, 51.36, 51.37, 51.39, 
51.94) were included into the study.

Exclusion criteria

Patients age < 18 years or > 100 years; moreover, distal pan-
createctomy, pancreaticoduodenectomy and total pancrea-
tectomy (intervention ICD9CM code 52.5, 52.6, 52.7) were 
excluded.

Definitions

The total number of hepatobiliary procedures performed 
during the study in each hospital was recorded.

According to surgical volume, hospital has been distinct 
as follows:

•	 Very-low volume hospital: < 5 surgical hepato-biliary 
procedures per year for malignant disease

•	 Low-volume hospital: 5–19 surgical hepato-biliary pro-
cedures per year  for malignant disease

•	 Intermediate volume hospital: 20–99 surgical hepato-
biliary procedures per year for malignant disease

•	 High specialized hospital: ≥ 100 surgical hepato-biliary 
procedures per year for malignant disease.

Since the classification is based on the annual surgical 
volume, over the entire analysis period, the same hospital 
may result in different groups in different years.

Surgical procedures have been classified in five groups 
as follows:

1.	 Liver transplant (intervention ICD9CM code: 50.5).
2.	 Liver resection (intervention ICD9CM code: 50.3, 50.4, 

50.22).
3.	 Biliary procedures (intervention ICD9CM code: 51.22, 

51.23, 51.63, 51.69, 51.36, 51.37).
4.	 Liver ablation (intervention ICD9CM code: 50.23, 

50.24, 50.25).
5.	 Other procedures (intervention ICD9CM code: 50.21, 

50.29, 50.61, 50.69, 51.39, 51.94).

In case of more than one surgical procedure from differ-
ent groups performed during the same hospitalization, the 
above hierarchical order has been applied.

Mortality has been investigated as in-hospital mortality, 
30- and 90- days postoperative mortality.

In order to assure a complete follow-up for mortality 
analysis, subjects who did not reside in Veneto region or 
who had a prior hospitalization for liver malignant disease 
(diagnosis ICD9CM code: 155, 197.7, V10.07) in a period 
among 5 years and 6 months before the hospitalization or 
who underwent a liver lobectomy or total hepatectomy in the 
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five years before surgery (intervention ICD9CM code: 50.3, 
50.4) were excluded from the mortality analysis.

Statistical analysis

First, a descriptive analysis of the annual trend of overall 
hospitalizations for liver surgery in Veneto  has been con-
ducted and afterwards stratification was made according to 
type of intervention and class of annual surgical volume.

Moreover, a descriptive analysis has been conducted on 
the annually relationship between hospital volume, type of 
surgical resection, and in-hospital, 30 -and 90-day postop-
erative mortality. Cochran-Armitage test of trend was used 
to examine the presence of a trend across the study period as 
regards in-hospital, 30- and 90-day postoperative mortality. 
A p < 0.05 was considered statistically significant.

Hierarchical logistic regression models were used to 
account for the multilevel structure of the data and to adjust 
for clustering of patients within hospitals. The association of 
hospital volume with mortality outcomes was estimated by 
odds ratio after controlling for patients’ characteristics (age, 
gender and comorbidities measured by the Charlson index).

All statistical analyses were conducted using SAS (Sta-
tistical Analysis System) software version 9.4 (SAS Institute 
Inc., Cary, NC, USA).

Results

Hospital volume

During the study period, 17,159 hospitalizations for liver 
or bile duct malignancy with at least one surgical procedure 
has been recorded, with an average of 1400 hepato-biliary 
surgeries per year.

Among the entire cohort of patients who underwent sur-
gery, 4945 patients (28.8%) reside in Veneto region. Except 
for the first year (20.9%) with lower numbers compared to 
data of the following years, a growing number of patients 
residing outside the region was submitted to surgery, from 
27.2 to 31.5%. (Table 1).

Almost all surgical hepato-biliary procedures (92.7%) 
were performed in public hospitals. (Supplementary 
Table 2).

In 2010 and 2011 the frequency of surgical procedures 
performed in accredited private hospitals was, respectively, 
17% and 21% but starting from 2012 we observed a reduc-
tion in the activity carried out in these hospitals, with val-
ues of 5% in the more recent period. Although until 2015, 
there was no significant variation in the number of private 
accredited structures involved (attesting between 7 and 9 
structures), in recent years, procedures have been performed 
in only 4 private accredited hospitals.

The most frequently performed procedures were liver 
resection (39.8%) and liver ablation (36.6%), followed 
by biliary procedures (9.2%), and liver transplantation 
(3.9%) (Table 2).

The majority of interventions (69.2%; n = 11,882) 
were performed in hospitals with at least 100 hepatobil-
iary surgeries per year for malignant disease. In detail, 3 
high-volume centers performed more than 60% of the total 
number of surgeries; moreover, the rate of hepatobiliary 
procedures performed in high-volume centers increased 
over the time from 62.1% (2010) to 78.0% (2021) (p-value 
for trend: < 0.0001).

Centers with intermediate volume (20–99 hepato-bil-
iary procedures per year) performed 18.4% (n = 3.165) of 
surgeries with a significant reduction in the past years, 
from 20.7% (2010) to 14.2% (2021).

Finally, only 10% (n = 1712) of surgical activity was 
performed in low-volume center (5–19 hepatobiliary pro-
cedures per year for malignant disease) and 2.3% (n = 400) 
in center with very low volume of hepatobiliary proce-
dures, although this group included a large number of hos-
pitals [n = 18 (2010); n = 14 (2021)] (Table 3).

According to the type of surgical interventions, liver 
transplantation was performed only in two high-volume 
centers and rate of liver ablation were higher in high vol-
ume compared to intermediate, low and very low volume; 
41.1% (n = 4880), 32% (n = 1013), 19.6% (n = 335) and 
13.3% (n = 53), respectively (Table 4).

Table 1   Number of HB surgeries according to year of admission and 
patient’ residence

Year of discharge Residence Total

Outside of 
Veneto region
N (%)

Veneto region
N (%)

2010 259 (20.9) 982 (79.1) 1241
2011 378 (27.2) 1011 (72.8) 1389
2012 300 (25.2) 889 (74.8) 1189
2013 367 (27.7) 957 (72.3) 1324
2014 399 (28.4) 1008 (71.6) 1407
2015 458 (29.8) 1080 (70.2) 1538
2016 489 (31.5) 1063 (68.5) 1552
2017 478 (30.3) 1099 (69.7) 1577
2018 461 (30.3) 1061 (69.7) 1522
2019 502 (31.7) 1084 (68.3) 1586
2020 453 (31.0) 1008 (69.0) 1461
2021 401 (29.2) 972 (70.8) 1373
Total 4945 (28.8) 12,214 (71.2) 17,159
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Type of hepatobiliary procedures

During the period in exam, among a total of 17,159 hepa-
tobiliary surgical procedures performed, 8777 (51.2%) 
have been performed for patients affected by hepatocarci-
noma (HCC). Among this patients, 2440 (27.8%) were also 
affected by cirrhosis.

The majority of patient with HCC (n = 6799, 77.5%) and 
of them with HCC and cirrhosis (n = 1693, 69.4%) has been 
treated at high-volume hospital.

Conversely, the rate of HCC patients and HCC with 
cirrhosis patients who underwent hepatobiliary surgical 
procedures was around 5–8% in low-volume hospital and 
lower than 1% in very low-volume hospital. (Supplementary 
Table 3) Stratifying patients according to the diagnosis of 
HCC, we found a heterogeneity of surgical approach among 
different hospital volume. In detail, while in High special-
ized hospital and Intermediate volume hospital the rate of 
liver resection and liver ablation for patients with HCC was 
similar,  in low- and very-low volume hospital the rate of 
liver resection was extensively higher than that of liver abla-
tion. (Supplementary Table 3).

In detail, patients with HCC underwent predominantly 
liver ablation in high-volume hospitals (57.2%, n = 3888) 
while the predominant treatment for these patients in very 
low-volume centers was liver resection (42.6%, n = 23).

This tendency has been confirmed also for patients with 
HCC and cirrhosis with a rate of 28.8% of liver resection and 
of 37.7% of liver ablation performed in high volume hospital 

and a rate of 42.1% and 36.8% of respectively liver resection 
and liver ablation performed in very-low volume hospital. 
(Supplementary Table 3).

Minimally invasive liver resection

Among a total of 6833 liver resection intervention (ICD9CM 
code: 50.3, 50.22) performed during the study period in 
Veneto, the rate of those performed by minimally invasive 
approach (intervention ICD9CM code: 50.21) was 23.6%. 
The percentage of liver resection performed by mini-
mally invasive approach increased over time (from 8% in 
2010–2013 to 39.5% in 2018–2021).

According to hospital volume, high-volume hospitals 
showed the higher rate of minimally invasive approach with 
a frequency of 42% in the last period (2018–2021) com-
pared to 17.5% of very-low volume hospitals. (Supplemen-
tary Table 4).

Mortality

From an initial cohort of 17,159 patients, after exclusion of 
patients not residing in Veneto region and who had a liver 
lobectomy or hepatectomy in the previous 5 years, the mor-
tality analysis was performed on 7989 (46.6%) patients.

In the examined period, the in-hospital, 30- and 
90-day postoperative mortality were 1.8% (n = 147), 1.9% 
(n = 150) and 5.3% (n = 422), respectively. In-hospital 
mortality declined over time (from 2.2% in 2010–2013 to 

Table 2   Number of surgeries 
according to type of surgical 
procedures across years

Definition: liver transplant (intervention ICD9CM code:, 50.5); Liver resection (intervention ICD9CM 
code: 50.3, 50.4, 50.22); Bile duct resection (intervention ICD9CM code: 51.63, 51.69, 51.36, 51.37, 
51.22, 51.23); Liver ablation (intervention ICD9CM code: 50.23, 50.24, 50.25); Other (intervention 
ICD9CM code: 50.21, 50.29, 50.61, 50.69, 51.39, 51.94)

Year Surgical procedure

Liver trans-
plant

Liver resection Biliary proce-
dures

Liver ablation Other Total

N % N % N % N % N % N %

2010 26 2.1 482 38.8 132 10.6 284 22.9 317 25.5 1241 100
2011 39 2.8 549 39.5 155 11.2 412 29.7 234 16.9 1389 100
2012 51 4.3 458 38.5 138 11.6 394 33.1 148 12.5 1189 100
2013 39 3.0 569 43.0 141 10.7 460 34.7 115 8.7 1324 100
2014 51 3.6 566 40.2 141 10 543 38.6 106 7.5 1407 100
2015 54 3.5 572 37.2 142 9.2 607 39.5 163 10.6 1538 100
2016 67 4.3 554 35.7 136 8.8 645 41.6 150 9.7 1552 100
2017 82 5.2 599 38.0 142 9.0 619 39.3 135 8.6 1577 100
2018 74 4.9 566 37.2 120 7.9 635 41.7 127 8.3 1522 100
2019 65 4.1 640 40.4 126 7.9 638 40.2 117 7.4 1586 100
2020 62 4.2 676 46.3 97 6.6 542 37.1 84 5.8 1461 100
2021 54 3.9 602 43.9 106 7.7 502 36.6 109 7.9 1373 100
Total 664 3.9 6833 39.8 1576 9.2 6281 36.6 1805 10.5 17,159 100
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1.4% in 2018–2021 p-value for trend: 0.0167); conversely, 
the 30-day mortality (p-value for trend: 0.118) and 90-day 
mortality (p-value for trend: 0.379) showed similar values 
over the study period. (Table 5).

According to hospital volume, the postoperative out-
comes were slightly lower in high-volume hospitals com-
pared to intermediate volume hospital as follows: in-hos-
pital mortality of 1.3% and 1.8%; 30-day mortality of 1.3% 
and 1.6% and 90-day mortality of 4.6% and 4.6%. Con-
versely, low and very low volume centers showed higher 

in hospital mortality (3.6% and 2.0%), 30-day mortality 
(3.5% and 4.6%) and 90-day mortality (7.3% and 10.3%).

Multivariable analysis was performed to confirm the role 
of hospital volume for postoperative outcomes adjusted for 
confounders (age, gender, Charlson index), specifically post-
operative mortality was significantly higher in low- and very-
low volume hospital with an OR of 2.65 (95% CI 1.69–4.17) 
and 3.42 (95% CI 1.85–6.32) for 30-day mortality and 1.55 
(95% CI 1.19–2.02) and 2.17 (95% CI 1.47–3.19) for 90-day 
mortality. These results have been confirmed when analy-
sis was limited to major surgical procedures excluding liver 

Table 4   Number of surgeries 
according to type of surgical 
procedures and hospital surgical 
volume

Veneto, years 2010–2021
Definition: liver transplant (intervention ICD9CM code: 50.5, 50.4,); liver resection (intervention ICD9CM 
code: 50.3, 50.22); bile duct resection (intervention ICD9CM code: 51.63, 51.69, 51.36, 51.37, 51.22, 
51.23); liver ablation (intervention ICD9CM code: 50.23, 50.24, 50.25); other (intervention ICD9CM code: 
50.21, 50.29, 50.61, 50.69, 51.39, 51.94)

Procedure Hospital volume (Hepato-biliary procedures per year)

100 + procedures 20–99 proce-
dures

5–19 proce-
dures

0–4 proce-
dures

Total

N % N % N % N % N %

Liver transplant 664 5.6 0 0,0 0 0.0 0 0.0 664 3.9
Liver resection 4867 41.0 1082 34.2 748 43.7 136 34.0 6833 39.8
Biliary procedures 714 6.0 351 11.1 366 21.4 145 36.3 1576 9.2
Liver ablation 4880 41.1 1013 32.0 335 19.6 53 13.3 6281 36.6
Others 757 6.4 719 22.7 263 15.4 66 16.5 1805 10.5
Total 11,882 100 3.165 100 1.712 100 400 100 17,159 100

Table 5   Distribution of in-hospital, 30-day, and 90-day mortality of patients resident in Veneto according to procedural volume by time period

Veneto, years 2010–2021

Mortality Hospital volume (procedure per year)

Total 100+ 20–99 5–19 0–4

N Deaths % N Deaths % N Deaths % N Deaths % N Deaths %

In-hospital
2010–2013 2618 57 2.2% 1239 19 1.5% 677 12 1.8% 558 23 4.1% 144 3 2.1%
2014–2017 2772 54 1.9% 1455 24 1.6% 786 10 1.3% 422 16 3.8% 109 4 3.7%
2018–2021 2599 36 1.4% 1718 15 0.9% 450 13 2.9% 333 8 2.4% 98 0 0.0%
TOT 7989 147 1.8% 4412 58 1.3% 1913 35 1.8% 1313 47 3.6% 351 7 2.0%
30-day
2010–2013 2618 53 2.0% 1239 19 1.5% 677 9 1.3% 558 20 3.6% 144 5 3.5%
2014–2017 2772 56 2.0% 1455 21 1.4% 786 11 1.4% 422 17 4.0% 109 7 6.4%
2018–2021 2599 41 1.6% 1718 17 1.0% 450 11 2.4% 333 9 2.7% 98 4 4.1%
TOT 7989 150 1.9% 4412 57 1.3% 1913 31 1.6% 1313 46 3.5% 351 16 4.6%
90-day
2010–2013 2618 135 5.2% 1239 55 4.4% 677 29 4.3% 558 37 6.6% 144 14 9.7%
2014–2017 2772 158 5.7% 1455 75 5.2% 786 32 4.1% 422 40 9.5% 109 11 10.1%
2018–2021 2599 129 5.0% 1718 72 4.2% 450 27 6.0% 333 19 5.7% 98 11 11.2%
Total 7989 422 5.3% 4412 202 4.6% 1913 88 4.6% 1313 96 7.3% 351 36 10.3%
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ablations (N = 5843); in particular, postoperative mortal-
ity was significantly higher in low and very-low volume 
hospital with an OR of 2.49 (95% CI 1.53–4.05) and 3.12 
(95% CI 1.64–5.94) for 30-day mortality and 1.48 (95% CI 
1.10–2.00) and 2.09 (95% CI 1.39–3.15) for 90-day mortal-
ity (Table 6).

Moreover, stratifying patients according to diagnosis, 
patients with HCC and those with HCC and cirrhosis who 
underwent liver resection showed a higher in-hospital, 
30-day and 90-day postoperative mortality when compared 
with patients without HCC/cirrhosis although this differ-
ence was not statistically significant. In detail, the great-
est risk of postoperative mortality for HCC and cirrhosis 
patients compared with other patients was identified 90 days 
after surgical liver resection (90-day mortality HCC plus 
cirrhosis 5.3% vs 3.9% patients with other malignant liver 
tumor, crude OR 1,35, 95% CI 10.85; 2.16). (Supplementary 
Table 5).

Discussion

Although previous studies have examined the role of hos-
pital resection volume in outcome in HB surgery, this is 
the first Italian regional study that showed the state of the 
centralization process of liver surgery in the past 10 years in 
Veneto and tested the association between hospital volume 
and operative mortality.

After the introduction of the Veneto Oncological Network 
in 2013, a group of experts have defined the diagnostic and 
therapeutic pathways (“percorsi diagnostici terapeutici e 
assistenziali-PDTA”) for oncological hepatobiliary disease 
with the aim to implement good clinical practices and define 
the most suitable organizational models to give to patient the 
best level of care [8].

The goal of this project was to structurally centralize 
patients from local low-volume hospital (“Spoke”) to a 
central high-volume hospital (“Hub”) optimizing available 
resources and reducing waste.

According to the results of this study, although a spe-
cific regional administrative law has not been introduced, 
the centralization process of liver surgery in Veneto is rap-
idly increasing over the past 10 years (rate of liver resec-
tion performed in highly specialized centers increased from 
62.1% in 2010 to 78.0% in 2021) and actually it is really 
established.

This study showed either the increasing role of high-vol-
ume hospital in the treatment of patients with hepatobiliary 
disease and the significant differences in mortality rate after 
hepatobiliary surgery between centers with low-volume and 
high-volume activity.

These results are consistent with previous literature, 
suggesting the relationship of hospital volume with the 

occurrence of postoperative mortality [9, 10]. The reasons 
that could explain the correlation between high hospital vol-
ume and better surgical outcomes are several, including a 
more specialized medical team, a standardization of care 
and a higher experience with treatment of complications [2, 
11–14].

Interestingly, we found similar results for mortality after 
HB surgery at high (≥ 100 surgical hepato-biliary proce-
dures per year) and intermediate (20–99 surgical hepato-
biliary procedures per year) hospital volume.

In detail, the in-hospital and 30-day mortality rate in 
high- and intermediate-volume hospital was satisfying and 
similar to data reported in literature (< 2%) [15]. Conversely 
both low- and very-low volume hospital reported a signifi-
cantly high 30-day mortality (3.6% and 4.6%, respectively).

Similarly, compared with a 90-day mortality of less 
than 5% in high-  and intermediate-volume hospitals, this 
value reaches around 7–10% in low- and very-low volume 
hospitals.

After adjusting for age, sex, Charlson Index, the differ-
ence among in-hospital, 30-day and 90-day postoperative 
mortality between high- and intermediate-volume hospi-
tal was not significantly different, while there was around 
a 2–threefold increase of postoperative mortality both for 
low-volume (5–19) and very-low volume hospital (0–4) as in 
terms of 30-day mortality (OR 2.65 and 3.47 respectively) as 
in terms of 90-day mortality (OR 1.64 and OR 2.38, respec-
tively) when compared to high-volume hospital.

These results have been confirmed also when it has been 
considered only hepatobiliary resection after exclusion of 
liver ablation.

According with these results, there is an evident benefit 
in term of postoperative mortality reduction above a surgi-
cal volume of 20 annual hepatobiliary resections per year. 
Despite that there is not yet established a minimal volume 
requirement for a Hepatobiliary surgical unit, the cut-off of 
20 liver resection per year is commonly accepted in several 
countries as discriminant for acceptable postoperative out-
come [7, 16–18].

In particular, Dimick et al. in a study on more than 2,000 
hepatectomies performed in North America found that those 
hospitals that performed more than 20 liver resections per 
year had significantly lower mortality rate (3.9% vs 7.6% 
at low-volume hospitals (p < 0.001). This result has been 
confirmed at the multivariate analysis where high-volume 
hospitals showed a 40% lower risk of in-hospital mortal-
ity compared with low-volume hospitals (OR, 0.60; 95% CI 
0.39–0.92; p = 0.02] [19].

These results have been confirmed also for minimally 
invasive liver surgery (MILS); Van der Poel et al., in a 
multicentric study on 6951 liver resections performed, of 
which 916 were MILS (13%), showed that centers which 
performed ≥ 20 MILS annually had less conversions and less 
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overall complications (37 (30%) versus 58 (42%) of center 
with < 20 MILS per year, p = 0.040) [18].

Furthermore, the range of difficulty for hepatobiliary pro-
cedures may vary significantly, especially among different 
diagnoses and patients with associated comorbidities. For 
these reasons, a minimal annual volume should also consider 
parameters related to the level of complexity. This approach 
could be interesting for optimizing resources and improving 
outcomes through the centralization of the most complex 
resections in highly experienced centers. Simultaneously, it 
would direct simpler cases to intermediate and low-volume 
centers. With the aim to better stratify the surgical risk, we 
investigate the distribution of high-risk patients such as 
those with cirrhosis among the different hospitals accord-
ing to hospital volume.

We confirmed that liver cirrhosis represents a risk for 
postoperative mortality and complications including ascites, 
jaundice, postoperative liver failure and encephalopathy also 
for minor liver resections. HCC with cirrhosis was associ-
ated with an increased mortality risk, especially for 90-day 
postoperative mortality even if without statistically signifi-
cant probably due to the paucity of data after sample strati-
fication. For these reasons, liver resections in patients with 
cirrhosis still represent a medical challenge and require an 
accurate preoperative risk evaluation and a careful surgical 
and postoperative management. According to our results, 
these complex patients has been predominantly treated at 
high- and intermediate-volume hospital which may have 
technical equipments and dedicated multidisciplinary teams 
allowing a more effective preoperative surgical planning and 
a better management of postoperative complications [9].

Interestingly, when analyzing the type of surgical 
approach among hospitals of different volumes, we found 
that patients with HCC predominantly underwent liver 
ablation in high-volume hospitals, while liver resection was 
more common in very-low volume hospitals. This differ-
ence may be attributed to lower familiarity with ultrasound-
guided procedures or a limited availability of dedicated 
interventional liver-directed services in low and very-low 
volume hospitals.

Another interesting point of this study is the distribu-
tion of minimally invasive approach according to hospital 
volume. In recent years, minimally invasive liver resection 
gained a key role in the surgical treatment of malignant and 
benign liver tumors and there are robust evidences that mini-
mally invasive liver resection is associated with less intraop-
erative blood loss, early oral feeding, fewer complications, 
shorter postoperative hospital stay and similar oncological 
outcomes compared to open liver resections (OLR) [20, 21] 
According to literature, this study confirmed that minimally 
invasive surgery is increasing over the time (from 8% in 
2010–2013 to 39.5% in 2018–2021). However, because of its 
complexity requiring expertise in both the laparoscopic and 

liver surgery, it is predominantly performed in high-volume 
hospital (42% compared to 17.5% of very-low volume hos-
pital in the late period 2018–2021).

The results of this study should be analyzed in light 
of limitations, in particular the use administrative data to 
analyze clinical limits the number of available variables. 
Clearly, the description of mortality rate according to 
hospital volume represents a first step of a more complex 
and detailed exploration that is necessary to analyze fac-
tors related with outcomes. For example, the intervention 
ICD9CM coded as 50.22 refers generally to “Partial liver 
resection” without distinction between minor and major 
hepatectomy (> 3 liver segment) [22].

In addition, several new technical approaches have been 
recently proposed to achieve parenchymal sparing hepatec-
tomies, usually more complex than major hepatectomies: in 
these cases the classic distinction between major and minor 
hepatectomies is inadequate to describe the complexity of 
surgery [23, 24].

Another limit of the study is that it was not possible to 
analyze the failure to rescue (FTR), that means mortality 
after experiencing a surgical complication. The FTR is con-
sidered a quality indicator that focuses on management of 
complications rather than on mortality itself [25].

A recent Italian study focusing on FTR within 90 days 
after resection of HCC observed a significant lower FTR 
rate in high volume hospital (5.1%) compared to low-volume 
hospital (28.6%) [9].

Several studies reported the importance of a timely and 
appropriate treatment of patients with a major complication 
after hepato-biliary surgery. The lower FTR in high hospital 
volume seems to be related to be a better expertise and to 
the availability of a multidisciplinary approach, including 
among others an experienced anesthesiologist and inten-
sive care unit, a interventional radiologist and endoscopist, 
a hepatologist, as well as a nutritional and nurse team [9, 
26, 27].

In conclusion, this study showed that in the Veneto 
region, the Hub and Spoke model led to a progressive cen-
tralization of liver and biliary cancer treatment.

Moreover, this study has confirmed that a high surgical 
volume is associated with better outcomes in terms of mor-
tality rates. However, further studies are necessary to clearly 
define the minimal criteria and numerical cutoffs that can 
help identify the characteristics of centers more qualified of 
performing hepatobiliary procedures. It is important to note 
that these criteria may vary depending on the specific coun-
try or region, and local healthcare authorities and experts 
should be consulted to ensure compliance with local regula-
tions and standards.

Further studies are needed to comprehend all the factors 
associated with higher mortality rates and failure-to-rescue 
rates. The aim is to refine the centralization process and 
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improve healthcare for patients with hepatobiliary diseases. 
This centralization involves a complex evaluation and the 
development of dedicated policies to promote high-quality 
care and optimize human and technological resources.

Concurrently, this process requires continuous monitor-
ing of outcomes to ensure that quality standards are met 
throughout the therapeutic and diagnostic phases for patients 
with hepatobiliary diseases.

Additionally, the growing rate of patients seeking care 
outside the region demonstrates that the centralization of 
hepatobiliary care extends beyond the Veneto region. How-
ever, this "health migration" incurs significant economic and 
time costs for patients and their families. Therefore, policies 
are needed to facilitate the centralization process and reduce 
the burden on patients when accessing the best therapeutic 
treatments for their health conditions.

Supplementary Information  The online version contains supplemen-
tary material available at https://​doi.​org/​10.​1007/​s13304-​023-​01574-9.

Funding  Open access funding provided by Università degli Studi di 
Verona within the CRUI-CARE Agreement. None.

Declarations 

Conflict of interest  The authors declare that they have no conflict of 
interest.

Research involving human participants and/or animals, and Informed 
consent  The study included only administrative data, for this reason 
informed consent is not applicable.

Open Access   This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article's Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article's Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://​creat​iveco​mmons.​org/​licen​ses/​by/4.​0/.

References

	 1.	 Tol JA, van Gulik TM, Busch OR, Gouma DJ (2012) Centraliza-
tion of highly complex low-volume procedures in upper gastro-
intestinal surgery. A summary of systematic reviews and meta-
analyses. Dig Surg 29(5):374–383

	 2.	 Garcea G, Breukink SO, Marlow NE, Maddern GJ, Barraclough 
B, Collier NA et al (2009) A systematic review of the impact 
of volume of hepatic surgery on patient outcome. Surgery 
145(5):467–475

	 3.	 Dimick JB, Pronovost PJ, Cowan JA, Lipsett PA (2003) Postopera-
tive complication rates after hepatic resection in Maryland hospi-
tals. Arch Surg 138(1):41–46

	 4.	 Dimick JB, Wainess RM, Cowan JA, Upchurch GR, Knol JA, 
Colletti LM (2004) National trends in the use and outcomes of 
hepatic resection. J Am Coll Surg 199(1):31–38

	 5.	 Finks JF, Osborne NH, Birkmeyer JD (2011) Trends in hospital 
volume and operative mortality for high-risk surgery. N Engl J 
Med 364(22):2128–2137

	 6.	 Liu JH, Zingmond DS, McGory ML, SooHoo NF, Ettner SL, 
Brook RH et al (2006) Disparities in the utilization of high-vol-
ume hospitals for complex surgery. JAMA 296(16):1973–1980

	 7.	 Torzilli G, Viganò L, Giuliante F, Pinna AD (2016) Liver surgery 
in Italy. Criteria to identify the hospital units and the tertiary refer-
ral centers entitled to perform it. Updates Surg 68(2):135–142

	 8.	 https://​salute.​regio​ne.​veneto.​it/​web/​rov/​pdta-​epato​bilia​re
	 9.	 Ardito F, Famularo S, Aldrighetti L, Grazi GL, DallaValle R, 

Maestri M et al (2020) The impact of hospital volume on fail-
ure to rescue after liver resection for hepatocellular carcinoma: 
analysis from the HE.R.C.O.LE.S. Italian Registry. Ann Surg 
272(5):840–846

	10.	 Jones A, Kaelberer Z, Clancy T, Fairweather M, Wang J, Molina 
G (2022) Association between race, hospital volume of major 
liver surgery, and access to metastasectomy for colorectal liver 
metastasis. Am J Surg 224(1 Pt B):522–529

	11.	 Yopp AC, Mansour JC, Beg MS, Arenas J, Trimmer C, Reddick 
M et al (2014) Establishment of a multidisciplinary hepato-
cellular carcinoma clinic is associated with improved clinical 
outcome. Ann Surg Oncol 21(4):1287–1295

	12.	 Gashin L, Tapper E, Babalola A, Lai KC, Miksad R, Malik R 
et al (2014) Determinants and outcomes of adherence to rec-
ommendations from a multidisciplinary tumour conference for 
hepatocellular carcinoma. HPB (Oxford) 16(11):1009–1015

	13.	 Viganò L, Pedicini V, Comito T, Carnaghi C, Costa G, Poretti 
D et al (2018) Aggressive and multidisciplinary local approach 
to iterative recurrences of colorectal liver metastases. World J 
Surg 42(8):2651–2659

	14.	 Nathan H, Cameron JL, Choti MA, Schulick RD, Pawlik TM 
(2009) The volume-outcomes effect in hepato-pancreato-biliary 
surgery: hospital versus surgeon contributions and specificity of 
the relationship. J Am Coll Surg 208(4):528–538

	15.	 Magnin J, Bernard A, Cottenet J, Lequeu JB, Ortega-Deballon 
P, Quantin C et al (2023) Impact of hospital volume in liver 
surgery on postoperative mortality and morbidity: nationwide 
study. Br J Surg 110(4):441–448

	16.	 Lassen K, Nymo LS, Olsen F, Brudvik KW, Fretland Å, Søreide 
K (2019) Contemporary practice and short-term outcomes after 
liver resections in a complete national cohort. Langenbecks 
Arch Surg 404(1):11–19

	17.	 Franchi E, Donadon M, Torzilli G (2020) Effects of volume 
on outcome in hepatobiliary surgery: a review with guidelines 
proposal. Glob Health Med 2(5):292–297

	18.	 van der Poel MJ, Fichtinger RS, Bemelmans M, Bosscha K, 
Braat AE, de Boer MT et al (2019) Implementation and out-
come of minor and major minimally invasive liver surgery in 
the Netherlands. HPB (Oxford) 21(12):1734–1743

	19.	 Dimick JB, Cowan JA, Knol JA, Upchurch GR (2003) Hepatic 
resection in the United States: indications, outcomes, and hos-
pital procedural volumes from a nationally representative data-
base. Arch Surg 138(2):185–191

	20.	 Tripepi M, Conci S, Campagnaro T, De Bellis M, Poletto E, 
Marchitelli I et al (2022) Laparoscopic hepatic resection for 
intrahepatic cholangiocarcinoma: a narrative review of the cur-
rent literature. Laparosc Surg 6

	21.	 Cipriani F, Ratti F, Cardella A, Catena M, Paganelli M, Aldri-
ghetti L (2019) Laparoscopic versus open major hepatectomy: 
analysis of clinical outcomes and cost effectiveness in a high-
volume center. J Gastrointest Surg 23(11):2163–2173

https://doi.org/10.1007/s13304-023-01574-9
http://creativecommons.org/licenses/by/4.0/
https://salute.regione.veneto.it/web/rov/pdta-epatobiliare


1959Updates in Surgery (2023) 75:1949–1959	

1 3

	22.	 Bismuth H, Chiche L (1993) Surgery of hepatic tumors. Prog 
Liver Dis 11:269–285

	23.	 Evrard S, Torzilli G, Caballero C, Bonhomme B (2018) 
Parenchymal sparing surgery brings treatment of colorectal 
liver metastases into the precision medicine era. Eur J Cancer 
104:195–200

	24.	 Berardi G, Igarashi K, Li CJ, Ozaki T, Mishima K, Nakajima K 
et al (2021) Parenchymal sparing anatomical liver resections with 
full laparoscopic approach: description of technique and short-
term results. Ann Surg 273(4):785–791

	25.	 Staiger RD, Gerns E, Castrejón Subirà M, Domenghino A, Puhan 
MA, Clavien PA (2020) Can early postoperative complications 
predict high morbidity and decrease failure to rescue following 
major abdominal surgery? Ann Surg 272(5):834–839

	26.	 Spolverato G, Ejaz A, Hyder O, Kim Y, Pawlik TM (2014) Failure 
to rescue as a source of variation in hospital mortality after hepatic 
surgery. Br J Surg 101(7):836–846

	27.	 Buettner S, Gani F, Amini N, Spolverato G, Kim Y, Kilic A et al 
(2016) The relative effect of hospital and surgeon volume on fail-
ure to rescue among patients undergoing liver resection for cancer. 
Surgery 159(4):1004–1012

Publisher's Note  Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.


	Trends in hospital volume and operative mortality in hepato-biliary surgery in Veneto region, Italy
	Abstract
	Introduction
	Methods
	Inclusion criteria
	Exclusion criteria
	Definitions

	Statistical analysis

	Results
	Hospital volume
	Type of hepatobiliary procedures
	Minimally invasive liver resection
	Mortality

	Discussion
	Anchor 15
	References




