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Abstract 

Background

Bile leakage remains a clinically relevant complication after hepatectomy and contrib-

utes to morbidity, prolonged drainage, extended hospital stay, and the need for rein-

tervention. Intraoperative indocyanine green (ICG) fluorescence imaging can be used 

to visualize bile leaks from the transection plane or biliary stump, enabling targeted 

repair. However, evidence for the effect of this technique on clinically relevant bile 

leakage is heterogeneous and has not been systematically synthesized.

Methods and analysis

This protocol describes a systematic review and meta-analysis of randomised con-

trolled trials and comparative nonrandomised studies evaluating indocyanine green 

fluorescence imaging-guided intraoperative bile leak detection during hepatectomy. 

MEDLINE, Embase, Cochrane CENTRAL, and the Web of Science Core Collection 

will be searched from inception, along with trial registries and citation tracking. The 

primary outcome is clinically relevant postoperative bile leakage, defined as Inter-

national Study Group of Liver Surgery (ISGLS) grade B or C. Secondary outcomes 

include any bile leakage, bile leak-related interventions, major postoperative compli-

cations, length of postoperative hospital stay, and mortality. Randomised and non-

randomised studies will be synthesized separately. A meta-analysis will be performed 

when the studies are sufficiently comparable; otherwise, the findings will be summa-

rized narratively. Planned analyses include random-effects models, subgroup anal-

yses stratified according to the route of indocyanine green administration, sensitivity 
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analyses, and an assessment of the certainty of evidence using the Grading of 

Recommendations Assessment, Development and Evaluation approach. This pro-

tocol is registered in PROSPERO (CRD420261291065). This manuscript describes 

the planned methods only; study selection, data extraction, and evidence synthesis 

results will be reported in the completed systematic review.

Ethics and dissemination

This study will use data from published studies and does not require ethics approval. 

The findings will be disseminated through peer-reviewed publications and conference 

presentations.

Introduction

Posthepatectomy bile leakage remains a clinically consequential complication, with 
reported incidences varying widely according to the type and extent of liver resec-
tion. Recent studies have reported bile leakage rates of approximately 10–14% after 
hepatectomy in general cohorts and 13.5% after laparoscopic major hepatectomy, 
whereas rates may exceed 30% in patients undergoing hepatectomy with hepatico-
jejunostomy [1–4]. In contemporary cohorts, bile leakage has been associated with 
substantially increased morbidity, including higher rates of infectious complications, 
increased need for endoscopic or percutaneous drainage, and prolonged hospital-
ization. For example, one recent cohort reported infectious complications in 46% of 
patients with bile leakage versus 8% without bile leakage, with a median hospital 
stay of 26 versus 7 days [1]. In laparoscopic major hepatectomy, bile leakage was 
associated with increased postoperative mortality (10.0% vs. 1.6%) and prolonged 
hospital stay (18 vs. 8 days) [3]. In patients undergoing hepatectomy with hepatico-
jejunostomy, bile leakage occurred in 33.4% of patients; of these, 42.5% required 
interventional radiology-guided drainage and 9.6% required re-exploration [2]. Severe 
bile leakage, particularly ISGLS grade C, has also been associated with increased 
risk of surgical site infection, 90-day mortality, and prolonged length of stay [4]. These 
clinical consequences emphasize the importance of prevention and early intraop-
erative detection. A conventional intraoperative leak assessment might miss subtle 
or multifocal leaks from the transection plane, where leakage points can be small, 
intermittent, and difficult to identify under white light and where test performance may 
vary depending on the method and conditions used [5–8].

Several intraoperative bile leak tests have been evaluated after liver resection, 
including saline or air injection, nonfluorescent dye injection, and the white test 
using fat emulsion. A previous systematic review and meta-analysis by Vaska et al. 
assessed intraoperative bile leak testing after liver resection in general and  
suggested that bile leak testing may reduce postoperative bile leakage and related 
postoperative outcomes [9]. However, that review was not specifically focused 
on indocyanine green (ICG) fluorescence imaging, did not use clinically relevant 
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International Study Group of Liver Surgery (ISGLS) grade B/C bile leakage [10] as the primary outcome, and did not eval-
uate heterogeneity according to the route of ICG administration.

ICG fluorescence imaging allows the visualization of fluorescent bile under near-infrared light and can assist in 
lesion-directed intraoperative repair by highlighting leakage sites that might otherwise be missed [11–13]. The use of 
ICG fluorescence imaging for bile leak testing after hepatectomy was reported in early clinical studies, including intrabil-
iary administration approaches [14], and subsequent studies have evaluated ICG fluorescence-guided bile leak detec-
tion using intrabiliary or systemic administration [13,15–17]. However, clinical effectiveness is likely to vary across ICG 
administration routes (intravascular vs. intrabiliary), dosing and timing, imaging systems, and surgical factors, such as 
the extent of hepatectomy and surgical approach, as well as the study design [15,16]. Although previous reviews have 
addressed broader applications of ICG fluorescence imaging in liver resection, especially for tumour identification, margin 
assessment, and segmental demarcation [18,19], no dedicated systematic review has specifically focused on ICG-guided 
intraoperative bile leak detection and repair during hepatectomy. Therefore, this review will specifically evaluate the com-
parative effectiveness of ICG-guided intraoperative bile leak detection and repair for reducing clinically relevant postop-
erative bile leakage (ISGLS grade B/C) after hepatectomy. The review will also explore heterogeneity according to ICG 
administration route and relevant surgical factors. This manuscript reports the protocol for the planned systematic review 
and meta-analysis and does not include study selection results, extracted data, or synthesized findings.

Materials and methods

Objectives

This systematic review and meta-analysis aims to determine whether ICG fluorescence imaging-guided intraoperative bile 
leak detection decreases clinically relevant postoperative bile leakage after hepatectomy, defined as ISGLS grade ≥B, 
compared with a conventional assessment without ICG [10]. The secondary aims are to evaluate the effects of ICG imag-
ing on any bile leakage, bile leak-related interventions, major postoperative complications, length of postoperative hospital 
stay, and mortality and to explore heterogeneity across ICG administration routes.

Protocol and reporting standards

This protocol has been prepared in accordance with the PRISMA-P guidelines [20] (see S1 Checklist). The final sys-
tematic review will be reported according to PRISMA 2020 [21]. The protocol has been registered in PROSPERO 
(CRD420261291065). Any amendments will be documented with rationale and date-stamped updates in the PROSPERO 
record and described in the final manuscript.

Eligibility criteria

Population.  The study population will comprise patients undergoing hepatectomy by any approach, including 
open, laparoscopic, or robotic surgery. For this review, hepatectomy will be operationally defined as surgical resection 
of liver parenchyma involving a transection plane, including wedge resection, partial hepatectomy, segmentectomy, 
sectionectomy, hemihepatectomy, and extended hepatectomy. Procedures without liver parenchymal resection, such as 
ablation alone or nonresectional biliary procedures, will not be considered hepatectomy.

For this review, hepatectomy-specific data will be defined as outcome data reported separately for patients undergoing 
liver resection in whom postoperative bile leakage is attributable to the hepatic transection plane and/or biliary stump, 
rather than to biliary-enteric anastomosis, pancreatic surgery, or other non-hepatectomy procedures.

Studies enrolling mixed hepatobiliary or mixed surgical populations will be eligible for primary quantitative synthesis 
only when outcome data for eligible hepatectomy patients without biliary reconstruction are separately reported or can be 
derived from the publication. If hepatectomy-specific outcome data cannot be separated, the study will not be included 
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in the primary quantitative synthesis. We will not apply a proportion-based threshold for nonseparable mixed cohorts; 
instead, separability of hepatectomy-specific outcomes will be required for inclusion in quantitative synthesis. Such studies 
may be summarized narratively only when they provide relevant contextual information on ICG fluorescence  
imaging-guided bile leak detection.

Exclusion criteria

Liver transplantation cohorts; paediatric-only cohorts; studies in which hepatectomy-specific outcomes cannot be 
extracted; and studies in which postoperative bile leakage mainly results from biliary reconstruction or biliary–enteric 
anastomosis (such as hepaticojejunostomy/choledochojejunostomy or extrahepatic bile duct resection) will be excluded 
from the primary quantitative synthesis. Studies focused on pancreatic surgery or hepaticojejunostomy-related leakage 
will be used only as background literature or narrative context, where relevant, and will not be eligible for quantitative syn-
thesis of bile leakage from the hepatic transection plane or biliary stump after hepatectomy.

Intervention

Intraoperative ICG fluorescence imaging is specifically used to detect bile leaks and guide immediate repair during 
hepatectomy, focusing on the hepatectomy transection plane and/or biliary stump, regardless of the ICG administration 
route (intravascular and/or intrabiliary injection) and the fluorescence imaging system (i.e., any near-infrared fluorescence 
platform).

Operational definition: The report explicitly describes (1) preoperative and/or intraoperative ICG administration via an 
intravascular route (venous or portal venous) and/or via an intrabiliary route, with near-infrared fluorescence visualization 
of ICG-containing bile and (2) the use of fluorescence findings to identify suspected bile leakage sites and guide intraoper-
ative management, including targeted suturing, clipping, sealing, or other forms of repair/reinforcement.

Exclusion by intent: Studies will be excluded when ICG fluorescence imaging is used only for non-bile leak pur-
poses—including tumour localization/navigation, segmental delineation, perfusion assessment, or vascular imaging—
without an explicit intent to detect bile leakage or guide repair. Studies will not be excluded when bile leak detection is an 
explicit component of the fluorescence-guided intraoperative strategy.

Primary intent of ICG use: For included studies, the primary intent of ICG administration will be classified as follows: (1) 
primary bile leak detection, in which ICG is administered specifically to detect bile leakage and guide intraoperative repair; 
(2) multipurpose or other primary fluorescence-guided intent, in which ICG is administered primarily for another purpose, 
such as tumour localization, segmental demarcation, anatomical resection, perfusion assessment, or vascular imaging, 
but bile leak detection is explicitly described as a component of the intraoperative strategy; and (3) unclear intent, when 
the primary intent cannot be determined from the report. Studies without any explicit intent to detect bile leakage or guide 
repair will be excluded.

Definitions of ICG administration routes (operational)

We will categorize ICG administration for bile leak detection based on the administration route and specific technique 
used.

A.	 Intravascular (systemic venous and/or portal venous) administration (IV)

•	 ICG is delivered via systemic venous access and/or through the portal venous system, aiming for it to be excreted 
into bile and visualized intraoperatively using near-infrared fluorescence imaging.

•	 Representative techniques include intravenous bolus injection, intravenous infusion, intraportal (portal venous) injec-
tion, and single or repeated dosing.
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•	 The timing and dose of ICG administration will be recorded, including preoperative dosing (i.e., hours to days before 
surgery) or intraoperative dosing (i.e., at skin incision, at the start of parenchymal transection, during transection, or 
after transection).

B.	 Intrabiliary administration (IB)

•	 ICG is administered directly into the biliary tree to locally label bile, which is then visualized through fluorescence.

•	 We subclassify the technique as follows:

•	 IB-1 (via the cystic duct/gallbladder/biliary stump cannulation): ICG is injected through a cannulated cystic duct, 
gallbladder, or biliary stump during surgery.

•	 IB-2 (transpapillary endoscopic route): ICG is injected via a transpapillary biliary catheter placed pre- or 
intraoperatively.

•	 IB-3 (preoperatively placed percutaneous transhepatic route): ICG is injected via a percutaneous transhepatic 
biliary drainage catheter or via a catheter placed during percutaneous transhepatic cholangiography.

•	 IB-4 (direct intraoperative puncture/needle injection): ICG is directly injected into the bile duct under direct vision 
(when clearly described), including intraoperative transhepatic puncture with intrabiliary injection when a percuta-
neous transhepatic access route is created de novo during surgery.

C.	 Mixed/combined administration (MIXED)

•	 Studies involving both intravascular and intrabiliary ICG administration within the same intervention protocol (either 
sequentially or concurrently) will be classified as MIXED.

D.	 Unclear/insufficiently described administration route (UNCLEAR)

•	 If the administration route cannot be identified from the report (i.e., it is insufficiently described), we will classify it 
as UNCLEAR and attempt to contact the corresponding author. If the issue remains unresolved, the study will be 
retained in the main synthesis but excluded from administration route-based subgroup analyses.

Comparators

A conventional intraoperative bile leak assessment performed without ICG fluorescence imaging, namely, the sur-
geon’s judgement under white light, with or without additional leak tests (such as saline or air injection, nonfluorescent 
dye injection, or the “white test” using fat emulsion), or standard care as defined by each study, will be used as the 
comparator.

Study design

We will include randomised controlled trials and comparative nonrandomised studies (prospective or retrospective) that 
evaluate ICG fluorescence imaging-guided intraoperative bile leak detection and compare the results with a control group 
without ICG fluorescence imaging. The included studies must report outcomes for both groups to enable a comparative 
estimation of the effects. Single-arm case series and other noncomparative designs will be excluded from the quantitative 
synthesis; when relevant, they will be summarized narratively to describe the evidence base.

Context

Any hospital setting and country.
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Information sources and search strategy

Electronic searches will be conducted in MEDLINE (via PubMed), Embase, Cochrane CENTRAL, and Web of Science 
Core Collection from inception to the date of the final search. We will also search ClinicalTrials.gov and the WHO Inter-
national Clinical Trials Registry Platform (ICTRP), screen the reference lists of the included studies and relevant reviews, 
and conduct forward and backward citation tracking. No language or date restrictions will be applied during the search 
process, and no study design filter will be used. Articles published in a language other than English will be translated as 
needed (e.g., by native speakers or using professional services when available), and key data items will be verified by a 
second reviewer. Full search strategies for all databases and registries are provided in S2 Appendix.

Study records

Data management.  Records retrieved from each source will be exported and imported into R (R Foundation for 
Statistical Computing, Vienna, Austria) for data cleaning, harmonization, and deduplication. Deduplication will be 
performed using procedures based on unique identifiers and bibliographic fields, such as DOI and PMID matching, 
supplemented by title-based algorithms and manual verification of uncertain pairs. The deduplicated records will then be 
imported into a systematic review management platform to facilitate screening, maintain audit trails (including reasons for 
exclusion), and support data extraction.

Selection process and data extraction.  Two reviewers (TH and YS) will independently screen titles, 
abstracts and full texts in duplicate using the eligibility criteria and will extract data in duplicate using a piloted, 
standardized extraction form. Reasons for exclusion at the full-text stage will be documented in the review 
management platform, that is, recorded as prespecified exclusion categories. Disagreements will be resolved 
through discussion and consensus; if unresolved, a third reviewer (YF or MU) will adjudicate. Extracted items will 
include: study characteristics (design, setting, and enrolment period); participant characteristics; surgical factors 
(extent of hepatectomy, anatomical versus non-anatomical resection when reported, and operative approach); 
intervention characteristics (ICG administration route, dose, concentration, timing, fluorescence imaging platform, 
and intraoperative decision rules); comparator characteristics (intraoperative leak assessment method); whether 
therapeutic intervention or treatment escalation was explicitly attributed to bile leakage; whether the intervention 
went beyond routine postoperative care or prophylactic drainage; follow-up windows; and outcome data (event 
counts and denominators). For comparative nonrandomised studies, adjusted effect estimates, the effect measure 
used, and the covariates included in the adjustment model will be extracted when available. We will also extract 
information on prespecified confounding domains, including the surgical period, surgeon or institutional experience, 
institutional perioperative practice including enhanced recovery pathways and drain management policy, extent 
of hepatectomy, surgical approach, background liver disease or cirrhosis, cholestasis or biliary obstruction, biliary 
reconstruction or extrahepatic bile duct resection, surgical indication or tumour type, and history of preoperative 
chemotherapy. Co-interventions used for the intraoperative assessment of bile leaks (i.e., white test, saline/air 
injection, and nonfluorescent dye tests) will be extracted and documented. Studies that use ICG fluorescence 
imaging alongside conventional leak tests will be categorized into the ICG group, as the main comparison is ICG 
use versus no ICG use. HS and HN will provide statistical input for prespecified synthesis methods, subgroup and 
sensitivity analyses, and the interpretation of quantitative results. When the necessary data are missing or not fully 
reported, we will contact the authors of the study, if possible, to request additional information. We will prioritize the 
extraction of intention-to-treat estimates when available and address or resolve unit-of-analysis issues (patients vs. 
procedures) to prevent double-counting in the meta-analysis.

Potential patient or institutional cohort overlap among multiple reports from the same or potentially overlapping cohort 
will be assessed during study selection and data extraction. We will compare the institution, author group, enrolment 
period, study design, intervention protocol, sample size, ethics approval or trial registration information, and patient 
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characteristics. The possibility of cohort overlap and the rationale for selecting one report over another will be recorded 
in the data extraction form. When multiple reports are judged to include overlapping patients or institutional cohorts, the 
most complete comparative dataset that is most appropriate for the outcome of interest will be prioritized for quantitative 
synthesis. Protocols, case reports, video reports, and overlapping descriptive reports will be used only for background 
information or narrative description, where relevant, and will not be double-counted in any meta-analysis.

Outcomes

Primary outcome.  The primary outcome is clinically relevant postoperative bile leakage, defined as ISGLS grade B or 
C (grade ≥B) [10].

Mapping rule (when ISGLS grading is not reported): Non-ISGLS outcome definitions will be mapped to Grade 
≥B-equivalent only when the report explicitly states that therapeutic intervention or treatment escalation was required or 
performed because of postoperative bile leakage and that the intervention went beyond routine postoperative care or 
prophylactic drainage. Eligible indicators include therapeutic ERCP, percutaneous drainage added, exchanged, or rein-
serted for the treatment of bile leakage, reoperation, antibiotic initiation or modification for bile leakage, fasting or enteral/
parenteral nutritional support due to bile leakage, clearly prolonged drainage due to bile leakage, prolonged hospitaliza-
tion due to bile leakage, or other active treatment specifically attributed to bile leakage. Routine drain placement, prophy-
lactic drainage, radiological detection without a change in management, or persistent drainage without explicit therapeutic 
intent will not be mapped as Grade ≥B-equivalent. If therapeutic intent or attribution to bile leakage cannot be determined 
because of insufficient reporting, the study will be excluded from the meta-analysis of the primary outcome but may still 
contribute to the analysis of the secondary outcomes or narrative synthesis where applicable. When multiple follow-up 
time points are reported for bile leakage, we will use the longest follow-up within 90 days postoperatively; if no time point 
falls within 90 days, we will use the time point closest to 90 days and record the follow-up window. For studies reporting 
shorter or variable follow-up windows, such as in-hospital, 30-day, or 90-day outcomes, the exact follow-up window will 
be extracted and considered when assessing clinical and methodological heterogeneity. Studies with unclear or insuffi-
ciently reported follow-up windows will be included in the primary outcome meta-analysis only when the timing of outcome 
ascertainment is judged to be clinically comparable to that of other included studies; otherwise, they will be summarized 
narratively or examined in sensitivity analyses.

Secondary outcomes. 

•	 Any bile leakage (all grades/definitions as reported in each study) will be analysed as a secondary/exploratory outcome; 
quantitative synthesis will be performed only when outcome definitions and data structures are sufficiently comparable; 
otherwise, the findings will be narratively synthesized.

•	 Bile leak-related interventions (i.e., ERCP, percutaneous drainage, reoperation)

•	 Length of postoperative hospital stay

•	 Mortality (as reported)

•	 Major postoperative complications (i.e., Clavien–Dindo [22] ≥III, if reported)

Risk of bias assessment

Randomised trials will be evaluated using RoB 2 [23]. Comparative nonrandomised studies will be evaluated using 
ROBINS-I V2 [40, 41], following a prespecified target trial framework. ROBINS-I V2 was selected because the review 
question concerns the comparative effect of an intraoperative intervention, namely ICG fluorescence imaging-guided bile 
leak detection, rather than the effect of an exposure. The target trial will be conceptualized as a comparison between 
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intraoperative ICG fluorescence imaging-guided bile leak detection and conventional intraoperative assessment without 
ICG fluorescence imaging among patients undergoing hepatectomy. The minimum required confounding domains for 
nonrandomised studies will include surgical period, surgeon or institutional experience, institutional perioperative prac-
tice including enhanced recovery pathways and drain management policy, extent of hepatectomy, surgical approach, 
background liver disease or cirrhosis, cholestasis or biliary obstruction, biliary reconstruction or extrahepatic bile duct 
resection, surgical indication or tumour type, and history of preoperative chemotherapy. Co-interventions related to intra-
operative bile leak assessment, including the white test, saline or air injection, and nonfluorescent dye tests, will also be 
considered during risk-of-bias assessment. Two reviewers will independently assess the risk of bias; disagreements will 
be resolved through consensus or by consulting a third reviewer (YF or MU).

Data synthesis

We will conduct a meta-analysis when at least two studies are sufficiently comparable. Randomised controlled trials 
(RCTs) and comparative nonrandomised studies (NRSI; prospective or retrospective) will be synthesized in separate pri-
mary meta-analyses because of systematic differences in confounding structures and the risk of bias [24,25]. When both 
evidence streams are available for an outcome, we will present pooled estimates for RCTs and NRSI side by side. Any 
pooled analysis that combines RCTs and NRSI will be considered exploratory and reported only as a secondary analysis 
with cautious interpretation [24,26].

For dichotomous outcomes, the risk ratio (RR) will be used as the effect measure. A random-effects meta-analysis will 
be used as the primary approach. Between-study variance (τ²) will be estimated using the restricted maximum likelihood 
(REML) method [27], and 95% confidence intervals (CIs) for the summary risk ratios will be calculated using the Hartung–
Knapp–Sidik–Jonkman method where applicable [28]. Statistical heterogeneity will be assessed using τ² and I² statistics 
[29,30]. When a sufficient number of studies are available, heterogeneity and effect modification will be explored through 
subgroup analyses, as outlined in the next section. For outcomes with limited data, we will use prespecified methods 
for zero-event studies. When a study reports zero events in one arm, we will apply a Haldane-type correction (default: 
0.5 added to each cell) to facilitate RR estimation [31]. Studies with zero events in both arms provide no information for 
relative effect estimates and will be excluded from RR pooling for that outcome but will be summarized descriptively [31]. 
For nonrandomised studies, adjusted effect estimates will be prioritized when available and synthesized using the generic 
inverse variance approach. Adjusted odds ratios, risk ratios, and hazard ratios will be extracted on the logarithmic scale 
with their standard errors when reported or calculable. Because odds ratios, risk ratios, and hazard ratios represent dif-
ferent effect measures, they will not be combined in the same pooled analysis unless a clinically and statistically justified 
conversion is possible. If multiple adjusted models are reported, we will prioritize the model that best accounts for the 
prespecified confounding domains. Adjusted and unadjusted estimates will not be pooled together in the same primary 
synthesis. When adjusted estimates are unavailable, unadjusted event data will be analysed separately as an exploratory 
or sensitivity analysis, and the limitations of residual confounding will be explicitly considered [32].

For continuous outcomes, including the length of postoperative hospital stay, we will use the mean difference (MD) as 
the effect measure when outcomes are reported on a common scale. If outcomes are reported on different scales or are 
not directly comparable, quantitative synthesis will not be performed, and the results will be summarized narratively. For 
studies reporting medians with interquartile ranges or ranges without means and standard deviations, we will preferentially 
request additional data from the authors. If such data are unavailable, we will consider estimating means and standard 
deviations using established methods [33,34] and will assess the robustness of findings in sensitivity analyses by exclud-
ing studies that required such conversions.

Where quantitative synthesis is not appropriate because of substantial clinical or methodological heterogene-
ity, incompatible outcome definitions, or incomplete reporting that precludes estimation of the effect, findings will 
be summarized narratively and presented in structured tables [35,36]. Following SWiM guidance, studies will be 
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grouped by outcome, study design, ICG administration route, primary intent of ICG administration, and clinically rel-
evant surgical factors when applicable. For each outcome, we will summarize the direction and magnitude of effects, 
available effect estimates or event risks, confidence intervals where reported, risk of bias, and consistency across 
studies. For the primary outcome (clinically relevant bile leakage, ISGLS grade ≥B), quantitative pooling will be 
performed only when at least two studies are sufficiently comparable in design, population, and outcome definition. If 
pooling is not feasible, conclusions will be based on the consistency, direction, magnitude, and certainty of the avail-
able evidence rather than on statistical significance alone. Statistical analyses will be conducted using R, primarily 
with the metafor and meta packages [37].

Subgroup analyses

Subgroup analyses will focus mainly on the primary outcome and key secondary outcomes for which a suffi-
cient number of studies are available. The prespecified subgroup variables are listed below. The findings from 
the subgroup analyses will be interpreted cautiously owing to limited statistical power and potential residual 
confounding.

•	 Primary intent of ICG administration: primary bile leak detection vs. multipurpose or other primary fluorescence- 
guided intent with explicit bile leak assessment. Studies with unclear intent will be excluded from this subgroup analysis 
and summarized descriptively.

•	 ICG administration route: intravascular vs. intrabiliary injection.

Studies using both routes within the same intervention protocol will be analysed as a separate MIXED subgroup when the 
data allow; studies with unclear routes will be excluded from the administration route-based subgroup analyses.

•	 Exploratory subgroups (if reporting permits):

– Surgical approach (open vs. minimally invasive). When data permit, minimally invasive surgery will be further catego-
rized as pure laparoscopic, robotic, or robot-assisted/hybrid approaches. These categories will be examined descrip-
tively and, if sufficient comparative data are available, in exploratory subgroup analyses.

– Extent of hepatectomy (major vs. minor). For the purpose of subgroup analysis in this review, major hepatectomy will 
be defined as resection of three or more Couinaud segments, and minor hepatectomy will be defined as resection of 
fewer than three Couinaud segments.

– Resection type (anatomical vs. non-anatomical/parenchymal-sparing resection, when reported). Studies in which the 
resection type is unclear will be summarized descriptively and excluded from this subgroup analysis.

These exploratory analyses will be interpreted carefully, recognizing the limited power and possible residual con-
founding [38,39].

Sensitivity analyses

•	 Excluding studies at serious/critical risk of bias (ROBINS-I V2) [40,41];

•	 Preferentially pooling adjusted estimates for nonrandomised studies when available [32];

•	 Excluding studies without feasible ISGLS grade [10] ≥B mapping for the primary outcome;

•	 Restricting the primary analysis to cohorts in which hepatectomy without extrahepatic bile duct resection constitutes the 
primary surgical population, excluding studies or subgroups with extrahepatic bile duct resection when separable.
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Assessment of reporting bias

If at least 10 studies are available for an outcome, we will construct funnel plots and consider statistical tests for small-
study effects while acknowledging limited power [42,43]. If fewer than 10 studies are available, funnel plots and statistical 
tests for small-study effects will not be performed because of insufficient power and unreliable interpretation. In such 
cases, reporting bias will be assessed qualitatively by considering study size, direction and magnitude of effects, trial reg-
istry records, conference abstracts, unpublished or ongoing studies, and discrepancies between protocols or registrations 
and published reports, where available. Funnel plots will be included as supplementary figures when applicable.

Certainty assessment

The certainty of evidence for key outcomes will be assessed using GRADE [44].

Guarantor

TH will act as the guarantor of the review.

Ethics and dissemination

This study does not involve human participants and uses data from published studies; therefore, ethical approval is not 
necessary. The findings will be shared through peer-reviewed publications and conference presentations.

Discussion

This protocol details a systematic review and meta-analysis to evaluate whether intraoperative ICG fluorescence  
imaging-guided bile leak detection reduces clinically relevant postoperative bile leakage after hepatectomy. Although ICG 
fluorescence imaging is being increasingly used in hepatobiliary surgery, evidence on the clinical effectiveness of bile leak 
detection and repair guidance is heterogeneous across administration routes, intervention techniques, and study designs.

This review specifies clinically relevant bile leakage (ISGLS grade ≥B) as the primary outcome [10]. Unlike broader 
reviews of intraoperative bile leak tests or ICG fluorescence imaging in liver surgery, this protocol focuses specifically on 
studies in which ICG fluorescence imaging is used with an explicit intent to detect bile leakage and guide intraoperative 
repair. This focus is clinically important because subtle or multifocal leakage from the hepatic transection plane may be 
missed by conventional white-light assessment, and the ability of fluorescence imaging to identify such leakage may 
depend on administration route, imaging system, timing, and surgical context.

We anticipate clinical and methodological heterogeneity. Sources of heterogeneity may include ICG dose and timing, 
intravascular versus intrabiliary administration, comparator leak tests, operative approach, extent of hepatectomy, out-
come definitions, and follow-up duration. Accordingly, the review will rely on prespecified eligibility criteria, structured out-
come mapping, separate synthesis of randomised and nonrandomised evidence, and cautious interpretation of subgroup 
findings. When quantitative pooling is not appropriate, findings will be summarized narratively using structured tables. 
Even if the number of eligible comparative studies is small, a prespecified systematic review remains informative because 
it can define the available evidence base, prevent post hoc synthesis decisions, clarify whether quantitative pooling is 
appropriate, and identify methodological gaps for future comparative studies or trials.

Several limitations are anticipated. The number of eligible comparative studies may be small, and outcome report-
ing may not consistently classify bile leakage according to ISGLS grading. In addition, evidence from nonrandomised 
studies may be affected by residual confounding despite prespecified risk-of-bias assessments and sensitivity analy-
ses [26,40,41]. Therefore, the final review will interpret pooled or narrative findings in relation to risk of bias, certainty 
of evidence, and route-specific clinical applicability [44]. By clarifying the comparative evidence base and key sources 
of heterogeneity, this review may help guide future trial designs and evidence-based implementation strategies for ICG 
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fluorescence imaging-guided intraoperative bile leak detection in hepatectomy. If the final review identifies a consistent 
benefit, the clinical implications will be interpreted according to the route of ICG administration, certainty of evidence, fea-
sibility, and risk of bias, rather than as a uniform recommendation for a single administration route. If the evidence is nega-
tive, inconsistent, or of low certainty, this will support the need for adequately powered, preferably multicenter prospective 
studies or randomised trials. Important anticipated limitations include variation in administration routes and protocols, 
limited dose–response data, and the possibility that the available evidence may be dominated by single-center studies.

Patient and public involvement

Patients and the public were not involved in the design, conduct, reporting, or dissemination plans of this research.

Supporting information

S1 Checklist. PRISMA-P checklist. 
(PDF)

S2 Appendix. Full search strategies for all databases and registries. 
(PDF)

Author contributions

Conceptualization: Takehiko Hanaki.

Formal analysis: Hiroshi Sunada, Hisashi Noma.

Investigation: Takehiko Hanaki, Yuji Shibata.

Methodology: Takehiko Hanaki, Yuji Shibata, Hiroshi Sunada, Hisashi Noma, Masaru Ueki, Yoshiyuki Fujiwara.

Project administration: Takehiko Hanaki.

Supervision: Masaru Ueki, Yoshiyuki Fujiwara.

Writing – original draft: Takehiko Hanaki.

Writing – review & editing: Takehiko Hanaki, Yuji Shibata, Hiroshi Sunada, Hisashi Noma, Masaru Ueki, Yoshiyuki 
Fujiwara.

References
	1.	 Vienet J, Labgaa I, Duran R, Godat S, Blanc C, Uldry E, et al. Incidence and risk factors of biliary leaks after partial hepatectomy within an enhanced 

recovery perioperative pathway: a single-center retrospective cohort study. Langenbecks Arch Surg. 2025;410(1):104. https://doi.org/10.1007/
s00423-025-03677-w PMID: 40131479

	2.	 Moghadamyeghaneh Z, Krosser AF, Rubinshteyn V, Dresner L. Outcome of bile leakage following liver resection with hepaticojejunostomy for liver 
cancer. Updates Surg. 2021;73(2):411–7. https://doi.org/10.1007/s13304-021-00974-z PMID: 33471344

	3.	 Cauchy F, Fuks D, Nomi T, Schwarz L, Belgaumkar A, Scatton O, et al. Incidence, risk factors and consequences of bile leakage following laparo-
scopic major hepatectomy. Surg Endosc. 2016;30(9):3709–19. https://doi.org/10.1007/s00464-015-4666-z PMID: 26578433

	4.	 Spetzler VN, Schepers M, Pinnschmidt HO, Fischer L, Nashan B, Li J. The incidence and severity of post-hepatectomy bile leaks is affected by 
surgical indications, preoperative chemotherapy, and surgical procedures. Hepatobiliary Surg Nutr. 2019;8(2):101–10. https://doi.org/10.21037/
hbsn.2019.02.06 PMID: 31098357

	5.	 Tanaka M, Kido M, Kuramitsu K, Komatsu S, Awazu M, Gon H, et al. Efficacy of the bile leak test using contrast-enhanced intraoperative ultrasonic 
cholangiography in liver resection: a study protocol for a non-randomised, prospective, off-label, single-arm trial. BMJ Open. 2019;9(6):e029330. 
https://doi.org/10.1136/bmjopen-2019-029330 PMID: 31182455

	6.	 Cristaudi A, Tarantino I, Scheiwiller A, Wiencierz A, Majno-Hurst P, Schmied BM, et al. Diagnostic role of the “white test” with lipidic solution in the 
early intraoperative identification of open bile ducts for the prevention of bile leakage after liver resection: study protocol for a randomised controlled 
multicentric superiority trial (BiLe-Trial). BMJ Open. 2021;11(7):e049449. https://doi.org/10.1136/bmjopen-2021-049449 PMID: 34326053

http://journals.plos.org/plosone/article/asset?unique&id=info:doi/10.1371/journal.pone.0346089.s001
http://journals.plos.org/plosone/article/asset?unique&id=info:doi/10.1371/journal.pone.0346089.s002
https://doi.org/10.1007/s00423-025-03677-w
https://doi.org/10.1007/s00423-025-03677-w
http://www.ncbi.nlm.nih.gov/pubmed/40131479
https://doi.org/10.1007/s13304-021-00974-z
http://www.ncbi.nlm.nih.gov/pubmed/33471344
https://doi.org/10.1007/s00464-015-4666-z
http://www.ncbi.nlm.nih.gov/pubmed/26578433
https://doi.org/10.21037/hbsn.2019.02.06
https://doi.org/10.21037/hbsn.2019.02.06
http://www.ncbi.nlm.nih.gov/pubmed/31098357
https://doi.org/10.1136/bmjopen-2019-029330
http://www.ncbi.nlm.nih.gov/pubmed/31182455
https://doi.org/10.1136/bmjopen-2021-049449
http://www.ncbi.nlm.nih.gov/pubmed/34326053


PLOS One | https://doi.org/10.1371/journal.pone.0346089  July 2, 2026 12 / 13

	 7.	 Wang H-Q, Yang J, Yang J-Y, Yan L-N. Bile leakage test in liver resection: a systematic review and meta-analysis. World J Gastroenterol. 
2013;19(45):8420–6. https://doi.org/10.3748/wjg.v19.i45.8420 PMID: 24363535

	 8.	 Liu Z, Jin H, Li Y, Gu Y, Zhai C. Randomized controlled trial of the intraoperative bile leakage test in preventing bile leakage after hepatic resection. 
Dig Surg. 2012;29(6):510–5. https://doi.org/10.1159/000346480 PMID: 23392477

	 9.	 Vaska AI, Abbas S. The role of bile leak testing in liver resection: a systematic review and meta-analysis. HPB (Oxford). 2019;21(2):148–56. https://
doi.org/10.1016/j.hpb.2018.07.008 PMID: 30244995

	10.	 Koch M, Garden OJ, Padbury R, Rahbari NN, Adam R, Capussotti L, et al. Bile leakage after hepatobiliary and pancreatic surgery: a definition 
and grading of severity by the International Study Group of Liver Surgery. Surgery. 2011;149(5):680–8. https://doi.org/10.1016/j.surg.2010.12.002 
PMID: 21316725

	11.	 Gijsen AF, de Vries RPH, Vaassen HGM, Geelkerken RH, Liem MSL, Lips DJ. The use of indocyanine green fluorescence imaging in prevent-
ing postoperative bile leakage of the hepaticojejunostomy in robot-assisted pancreatic surgery. HPB (Oxford). 2024;26(12):1515–20. https://doi.
org/10.1016/j.hpb.2024.08.013 PMID: 39277436

	12.	 Majlesara A, Golriz M, Hafezi M, Saffari A, Stenau E, Maier-Hein L, et al. Indocyanine green fluorescence imaging in hepatobiliary surgery. Photo-
diagnosis Photodyn Ther. 2017;17:208–15. https://doi.org/10.1016/j.pdpdt.2016.12.005 PMID: 28017834

	13.	 Hanaki T, Tokuyasu N, Sakamoto T, Fujiwara Y. Hepatectomy guided by indocyanine green fluorescent imaging for visualizing bile leakage (with 
video). Clin Case Rep. 2022;10(6):e05942. https://doi.org/10.1002/ccr3.5942 PMID: 35662771

	14.	 Sakaguchi T, Suzuki A, Unno N, Morita Y, Oishi K, Fukumoto K, et al. Bile leak test by indocyanine green fluorescence images after hepatectomy. 
Am J Surg. 2010;200(1):e19–23. https://doi.org/10.1016/j.amjsurg.2009.10.015 PMID: 20637329

	15.	 Kaibori M, Ishizaki M, Matsui K, Kwon AH. Intraoperative indocyanine green fluorescent imaging for prevention of bile leakage after hepatic resec-
tion. Surgery. 2011;150(1):91–8. https://doi.org/10.1016/j.surg.2011.02.011 PMID: 21514613

	16.	 Hanaki T, Goto K, Tokuyasu N, Endo Y, Sunada H, Noma H, et al. Systemic indocyanine green administration to detect bile leakage after liver 
surgery: a prospective clinical trial, using historical controls. BMJ Open. 2025;15(6):e097205. https://doi.org/10.1136/bmjopen-2024-097205 PMID: 
40499957

	17.	 Hanaki T, Goto K, Morimoto M, Murakami Y, Matsunaga T, Yamamoto M, et al. Surgical administration of indocyanine green in hepatectomy for 
improved bile leakage detection. Anticancer Res. 2022;42(10):4787–93. https://doi.org/10.21873/anticanres.15983 PMID: 36191976

	18.	 Tangsirapat V, Kengsakul M, Udomkarnjananun S, Sookpotarom P, Rattanasakalwong M, Nuchanatanon J, et al. Surgical margin status outcome 
of intraoperative indocyanine green fluorescence-guided laparoscopic hepatectomy in liver malignancy: a systematic review and meta-analysis. 
BMC Surg. 2024;24(1):181. https://doi.org/10.1186/s12893-024-02469-1 PMID: 38867212

	19.	 Xiong D, Li J, Li L, Xu F, Hu T, Zhu H, et al. A meta-analysis of the value of indocyanine green fluorescence imaging in guiding surgical resec-
tion of primary and metastatic liver cancer. Photodiagnosis Photodyn Ther. 2025;52:104489. https://doi.org/10.1016/j.pdpdt.2025.104489 PMID: 
39827932

	20.	 Shamseer L, Moher D, Clarke M, Ghersi D, Liberati A, Petticrew M, et al. Preferred reporting items for systematic review and meta-analysis proto-
cols (PRISMA-P) 2015: elaboration and explanation. BMJ. 2015;349(jan02 1):g7647. https://doi.org/10.1136/bmj.g7647 

	21.	 Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC, Mulrow CD, et al. The PRISMA 2020 statement: an updated guideline for reporting 
systematic reviews. BMJ. 2021;372:n71. https://doi.org/10.1136/bmj.n71 PMID: 33782057

	22.	 Clavien PA, Barkun J, de Oliveira ML, Vauthey JN, Dindo D, Schulick RD, et al. The Clavien-Dindo classification of surgical complications: five-year 
experience. Ann Surg. 2009;250(2):187–96. https://doi.org/10.1097/SLA.0b013e3181b13ca2 PMID: 19638912

	23.	 Sterne JAC, Savović J, Page MJ, Elbers RG, Blencowe NS, Boutron I, et al. RoB 2: a revised tool for assessing risk of bias in randomised trials. 
BMJ. 2019;366:l4898. https://doi.org/10.1136/bmj.l4898 PMID: 31462531

	24.	 Schünemann HJ, Cuello C, Akl EA, Mustafa RA, Meerpohl JJ, Thayer K, et al. GRADE guidelines: 18. How ROBINS-I and other tools to assess 
risk of bias in nonrandomized studies should be used to rate the certainty of a body of evidence. J Clin Epidemiol. 2019;111:105–14. https://doi.
org/10.1016/j.jclinepi.2018.01.012 PMID: 29432858

	25.	 Lensen S. When to pool data in a meta-analysis (and when not to)? Fertil Steril. 2023;119(6):902–3. https://doi.org/10.1016/j.fertnstert.2023.03.015 

	26.	 Cuello-Garcia CA, Santesso N, Morgan RL, Verbeek J, Thayer K, Ansari MT, et al. GRADE guidance 24 optimizing the integration of random-
ized and non-randomized studies of interventions in evidence syntheses and health guidelines. J Clin Epidemiol. 2022;142:200–8. https://doi.
org/10.1016/j.jclinepi.2021.11.026 PMID: 34800676

	27.	 Viechtbauer W. Bias and efficiency of meta-analytic variance estimators in the random-effects model. J Educ Behav Stat. 2005;30(3):261–93. 
https://doi.org/10.3102/10769986030003261 

	28.	 Hartung J, Knapp G. A refined method for the meta-analysis of controlled clinical trials with binary outcome. Stat Med. 2001;20(24):3875–89. 
https://doi.org/10.1002/sim.1009 PMID: 11782040

	29.	 Higgins JPT, Thompson SG. Quantifying heterogeneity in a meta-analysis. Stat Med. 2002;21(11):1539–58. https://doi.org/10.1002/sim.1186 PMID: 
12111919

	30.	 Higgins JPT, Thompson SG, Deeks JJ, Altman DG. Measuring inconsistency in meta-analyses. BMJ. 2003;327(7414):557–60. https://doi.
org/10.1136/bmj.327.7414.557 PMID: 12958120

https://doi.org/10.3748/wjg.v19.i45.8420
http://www.ncbi.nlm.nih.gov/pubmed/24363535
https://doi.org/10.1159/000346480
http://www.ncbi.nlm.nih.gov/pubmed/23392477
https://doi.org/10.1016/j.hpb.2018.07.008
https://doi.org/10.1016/j.hpb.2018.07.008
http://www.ncbi.nlm.nih.gov/pubmed/30244995
https://doi.org/10.1016/j.surg.2010.12.002
http://www.ncbi.nlm.nih.gov/pubmed/21316725
https://doi.org/10.1016/j.hpb.2024.08.013
https://doi.org/10.1016/j.hpb.2024.08.013
http://www.ncbi.nlm.nih.gov/pubmed/39277436
https://doi.org/10.1016/j.pdpdt.2016.12.005
http://www.ncbi.nlm.nih.gov/pubmed/28017834
https://doi.org/10.1002/ccr3.5942
http://www.ncbi.nlm.nih.gov/pubmed/35662771
https://doi.org/10.1016/j.amjsurg.2009.10.015
http://www.ncbi.nlm.nih.gov/pubmed/20637329
https://doi.org/10.1016/j.surg.2011.02.011
http://www.ncbi.nlm.nih.gov/pubmed/21514613
https://doi.org/10.1136/bmjopen-2024-097205
http://www.ncbi.nlm.nih.gov/pubmed/40499957
https://doi.org/10.21873/anticanres.15983
http://www.ncbi.nlm.nih.gov/pubmed/36191976
https://doi.org/10.1186/s12893-024-02469-1
http://www.ncbi.nlm.nih.gov/pubmed/38867212
https://doi.org/10.1016/j.pdpdt.2025.104489
http://www.ncbi.nlm.nih.gov/pubmed/39827932
https://doi.org/10.1136/bmj.g7647
https://doi.org/10.1136/bmj.n71
http://www.ncbi.nlm.nih.gov/pubmed/33782057
https://doi.org/10.1097/SLA.0b013e3181b13ca2
http://www.ncbi.nlm.nih.gov/pubmed/19638912
https://doi.org/10.1136/bmj.l4898
http://www.ncbi.nlm.nih.gov/pubmed/31462531
https://doi.org/10.1016/j.jclinepi.2018.01.012
https://doi.org/10.1016/j.jclinepi.2018.01.012
http://www.ncbi.nlm.nih.gov/pubmed/29432858
https://doi.org/10.1016/j.fertnstert.2023.03.015
https://doi.org/10.1016/j.jclinepi.2021.11.026
https://doi.org/10.1016/j.jclinepi.2021.11.026
http://www.ncbi.nlm.nih.gov/pubmed/34800676
https://doi.org/10.3102/10769986030003261
https://doi.org/10.1002/sim.1009
http://www.ncbi.nlm.nih.gov/pubmed/11782040
https://doi.org/10.1002/sim.1186
http://www.ncbi.nlm.nih.gov/pubmed/12111919
https://doi.org/10.1136/bmj.327.7414.557
https://doi.org/10.1136/bmj.327.7414.557
http://www.ncbi.nlm.nih.gov/pubmed/12958120


PLOS One | https://doi.org/10.1371/journal.pone.0346089  July 2, 2026 13 / 13

	31.	 Sweeting MJ, Sutton AJ, Lambert PC. What to add to nothing? Use and avoidance of continuity corrections in meta-analysis of sparse data. Stat 
Med. 2004;23(9):1351–75. https://doi.org/10.1002/sim.1761 PMID: 15116347

	32.	 Stroup DF, Berlin JA, Morton SC, Olkin I, Williamson GD, Rennie D, et al. Meta-analysis of observational studies in epidemiology: a proposal 
for reporting. Meta-analysis of Observational Studies in Epidemiology (MOOSE) group. JAMA. 2000;283(15):2008–12. https://doi.org/10.1001/
jama.283.15.2008 PMID: 10789670

	33.	 Wan X, Wang W, Liu J, Tong T. Estimating the sample mean and standard deviation from the sample size, median, range and/or interquartile 
range. BMC Med Res Methodol. 2014;14:135. https://doi.org/10.1186/1471-2288-14-135 PMID: 25524443

	34.	 Luo D, Wan X, Liu J, Tong T. Optimally estimating the sample mean from the sample size, median, mid-range, and/or mid-quartile range. Stat 
Methods Med Res. 2018;27(6):1785–805. https://doi.org/10.1177/0962280216669183 PMID: 27683581

	35.	 Campbell M, McKenzie JE, Sowden A, Katikireddi SV, Brennan SE, Ellis S, et al. Synthesis without meta-analysis (SWiM) in systematic reviews: 
reporting guideline. BMJ. 2020;368:l6890. https://doi.org/10.1136/bmj.l6890 PMID: 31948937

	36.	 Popay J, Roberts HM, Sowden AJ, Petticrew M, Arai L, Rodgers M. Guidance on the Conduct of Narrative Synthesis in Systematic Reviews: A 
Product from the ESRC Methods Programme. 2006. 

	37.	 Schwarzer G, Carpenter JR, Rücker G. Meta-Analysis with R. 1 ed. Cham: Springer; 2015. pp. 252.

	38.	 Oxman AD, Guyatt GH. A consumer’s guide to subgroup analyses. Ann Intern Med. 1992;116(1):78–84. https://doi.org/10.7326/0003-4819-116-1-
78 PMID: 1530753

	39.	 Sun X, Briel M, Walter SD, Guyatt GH. Is a subgroup effect believable? Updating criteria to evaluate the credibility of subgroup analyses. BMJ. 
2010;340:c117. https://doi.org/10.1136/bmj.c117 PMID: 20354011

	40.	 Sterne JA, Hernán MA, Reeves BC, Savović J, Berkman ND, Viswanathan M, et al. ROBINS-I: a tool for assessing risk of bias in non-randomised 
studies of interventions. BMJ. 2016;355:i4919. https://doi.org/10.1136/bmj.i4919 PMID: 27733354

	41.	 Sterne JAC, Higgins JPT, ROBINS-I V2 Development Group. ROBINS-I V2: Risk of Bias in Non-randomized Studies - of Interventions, Version 2. 
Draft version. Risk of bias tools. 2025. [cited 2026 Jun 10]. Available from: https://www.riskofbias.info/welcome/robins-i-v2

	42.	 Sterne JAC, Sutton AJ, Ioannidis JPA, Terrin N, Jones DR, Lau J, et al. Recommendations for examining and interpreting funnel plot asymmetry in 
meta-analyses of randomised controlled trials. BMJ. 2011;343:d4002. https://doi.org/10.1136/bmj.d4002 PMID: 21784880

	43.	 Debray TPA, Moons KGM, Riley RD. Detecting small-study effects and funnel plot asymmetry in meta-analysis of survival data: a comparison of 
new and existing tests. Res Synth Methods. 2018;9(1):41–50. https://doi.org/10.1002/jrsm.1266 PMID: 28975717

	44.	 Guyatt GH, Oxman AD, Vist GE, Kunz R, Falck-Ytter Y, Alonso-Coello P, et al. GRADE: an emerging consensus on rating quality of evidence and 
strength of recommendations. BMJ. 2008;336(7650):924–6. https://doi.org/10.1136/bmj.39489.470347.AD PMID: 18436948

https://doi.org/10.1002/sim.1761
http://www.ncbi.nlm.nih.gov/pubmed/15116347
https://doi.org/10.1001/jama.283.15.2008
https://doi.org/10.1001/jama.283.15.2008
http://www.ncbi.nlm.nih.gov/pubmed/10789670
https://doi.org/10.1186/1471-2288-14-135
http://www.ncbi.nlm.nih.gov/pubmed/25524443
https://doi.org/10.1177/0962280216669183
http://www.ncbi.nlm.nih.gov/pubmed/27683581
https://doi.org/10.1136/bmj.l6890
http://www.ncbi.nlm.nih.gov/pubmed/31948937
https://doi.org/10.7326/0003-4819-116-1-78
https://doi.org/10.7326/0003-4819-116-1-78
http://www.ncbi.nlm.nih.gov/pubmed/1530753
https://doi.org/10.1136/bmj.c117
http://www.ncbi.nlm.nih.gov/pubmed/20354011
https://doi.org/10.1136/bmj.i4919
http://www.ncbi.nlm.nih.gov/pubmed/27733354
https://www.riskofbias.info/welcome/robins-i-v2
https://doi.org/10.1136/bmj.d4002
http://www.ncbi.nlm.nih.gov/pubmed/21784880
https://doi.org/10.1002/jrsm.1266
http://www.ncbi.nlm.nih.gov/pubmed/28975717
https://doi.org/10.1136/bmj.39489.470347.AD
http://www.ncbi.nlm.nih.gov/pubmed/18436948

	ICG fluorescence imaging-guided bile leak detection to reduce clinically relevant bile leakage after hepatectomy: A protocol for a systematic review and meta-analysis
	Introduction
	Materials and methods
	Objectives
	Protocol and reporting standards
	Eligibility criteria
	Population. The study population will comprise patients undergoing hepatectomy by any approach, including open, laparoscopic, or robotic surgery. For this review, hepatectomy will be operationally defined as surgical resection of liver parenchyma involvin

	Exclusion criteria
	Intervention
	Definitions of ICG administration routes (operational)
	Comparators
	Study design
	Context
	Information sources and search strategy
	Study records
	Data management. Records retrieved from each source will be exported and imported into R (R Foundation for Statistical Computing, Vienna, Austria) for data cleaning, harmonization, and deduplication. Deduplication will be performed using procedures based 
	Selection process and data extraction. Two reviewers (TH and YS) will independently screen titles, abstracts and full texts in duplicate using the eligibility criteria and will extract data in duplicate using a piloted, standardized extraction form. Reaso

	Outcomes
	Primary outcome. The primary outcome is clinically relevant postoperative bile leakage, defined as ISGLS grade B or C (grade ≥B) [10].
	Secondary outcomes. 

	Risk of bias assessment
	Data synthesis
	Subgroup analyses
	Sensitivity analyses
	Assessment of reporting bias
	Certainty assessment
	Guarantor
	Ethics and dissemination

	Discussion
	Patient and public involvement

	Supporting information
	References


