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- Abstract -

Management of Bile Leaks from Bilateral
Intrahepatic Ducts after Blunt Trauma

Dong Hun Kim, M.D., Seokho Choi, M.D., Seung Je Go, M.D.*

Trauma Center, Department of Surgery, Dankook University Hospital, Cheonan, Korea
Department of Surgery, Eulji University Hospital, Dagjeon, Korea

Bile leaks are complications that are much more frequent after a high-grade liver injury than after a low-grade liver
injury. In this report, we describe the management of bile leaks that were encountered after angiographic embolization
in a 27-year-old man with a high-grade blunt liver injury. He had undergone an abdominal irrigation and drainage with
a laparotomy on post-injury day (PID) 16 due to bile peritonitis and continuous bile leaks from percutaneous abdomi-
nal drainage. He required three percutaneous drainage procedures for a biloma and liver abscesses in hepatic segments
4, 5 and 8, as well as endoscopic retrograde cholangiopancreatography with biliary stent placement into the intrahepat-
ic biloma via the common bile duct. We detected communication between the biloma and the bilateral intrahepatic
duct by using a tubogram. Follow-up abdominal computed tomography on PID 47 showed partial thrombosis of the
inferior vena cava at the suprahepatic level, and the patient received anticoagulation therapy with low molecular weight
heparin and rivaroxaban. As symptomatic improvement was achieved by using conservative management, the percuta-
neous drains were removed and the patient was discharged on PID 82. [ J Trauma Inj 2014;27:89-93 |
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Fig. 1. Initial radiologic evaluation. (A) Abdominal computed tomography shows contrast extravasation (whlte arrow) with lacera
tion and bulky hematoma in right liver. (B) Extravasation (black arrow) is noted in right anterior hepatic artery on hepatic

angiography.
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Fig. 2. Bile leak and bilomain right liver. (A) Abdominal computed tomography reveals increased bilomain hepatlc segment v,V
and VIII. (B) Bilateral intrahepatic bile ducts (black arrows), biloma cavity (white arrow) and coils in the branches of the
right hepatic artery are seen on endoscopic retrograde cholangiopancreatography. (C) Tubogram via percutaneous transhepat-
ic drainage shows communication between bilateral intrahepatic bile ducts (white arrows) and biloma, including endoscopic
biliary stenting (black arrow) through common bile duct and right anterior bile duct.

Fig. 3. Liver abscesses formation. (A) Abdominal computed tomography shows newly appeared abscess (white arrow) and
decreased bilomain hepatic hilum. (B) Another liver abscess (white arrow) and thrombosis in middle hepatic vein and supra-
hepatic inferior vena cava (black arrow) are seen on coronal view of computed tomography. (C) Percutaneous transhepatic
drainages (white arrows) were performed in liver abscesses.
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