Case report

Crit Care & Shock (2015) 18:82-86

Biloma: multiple organ failure after laparoscopic cholecystectomy

Javier Baidon, Joseph Varon

Abstract

Multiple organ failure and septic shock due to a
biloma secondary to laparoscopic cholecystectomy
(LC) is an infrequent and rare complication of this
procedure. We present the case of a patient that
presented to the emergency department with septic
shock and multiple organ failure after undergoing

LC two weeks prior to admission. An abdominal
computerized tomography (CT) depicted a large
biloma. The patient underwent ultrasound guided
percutaneous drainage, with follow up by an endo-
scopic retrograde cholangiopancreatography and a
laparotomy.
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Introduction

The term biloma was first described by Gould and
Patel in 1979. A “biloma” is a loculated bile col-
lection located outside the biliar tree that can be
caused by traumatic, iatrogenic or spontaneous
rupture of the biliary tree. (1) This is an uncommon
complication of laparoscopic procedures. Laparo-
scopic cholecystectomy (LC) has become the
treatment of choice in the management of choleli-
thiasis. With approximately 700,000 LCs being
performed every year, the reported incidence of
bile duct injury is between 0.5% and 0.85%. (2-4)
There are only few cases in the literature of this
complication after LC. We recently had one such
case.

Case report

A 60-year-old gentleman who had undergone an
LC due to chronic abdominal pain and fatty food
intolerance (apparently without any intraoperative
complications), presented to the emergency de-
partment two weeks later complaining of right up-
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per quadrant abdominal pain. He was noted to have
altered mental status at that time with a blood pres-
sure of 70/40 mmHg and a respiratory rate of 35
respirations per minute. On physical examination,
he had diffuse abdominal tenderness, palpable liv-
er, no evidence of generalized jaundice. Both feet
were cyanotic (Figure 1). Initial laboratory data is
depicted in Table 1.

The patient was promptly intubated and placed on
assisted mechanical ventilation. An arterial line
and central venous catheter were also placed and
treated with empiric antibiotics. After adequate
volume resuscitation, norepinephrine and vaso-
pressin were started to maintain an acceptable per-
fusion pressure. An abdominal computed tomogra-
phy (CT) scan was emergently performed and re-
vealed a large hypodense collection in the right
upper quadrant (19 x 14.5 x 18.1 cm) (Figures 2).
A percutaneous ultrasound (US)-guided drainage
was performed draining more than 2000 cc of dark
green fluid consistent with bile (Figure 3).

Over 24 hours, his hemodynamic state improves as
well as his laboratory results (Table 1) The cyano-
sis of his lower extremities resolved. The patient
had an endoscopic retrograde cholangiopancrea-
tography (ERCP) showing an active leak. A stent
was unable to be placed due to severe inflamma-
tion of the ampulla of Vater. The patient under-
went laparotomy with biliary reconstruction, and
remained in the hospital for another 2 weeks. He
was discharged in stable condition.

Discussion

The clinical signs and symptoms of a biloma are
nonspecific, ranging from no symptoms to ab-
dominal pain, fever, leukocytosis, jaundice, and
tenderness in the right upper abdominal quadrant.
(5) Our patient presented with abdominal pain,
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fever, leukocytosis, jaundice, and tenderness in the
right upper abdominal quadrant. (5§) Our patient
presented with abdominal pain, leukocytosis, cya-
nosis secondary to septic shock, but no evidence of
jaundice.

In the past, the treatment of choice for bilomas was
surgery. New advances in technology provide a
wider variety of treatment options such as, catheter
drainage, endoscopic sphinecterotomy, and endo-
scopic biliary drainage. Small bilomas, of few cen-
timeters in diameter, can have an expectative ther-
apy. (3) Before laparoscopic surgery, the incidence
of bile duct injury was about 0.1%, however now
with LC the incidence is 0.5%-0.85%. (6)

In our case the diagnosis was established by CT
scan, and emergency drainage was accomplished
percutaneously under US guidance. Some authors
reserve surgery for cases of major bile duct injury,
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especially when percutaneous drainage and ERCP
fail, as in the case of our patient. (6-10)

A bile leak should be suspected in any patient with
persistent abdominal pain, fever or leukocytosis
after undergoing LC. Ultrasound, CT scan and
hepatobiliary scintigraphy should be used for eval-
uation. The combined used of radiologic and endo-
scopic management may avoid surgery in 70% of
cases. (9)

Conclusions

Any persistent abdominal pain after an LC should
be assessed with at least an US to rule out a bilo-
ma. Early diagnosis and percutaneous drainage
under US guidance is the recommended treatment
to prevent further complications. In cases where
radiologic and endoscopic management are not
effective, surgery is the treatment of choice.
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Table 1. Laboratory data on arrival and at 24 hours after admission

Day #1 Day #2
WBC (cells/mm3) 25.7 16
ALP (IU/L) 346 237
ALT (U/L) 469 243
AST (U/L) 848 255
Bilit (mg/dL) 4.30 2.30
Sodium (mEq/L) 125 138
BUN (mg/100 cc) 74 25
CR-S (mg/dL) 3.76 1.0
CK (U/L) 2395 1621
PCT (ug/L) 401

Legend: WBC=white blood cell count; ALP=alkaline phosphatase; ALT=alanine aminotransferase; AST=
aspartate aminotransferase; Bilit=total bilirubin; BUN=blood urea nitrogen; CR-S=serum creatinine; CK=
creatine kinase; PCT=procalcitonin.

Figure 1. Cyanosis noted on both feet of the patient on arrival to the hospital
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Figure 2. Computed tomography of the patient on arrival to the intensive care unit revealing a large hy-
podense in the right upper quadrant

Figure 3. Large perihepatic fluid collection noted on ultrasonography
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