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INTRCDUCTION

Hepatic injuries are commonly encountered in pabients

with abdominal trauma. {Feliciano, 1990}.

However, traumatic injuries of the biliary tract are
relatively rare, though iatrogenic injuries are possible

gequelae of biliary surgery. {Andern—Sandberg et al.., 1985).

In recent years, several diagnostic tools are available
for disgnosis of hepatcobiliary injuries such az computed
tomegraphy, radionuclide scanning and magnetic resonance

imaging {(MRI).

In addition, there has been overwhelming advante in
hepatic surgery which enabled the surgeons te deal with the

worst injuries {(Cue et al., 1990).
So, the aim of this essay is to review the literature

pertaining to different methods of resuscitation and evalua-

tion, diagnosisa and treatment of hepatobiliary injuries.
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SURGICAL ANATOMY OF THE
LIVER AND BILIARY SYSTEM
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SURGICAL ANATOMY OF THE
LIVER AND BILIARY TRACT

THE LIVER

The abdominal surgeon is able and williing to resect
almoat any structure in the abdomen except the liver. So, the
underatanding of the surgical anatomy of the liver is essent-
ial for successfull mangement of hepatic injuries (Ger,1989).

The liver is wedge sphaped mass, with the basze to the
right and the apex to the left. It is covered by fibrous
capaiale called Glisson’s capsule that extends inte the
parenchyma along the blood wvessels and bile ducts (Ger,
1989} .

MORPHOLOGICAL ANATOMY

The liver principally shows two main lobes and two main

gurfaces {Fig. 1}.

The Lobes of the Liver -
The liver, as it appears at laparctomy, is divided by

the porto—umblical fissure and falicform ligament into two
main lobes which are the right (with its caudate and gquadrate

lobes) and the left {Bismuth, i982).
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{1} : Morphological aspect of the liver
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The surfaces of the liver :

(1)

(2)

The supericr surface {diaphragmatic surface): is molded
to the diaphragm and reaches to the fifth rib on the
right side and the fifth space on the left. Above the
diapharagm lie the lung and pleura on each aide with the
pericardium in between. The right lateral margin is
separated by the diaphragm from the right lung and
pleura as far as the eighth and tenth ribs respectively.
The posterior and inferior surface {visceral surface) :
merge into each other and are seen by elevating the
anterior margin. The inferior concave surface present a
prominant parta hepatis for the passage of major vesaales
and bile ducts. Thia surface is related to the following
structure, from the right to the left, upper half cof the
right kidney and suprarenal gland posteriorly, with
the hepatic fiexure of the ceclion and the junction of the
first and second parts of the duodenum anteriorly.
Passing leftword, the liver is in contact with the
inferior vena cava, the cescphagus and proximal stomach.
{Ger, 1883).

The pesterior surface is largely extraperitoneal and

lies in contact with the retrohepatic infericr vena cava, the

upper pole of the kidney and right suprarenal gland this

bare area is enclosed by the leaves of the coronary ligament
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and access of this area only be obtained by division of these
ligaments. (Ger, 1989).

Ligaments of the liver :

{1} The falciform ligament, which attaches the liver to the
anterior abdominal wall from the diaphragm tc the
umbilicus and incorporates in its deep boarder the
ligamentum teres.

{2) The anterior and posterior right and left coronary
ligaments, which are continouas with the falciform
ligament connecting the diaphragm te the liver. The area
encompassed by the faleciform, coronary and triangnlar
ligament, inferior vena cava and diaphrapm defines the
bare area of the liver.

{3) Gastrohepatic and hepatoduodenal ligaments, which are
continous with the left triangular ligaments containing
the hepatic artery, portal vein and common bile duct. It
forma the anterier boundery of the epipleic foramen of
winslow {(Meyera, 19886).

Four peritoneal folds {the falciform, coromary and two
triangunlar ligaments) suspend the liver from the anterior
abdominal wall and the diaphragm. The ligamentum teres
{round ligament) is not really a ligament but a fibrous cord
resulting from obliteration of the left wumbilical wvein.

Simoilarly, the ligamentum venosum is the firbous remmant of
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the ductus wencus that comnnect the left branch of the portal
vein and the left hepatic vein near its junction with the
inferior vena cava. The position of the liver is maintained
by the fibrous fixation of the bare area, and to a major
degree, by the attchment of the hepatic veina to the inferior

vena cava. (Ger, 1989).
LOBAR AND SEGMENTAL. ANATOMY

Iobar anatomy :

The liver is divided inte two lobes or hemilivers by the
main portal fissure {Scissura), which ia alsoc called
cantlie’s line. 7The main portal fissure describes a 75
degree angle with a horizontal plane and extendas from the
anterior — inferior galibladder fossa postero-superiorly to
the left side of the inferior vena cava. Adjacent to the main
portal fissure there is a right and left paramedian sectors.
Lateral to each o©of these there is a fissure, which i=s
variable and without antatomical bounderies, a8eparating the
paramedian sector from the distal sector known as the right
and ieft larteral sectors (Fig. 2}.

The left lobe of the liver consists of hepatic to the
left of the falciform ligament plus the guadrate and caudate
lobes. The right hepatic lobe conaists of the remaining

hepatic tissue. (Fig. 3}.
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Fig. (2) : Symmetrical organizaticn cof the right iiver.

1- Main portal fissure, 2- right portal fissure.
3- Left portal fissure, 4- left liateral sector,
5- Left paramedian sector, 65 right paramedian

saector, T— right lateral sector.

Fig. {3) The cbliquity of the middle and of

the right portal scissurae.
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The right portal fissure divides the right lobe into an
anteromedial and posterolateral sectors. The right hepatic
vein courses along this fissure. It extends from the anterior
surface of the liver midway betwesn the right angle of the
jiver and the right side of the gallbladder to confluence
between the inferior vena cava and the right hepatic wein
posteriorly, describe an angle of 40 degree with the trans
transverse plane (Fig. 3).

The left portal fissure dividea the left 1obe into
anterior and postericr sectors, the left heaptic vein coursea
this fisgure. It is located posteriorly in relation to the
ligamentum teres {Schwartz, 1985}).

Segmental Anatomy :

The liver is further =subdivided into segments, that
represent smallest and anatomic unit of the organ. Enowledge
of this anatomy has enabled surgeons to resect large portions
0f the liver more success (Meyers, 1988). Fig. 4,5.

In the right lobe, each of the two sectors is divided
inte two segments. The anteromedial sector 1ia divided into
segment V anteriorly and segment VI1 posteriorly. While the
posteroiateral sector is divided into segment VI anterionly
and segment V1I posteriorly.

In the left lobe, the anterior sector {left paramediam

sector) is divided by the umbilical fissure into segment IV,
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