
Management of Blunt Hepatic
Trauma

An Essay
Submitted for partial fulfillment of M.S degree in

GENERAL SURGERY
By:

El-Sayed Gad El-Rab Hamouda
M.B.B.Ch

SUPERVISORS

Prof. Dr. Khaled Zaky Mansour
Professor of General Surgery

Ain Shams University

Dr. Mahmoud Zakaria El-Ganzory
Lecturer of General Surgery

Ain Shams University

Ain Shams University
Faculty of Medicine

Cairo
2011



الطرق المختلفة لعلاج الإصابات 
الغیر نافذة للنسیج الكبدى

رسالة
الماجستیر فىتوطئة للحصول على درجة

الجراحة العامة
مقدمة من

السید جاد الرب حموده/ الطبيب
بكالوریوس الطب و الجراحة

المشرفون
خالد زكى / دكتور  الستاذ  الأ

منصور
جراحة العامةالأستاذ 
جامعة عین شمس-كلیة الطب 

محمود زكریا/ دكتور  ال
الجنزورى
مدرس الجراحة العامة

جامعة عین شمس–كلیة الطب 

جامعة عین شمس



Summary And Conc lus ion

146

Summary and Conclusion
The l iver  is  the organ most  commonly in jured

after  abdominal  t rauma. The internal  archi tecture of

the  l iver  is  composed of  series  of  segment  combined

to  form sector  separated  by scissurae  containing the

hepat ic veins ,  Together or  s eparate ly they const i tute

the vis ible  lobes .

The r ight  l iver  and the  lef t  l iver  are

respect ively drained by the  r ight  and the  left  hepat ic

ducts  whereas  the  dorsal  lobe (caudate  lobe) i s

drained by several  ducts  joining both  the  r ight  and

left  hepat ic  ducts . The int ra -hepat ic ducts  are

t r ibutaries  of  the corresponding hepat ic  ducts  which

form part  of  the  major  portal  t r iads  which penetrate

the l iver  invaginat ing Gl isson ’s  capsule  at  the  hi lus .

The l iver  is  the center  of  metabolic  homeostasis

and serves as the  regulatory s i te  for  energy

metabolism by coordinat ing  the  uptake,  processing,

and dis tr ibut ion of  nutr ients  and their  subsequent

energy products .  The l iver  also  synthesizes  a  large

number  of  prote ins,  enzymes,  and vi tamins  that

part icipate  in  a  t remendously broad range of  bodily
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Introduction
The l iver  is  the most  f requent  in jured  int ra -

abdominal  organ despi te  of  i ts  protect ive  locat ion

and may associa ted  with in jury of  other int ra -

abdominal  organs  which increases  the  r isk  of

complicat ions  and death (Badger e t  al . ,  2009) . The

overal l  mortal i ty ra te  of  hepat ic in jury t rauma

patients  is  10% (Smaniot to  et al . , 2009) .

Cl inical  evaluat ion  of  the  abdomen,  especial ly

in  the  polyt rauma pat ient ,  s t i l l  plays an important

role .  The classic look,  l is ten  and feel  sequence is

s t i l l  val id,  especial ly when t ime is  of  the  essence in

a  hemodynamical ly uns table  pat ient .  Asymmetry,

s t r iae ,  seatbel t  s igns ,  swell ing ,  dis tent ion  and

hematoma can point  to  abdominal  wall  in jury,  but

a lso serious  Int ra -abdominal  in jury and should  raise

the index of  suspic ion for the  t reatment  team

(Leenen,  2009) .

Hemorrhagic  shock due to  uncontrol lable

bleeding of  vessels  and parenchyma is  the main

cause  of  death  within  the  f i rs t  36 hours  after  in jury,

while la ter ,  sept ic complicat ions due*to abscess

formation in areas o f  necrot ic  l iver  parenchyma and
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disrupt ion  of  bi le  ducts  represent  the  main  reasons

for  complicat ions (Benckert  et  al . , 2010) .

Abdominal  ul t rasound is  an expedient  tool  for

the primary assessment  of  poly - traumatized pat ients

to  rule  out  high grade intra -abdominal  in jur ies .

However ,  the  low overal l  diagnost ic  sensi t ivi ty of

FAST may lead to underest imated in jury pat terns  and

delayed complicat ions  may occur .  CT might  be an

al ternat ive in these  cases ,  thereafter;  careful

examinat ion  of  the  abdomen with CT is the  best  route

and gives  the  highest  diagnost ic  yield  for  intra -

abdominal  in juries (Leenen,  2009) .

Diagnost ic  per i toneal  lavage (DPL) has  98.5%

accuracy. I t  wil l  detect  hemo -peri toneum rel iably

and when applied  exclusively,  25% of  laparotomies

were  non-therapeut ic (Pei tzman et  al . ,  2009) .

Non-operat ive  management  (NOM) is  the

t reatment  of  choice for  hemodymical ly s table

pat ients  with spleen or  l iver  t rauma, (van der  Vl ies

et  al . ,  2010) .

The decis ion  to  implement  immediate  surgical

intervent ion is  based on cl inical  f inding.  Exploratory
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laparotomy is  performed on pat ients  who had

evidence of  massive  bleeding on presenta t ion ,

persis tent  hypotension despi te  act ive  resusci tat ion ,a

t ransfusion requirements  of  more  than hal f  hei r  blood

volume (Pei tzman et  al . ,  2009) .

The damage control  laparotomy is  an

advancement  in  the management  of  massively in jured

t rauma pat ients .  Massive l iver  in juries ,  pelvic  t rauma

and some ret roperi toneal  in juries  are  some of  the

indicat ions  for  this  approach (Karamarkovic et  al . ,

2010) .
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Aim Of The Work
The aim of this  work is  to  put  a  spot  l ight  on

management  of  blunt  hepat ic t rauma including

diagnosis  and di fferent  modali t ies  of  t reatment .


