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   ABSTRACT 

 
Background: Biloma is loculated collection of 
bile that may develop due to iatrogenic causes, 
traumatically or spontaneously with biliary tree 
disruption. Hepatic bilateral subcapsular biloma 
is a rare complication of laparoscopic cholecys-
tectomy and an even more scarce when it occurs 
spontaneously. 
Case Presentation: A 65 years old man came 
to our hospital with abdominal pain and en-
larged abdomen. Six weeks earlier he underwent 
laparoscopic cholecystectomy in a private hospi-
tal, because of stone in the gall bladder and cho-
lecystitis. The physical examination obtained no 
icteric and distended abdomen with pain on 
palpation. Laboratory findings were within nor-
mal limit with negative viral infection markers. 
Abdominal ultrasonography revealed chronic 
liver disease with giant liver cyst and ascites. 
Contrast abdominal multi-slice computed mono-
graphy (MSCT) demonstrated bilateral hepatic 
subcapsular biloma. Laparatomy and drainage 
were then performed and he was discharged from 
the hospital several days later in good condition. 
Discussion: Biloma was first introduced by 
Gould and Patel in 1979. The incidence of past 
laparoscopic cholecystectomy biloma is very low, 

between 0.6% and 1.5%. Early accurate diagnosis 
is very important to determine the proper mana-
gement. In our case, the biloma was found by 
using USG and MSCT.  Usually it presents with 
right upper quadrant or epigastric pain, abdo-
minal distention, fever and leukocytosis, but our 
patient did not have either fever or leukocytosis. 
Actually the first treatment choice is percuta-
neous catheter drainage but in our case laparo-
tomy drainage was performed because of sub-
capsular, biloma in both right and left hepatic 
lobes. 
Conclusion: Bilateral hepatic subcapsular bilo-
ma is a rare case. One of its diagnostic tools is 
MSCT. Biloma drainage is the first choice of 
treatment. 
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BACKGROUND 
Biloma is defined as an encapsulated collect-

ion of bile in extra-biliary tract, it is due to 

the complications of biliary tract surgery, 

ERCP procedure, laparoscopic cholecystec-

tomy, trauma and some occur spontaneously 

(Dupas et al., 2016; Peng and Wang, 2017; 

Shankar et al., 2003). Biloma also can 

develop in Sickle Cell disease(Lebensburger 

et al., 2008), and a complication of radio-

freqency ablation (Report, 2003). Intra-

hepatic Biloma Formation (Bile Duct Ne-

crosis) After Transcatheter Arterial Chemo-

embolization (Sakamoto et al., 2003). 

Hepatic subcapsular biloma resulting 

from laparoscopic cholecystectomy is rare 

(Brown et al., 2017). Mostly bile leaks to 
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peritoneal cavity. If there is subcapsular 

biloma usually it is only one side, either right 

or left lobe. Here we report a case of bilateral 

hepatic subcapsular biloma. 

 
CASE PRESENTATION 

A 65 years old man admitted to Dr Moewardi 

hospital due to enlarged painful abdomen for 

two days. Before admission, the pain per-

sisted, did not improve with rest, consuming 

food or pain killer. He did not vomit just felt 

full stomach. His appetite decreased. He had 

no fever. One and a half months before 

admission, this patient complained for pain 

in the right upper abdomen and he was diag-

nosed with gallstone and gallbladder inflame-

mation. He then underwent laparoscopic 

cholecystectomy. The operation went well, 

there was no complained after wards and his 

condition improved thus he was discharged. 

In the next visit after discharge, his condition 

was declared good.  

In the course of time, his abdomen 

enlarged with discomfort sensation and even 

more painful. He went back to the hospital 

and was referred to Dr. Moewardi hospital. 

In Dr .Moewardi hospital, he was fully 

alert with unremarkable vital signs. The 

laboratory findings were Hb of 12.5 g/dl, 

leukocyte of 7.7 thousand/Ul, thrombocyte of 

513,000 / Ul, SGPT of 28, albumin of 2.6, 

total bilirubin of 0.43 mg/dl  and creatinine 

of 1.2 mg/dl. The abdominal ultrasonography 

revealed large cyst with septa and internal 

echo.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Contrasted abdominal MSCT demonstrated 

fluid collection in subcapsular perihepatic 

comprising right and left lobes with the sizes 

of 17.9 x 12 x 18.4 cm and 20.7 x 11 x 15.7 cm, 

respectively, supporting the diagnosis of 

bilateral subcapsular biloma. Figure 1. 

Laparotomy and biloma drainage were 

performed. Biloma drainage analysisobtained 

total bilirubin of 33.47 mg/dl, direct bilirubin 

of 23.34 mg/dl and indirect bilirubin of 10.13 

mg/dl. 

 

DISCUSSION 
This term of biloma was first introduced by 

Gould 2nd Patel in 1979 to describe an en-

capsulated collection of bile in the outside 

Figure 1. Hepatic subcapsular-

biloma appearance 

in bilateral lobes 

Figure 2. Drained fluid of biloma 
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biliary duct (Shankar et al., 2003). Kuligow-

ska et al. (1983) broadened the definition by 

involving intrahepatic bile collection. Hepatic 

subcapsular biloma rarely occurs due to 

laparoscopic cholecystectomy. Generally it is 

located in Morrison cavum or subhepatic 

ventral space (Dupas et al., 2016). The inci-

dence rate of biliary duct injury due to open 

cholecystectomy is estimated 0.1% while in 

laparoscospic cholecystectomy is about 0.6% 

- 1.5% (Braithwaite et al., 2003). 

Some studies suggest that biloma 

occurs because of backpressure associated 

with high-pressure irrigation during surgery. 

We did not perform cholangiography in our 

patient. Thus we suspected that hepatic sub-

capsular biloma occurred in our patient was 

due to biliary duct disturbance near gall-

bladder during dissection as this process is 

extremely difficult.  

There is possibility that the introgenic 

injury resulted from the electric chauteriza-

tion during the procedure causing bile leak-

age from biliary duct to hepatic subcapsular. 

The stretch of glisson capsule can lead to 

pain in the right hypochondriac region (Sta-

thopoulos et al., 2014). 

Biloma syndrome can be obtained from 

history taking and physical examination. 

Usually patients complain for pain in the 

right upper abdomen, the abdomen enlarges 

and sometimes icteric body as well as tea–

coloured urine. In our case, the patient also 

complained pain the right upper abdomen 

and enlarged abdomen. He also had under-

gone laparoscopic cholecystectomy which is a 

risk factor of biloma(Brown et al., 2017). 

The diagnosis of biloma can be esta-

blished with imaging. Liver function and bile 

duct are not affected and blood laboratory 

examination findings are within normal 

limit. Imaging modalities used are abdominal 

USG, CT-scan, and hepatobilliary scinti-

graphy. In USG and CT-scan findings con-

firmed the diagnosis of hepatocyst (Tana, 

2013). In our case, USG and CT-scan findings 

confirmed the diagnosis of hepatic subcap-

sular biloma. If it is necessary MRCP, an 

obtimalized MRI procedure is used to evalu-

ate the condition of biliary duct. It can show 

the anatomy of biliary duct and evaluate the 

biloma (Solomon et al., 2016). 

Biloma management may vary. If bilo-

ma issmall, no treatment is required and only 

observation is enough. Some studies report 

that there is no neded for surgical explora-

tion, since biloma is self limiting (Tamura et 

al., 2015) . 

The other situations can be performed 

percutaneous aspiration, percutaneous cathe-

ter drainage, surgical drainage to overt surgical 

treatment(Okello et al., 2018) . Piraka (2009) 

gived a report EUS-guided transgastric 

drainage of biloma successfully (Piraka et al., 

2009). 

We conducted laparotomy and drainage 

instead of percutaneous drainage because our 

patient had bilateral hepatic subcapsular 

biloma and six days after biloma drainage, 

the patient condition improved and discharge 

from the hospital, was evaluated in out-

patient clinic. 

This case study concludes that bilateral 

hepatic subcapsular biloma is rare. MSCT is 

one of modalities to diagnose this type of 

biloma. The first choice of treatment is 

drainage. 
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