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Spontaneous biloma in an elderly patient

J.C. Mason, C. Babbs', S.H. Lee2 and M.J. Connolly

University ofManchester and Robert Barnes Medical Unit, ' University Department ofGastroenterology,
2Department ofDiagnostic Radiology, Manchester Royal Infirmary, Oxford Road, Manchester M13 9WL,
UK

Summary: A previously well 84 year old man without prior history of abdominal trauma,
instrumentation or surgery presented with localized biliary peritonitis (biloma). An associated bile duct
stone was detected by abdominal ultrasound and endoscopic retrograde cholangiopancreatography and
was successfully treated with systemic antibiotics and percutaneous and endoscopic stenting. The case is
unusual in that the presentation was spontaneous.

Introduction

We describe the presentation and management of a
biloma (localized biliary peritonitis) in an elderly
man. The case is unusual as the biloma presented as
a spontaneous event secondary to the presence of a
bile duct stone rather than as a sequelae to biliary
surgery, instrumentation or penetrating abdominal
injury.

Case report

An 84 year old man was admitted with 6 days of
vomiting, abdominal discomfort, and inability to
cope at home. There had been no response to 5 days
of ampicillin. There was no significant past medical
history and no history of abdominal surgery,
instrumentation or trauma.
He was flushed and jaundiced but apyrexial.

There were no respiratory or cardiovascular abnor-
malities. Abdominal examination revealed scratch
marks on the abdominal wall, slight, diffuse
tenderness and 5 cm soft, smooth, minimally
tender hepatomegaly. There were no other abnor-
malities on examination.

Initial investigations revealed a white cell count
of 10.0 x 109/l with mild neutrophilia. Full blood
count was otherwise normal as were blood urea
and electrolytes, albumin and clotting studies.
Other relevant laboratory investigations were:

bilirubin 148 jtmol/l (normal up to 22 timol/l);
alkaline phosphatase 705 U/i (normal 70-330 U/
1); aspartate transaminase 202 U/1 (normal 5-
45 U/1); alanine transaminase 390 U/1 (normal
5-40 U/1); gamma glutamyl transpeptidase 84 U/1
(normal <65 UJl).

Ultrasound examination revealed mild dilat-
ation of intra- and extrahepatic bile ducts of
uncertain cause (Figure 1) and a small fluid collec-
tion anterior and lateral to the left lobe of the liver
(Figure 2). Endoscopic retrograde cholangiopan-
creatography (ERCP) showed a dilated common
bile duct (CBD) and at least one (12 mm) stone
visible in the lumen. Attempted endoscopic sphinc-
terotomy was unsuccessful because of distortion of
the duodenum probably caused by the fluid collec-
tion. He was treated with intravenous piperacillin.
Three days later ultrasound still showed a mildly
dilated biliary tree, but the fluid collection had
nearly trebled in size, surrounded the left lobe of
the liver and appeared to contain debris (Figure 3).
Needle aspiration revealed pus, laboratory analysis
of which showed a bilirubin content of 470 timol/l
and an amylase of 27 U/i (normal 70-300 U/i in
plasma). A percutaneous pigtail catheter was
inserted into the collection and 1.5 litres of puru-
lent material drained over 24 hours. This produced
a mixed growth ofcoliforms on culture. In addition
an external percutaneous biliary drain was inserted
into the common bile duct via an anterior trans-
hepatic approach to decompress the biliary tree.
At this stage the patient was unwell and con-

fused, and though apyrexial had a white cell count
of 18.9 x 109/l and a plasma bilirubin of 301 jimol/
1. Long-term biliary decompression was effected by

Correspondence: M.J. Connolly, M.D., M.R.C.P.,
University of Manchester, Robert Barnes Medical Unit,
Barnes Hospital, Kingsway, Cheadle, Cheshire SK8
2NY, UK.
Accepted: 4 February 1992

copyright.
 on M

ay 17, 2023 by guest. P
rotected by

http://pm
j.bm

j.com
/

P
ostgrad M

ed J: first published as 10.1136/pgm
j.69.815.740 on 1 S

eptem
ber 1993. D

ow
nloaded from

 

http://pmj.bmj.com/


CLINICAL REPORTS 741

Figure 1 Sagittal section showing dilated intrahepatic
ducts (arrows).

.. .......

Figure 2 Transverse section of left lobe of liver showing
hypoechoic fluid collection (arrows)

compressed left lobe of liver and containing echogenic
'debris' (arrow).

combined radiological percutaneous and endo-
scopic procedure with internal stenting of the
common bile duct leaving the stone in situ. The
fluid collection resolved and the external per

cutaneous pigtail catheter was removed after 5
days. Follow-up ultrasound examination showed
that the liver remained decompressed with no
recurrence of the fluid collection. The patient's
recovery was complete though protracted and
complicated by profound hypoalbuminaemia, left
basal pneumonia, pulmonary embolism and
urinary infection. One year later he remains well
and self-caring at home with a patent biliary
endoprosthesis in place.

Discussion

Biloma is a rare condition defined as an intra-
abdominal collection of bile or an encapsulated
biliary peritonitis. Bilomas are usually well defined
and unilocular and may be isolated from the bilary
tree or connected to it by a fistulous track.",2 They
are most commonly found in the right subhepatic
or subphrenic space but left-sided collections have
been reported in about 30% ofcases in two series." 2
Frankly infected cases may present as classical
subphrenic abscess. In all reports however, biloma
arose following surgery, penetrating trauma or
instrumentation of the biliary tree.`5

Diagnosis is by fine needle aspiration of the fluid
collection and determination of its bilirubin con-
tent, which is best made by laboratory analysis as
rapid 'Dipstick' testing may give a high false
negative rate, especially in the presence of infec-
tion.'
Treatment of choice is radiologically guided

percutaneous drainage and broad spectrum anti-
biotics as infection is frequently present. This
approach often eliminates the need for surgery.
Percutaneous drains should be left in situ after
aspiration as reaccumulation may occur, especially
ifan unsuspected fistulous communication with the
bilary tree is present.'
The unusual aspect of this case is the de novo

presentation ofbiloma secondary to the presence of
a bile duct stone without prior instrumentation or
surgery. Such spontaneous presentation is extre-
mely rare. This is surprising as the commonest
cause of frank biliary peritonitis is obstruction and
perforation of the gallbladder or rupture of a liver
abscess.

Clinicians should be aware of the possibility of
biloma along with other complications of choleli-
thiasis in an elderly patient with non-specific acute
presentation, and that non-surgical intervention is
the treatment of choice in this high-risk group.
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Osteomyelitis of symphysis pubis following renal
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Summary: We describe what we believe is the first reported case of osteomyelitis of the symphysis
pubis following renal transplantation. Computed tomographic and magnetic resonance imaging scans were
useful in establishing the diagnosis.

Introduction

Infection ofthe symphysis pubis is a rare complica-
tion accounting for less than 1% of cases of
osteomyelitis. The predisposing causes reported
are pelvic surgery, trauma and intravenous drug
abuse.'3 We report what is to our knowledge the
first case of osteomyelitis of the symphysis pubis
following renal transplantation. This case high-
lights some of the well-known features of this
condition such as delay in diagnosis, insidious
onset and inadequacy of plain X-rays to detect
early changes in the symphysis pubis.4

Case report

A 58 year old white woman had a one-haploid
living-related renal transplantation to the left iliac
fossa by standard surgical techniques. Pre-
operative evaluation of the donor showed fibro-
muscular dysplasia ofthe right renal artery, but not
on the left. Therefore, it was decided to use the right
donor kidney and during transplantation resect the
diseased artery and replace it with a saphenous vein

bypass graft from the left groin. The donor ureter
was hooked up to the recipient bladder by
Politano-Leadbetter technique. There were no
intra-operative complications. Sequential immuno-
suppression was used, anti-lymphocyte globulin
(ALG), azathioprine and prednisone for induction.
Cyclosporin was substituted for ALG when the
serum creatinine was < 5 mg/dl.
Sonogram and renal scan of the transplanted

kidney at days 1 and 5 were normal. A low volume
cystogram at day 5 did not show any leak allowing
the removal of the Foley catheter. She developed
cellulitis in the groin wound at the site ofsaphenous
vein surgery 2 weeks later. Open drainage of the
abscess yielded coagulase-positive staphylococci
and appropriate antibiotics were given. This was
followed by prolonged wound discharge.

She then remained well for 5 months when she
presented with a low-grade temperature and a 2 cm
wound abscess at the transplant incision, which
was drained under local anaesthesia. The wound
continued to discharge for 3 weeks despite ade-
quate antibiotics and local wound dressing. At this
stage she complained of suprapubic discomfort for
which a plain X-ray of the pelvis, ultrasound of the
transplanted kidney and pelvis and urine culture
were obtained, but did not reveal any abnormality.

Approximately 6 weeks later, she presented with
a high grade fever, severe pain over the symphysis
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