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Introduction:

A lot of surgeons may not do liver resection for malignancy in their surgical practice but they may have to operate liver because of traumatic injuries of liver. Such operations can be  changed from simple suturing to resection. So, all of the surgeons must know liver anatomy and surgical operation techniques.
Liver injuries may occur after blunt or penetrating injuries. Clinical presentation may change from silent symptoms to shock symptoms. There are two liver injuries cases are presented except for another all of our liver injuries cases.
Some imaging modalities can be used that ultrasonography, CT, MRI as a noninvasive. Diagnostic peritoneal lavage and laparoscopy can be chosen such as invasive techniques. 
Treatment of this lacerations can be divided into medical and surgical. Parenteral replacement of liquid, erythrocyte, thrombocyte and fresh frozen plasma are in the medical treatment options of the liver lacerations. Surgical management of the liver varies from patient to patient.
There are two different cases presented.

Case 1: 
20 year old male patient. He was stabbed in a fight during football match. He applied to an emergency service in a hospital. He was examined and CT with IV contrast agent was taken. CT was reported as normal radiologic findings(Photo 1) and after than the case was not interned. After 24 hours, he applied to our emergency service. His complaints were hypotension, tachycardia, weakness, abdominal pain and tenderness. CT showed perihepatic(Photo 2), intraabdominal and intrapelvic(Photo 3) markedly fluid. He was operated and a liver laceration with active bleeding between 6-7 segment was sutured.
Case 2:

28 year old male patient. He was applied to our emergency service with blunt abdominal trauma after traffic accident. CT showed liver lacerations. Markedly abdominal pain, hypotension, abdominal tenderness was found in clinical symptoms. He was operated. Right hepatic lobe has large deep transverse laceration (grade 5 injury)(1). Active bleeding was seen. Pringles maneuver was made, so, hemostasis was done by interventional cauterisation, ligation, clipping or suturing of the hemorrhagic sites. Segment 6 has multiple fragmented injured tissue and a large liver tissue connects to liver by thin pedicle. So segment 6 was resected.
Discussion:

CT with IV contrast agent was normal for case 1 in first applying to emergency service ,but, if contrast agent was given into stabbing laceration of the skin, contrast agent might passed to intra abdominal cavity, and the case could be interned to the hospital(2). As a result that for this case CT may be insufficient for diagnosis and such cases must be observed in hospital for 24 hours. Liver lacerations may be high degree so intensive rapid and skilled surgical intervention may be needed. The deficits may be needed to correct promptly for management of hemorrhagic shock. Pringles maneuver is most important for bleeding control and it can be done with nylon sling. Cauterisation, ligation, clipping or suturing of the hemorrhagic sites are done very easily during Pringle’s maneuver. It should not forget that Pringle’s maneuver must not be done more than 10-15 minutes  because of for prevention of ischemic necrosis. Pringle’s maneuver may be done 10-15 minutes of ischemic period and 5 minutes of reperfusion time. In traumatic cases, resection may not be needed, but, if the resection must be needed doing, hepatic pedicle dissection may be done.
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1. CT with IV contrast agent was normal for case 1 in first applying to emergency service.
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2. Case 1, perihepatic fluid in our emergency service
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3.Case 1, intrapelvic fluid around of urinary bladder
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4. Case 2, liver injury
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