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ABSTRACT

a biliodigestive bypass.

Mirizzi Syndrome, a benign extrinsic compression of the common hepatic duct by a stone impacted in the cystic duct or
the neck of the gallbladder, is a rare pathology. The surgical management of Mirizzi Syndrome type III and IV has been
based on a bilioenteric derivation. In recent years most of the surgical procedures have been replicated laparoscopically and
although in this syndrome its use is still considered controversial, we propose its treatment by laparoscopy without performing
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INTRODUCTION

Although Kehr and Ruge described similar conditions in
1905 and 1908 respectively, it was not until 1948 when Mirizzi
Syndrome was described as obstructive jaundice due to benign
extrinsic compression of the common hepatic duct, caused by a
stone impacted in the cystic duct or in the Hartmann’s pouch. It
was Pablo Luis Mirizzi (1893-1964) who invented transoperative
cholangiography and studied the bile duct by this method [1,2].
Mc Sherry et al. in 1982 divided it into type I and II, of which
type II was described as a cholecystocholedochal fistula [3]. Attila
Csendes modified this classification in to 4 types (1989) and then
in to 5 types (2008) dividing the type V into Va without gallstone
ileus and Vb with gallstone ileus [4-6]. Other classifications have
been developed, but have not been commonly accepted due to its
complexity.

Mirizzi Syndrome is seen in between 0.3 to 1.4%, although in seriesmade
in developing countries its incidencehas been reported that goes up to
5.7%; the age ranges from 22 to 95 years, predominating between 48
and 61 years, more frequently seen in women than in men.

With the advent of thelaparoscopy, the debate was settled inwhether
Mirizzi syndrome type II could be managed laparoscopically.

In fact, an observational study based on a review of the PubMed
and Web of Science literature, published in January 2018 [7],
mention that currently MS type I is resolved by open surgery in
40% of cases. In this same document, reports of new techniques
assisted by robot and with preoperative endoscopic support are
mentioned. Very little has been published regarding laparoscopic
resolution of cases of MS type 11 or IV.

In the present article and supporting one of the cases treated in our
institution, we propose the resolution of minimum access through
laparoscopy for cases of Mirizzi Syndrome type III and IV inwhich
we perform a bile duct exploration, we remove the stones located in
the bile duct, placement of a T-tube and subtotal cholecystectomy
without the performance of a biliodigestive bypass.

CASE REPORT

It is the case of a 74-year-old patient, with no relevant pathological
history, who comes to our unit due to a 2-week history of painful
jaundice without fever or weightloss, her paraclinical studies
showed elevation of bilirubins at the expense of the direct one,
with elevated alkaline phosphatase and gammaglutamyltransferase,
transaminases raised in three times its normal value.

The ultrasound images showed a gallbladder filled with stones with
thickened walls, a common bile duct of 14 mm with stones, the
magnetic resonance cholangiopancreatography evidenced a SM 111
with several stones in the common bile duct (Figure 1). ERCP was
performed with papillotomy to facilitate drainage and the same
diagnosis was documented.

With this information the patient was taken to the operating room,
undergoing laparoscopic surgery with 4 ports, with a surgical time
of 118 minutes, after releasing the adhesions and descending the
duodenum, we could evidence that the gallbladder was fused to
the bile duct (Figure 2). After puncturing the bile duct with a fine
needle, (Figure 3) a laparoscopic exploration of the biliary duct was
performed through a wide choledochotomy and profuse lavage with
a catheter, from which 5 stones of around 12 mm in diameter were
extracted (Figure 4), leaving the bile duct permeable, we continued
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Figure 1. Image of the CRMN demonstrating multiple cholecystolithiasis
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with acute cholecystitis, choledochus 14 mm in diameter and MS III.
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Figure 3. Puncture with a needle to verify the bile duct (classic technique).

with the placement of Kehr's T-tube (Figure 5), then we released
the gallblader fund of its bed and a cholecystotomy was performed
in the fund with the extraction of 4 stones more fromthe interior
of the gallbladder (Figures 6 and 7). Subsequently we performed a
subtotal cholecystectomy by placing a laparoscopic endoloop close
to what would correspond to the Hartmann’s pouch (Figure 8);we
placed an aspirative drainage in the surgical bed and the procedure
was completed without reporting complications.

The patient's subsequent evolution was excellent, tolerating
liquids orally the day after surgery, drainage through the T-tube

Figure 6. Placement of a T tube in the bile duct.

was acceptable and in decrescendo and aspirative drainage was
removed 8 days postoperatively.

A trans-Kehr cholangiography was performed 24 days after
surgery, documenting adequate passage of the contrast towards the
duodenum, so the T-tube was removed without any difficulty. At
follow-up for up to 4 months, the patient has not presented any
symptoms or alterations, and her exams are normal.

DISCUSSION

Although several groups have described cases in which a laparoscopic
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Figure 7. Cholecystotomy in the fundus and extraction of several
gallstones.

Figure 8. Placement of a laparoscopic endoloopand resection of the

gallblader fundus.

approach has been performed in patients with Mirizzi syndrome,
there is still no new consensus regarding its management.

In 1992, Paul et al. reported the first successful laparoscopic surgery
for an MS type 1.

It has been reported that laparoscopic subtotal cholecystectomy
and laparoscopic cholecystectomy initiated by the fund , "Fundus
First" reduces the risk of bile duct injury and the rate of conversion
to open surgery [8].

The generally accepted recommendations still give preference to
open surgery, in fact, even in groups that perform a laparoscopic
approach, conversion rates are recorded from 37% to 74%
[9]. Some authors suggest that in cases of type I MS (92%)
subtotal cholecystectomy should be performed alone, in type II
cholecystectomy is performed with a gallblader patch to restore the
bile duct, type III usually requires a more complex surgery with the
performance of acholedocoduodenostomy orhepaticojejunostomy
in Roux-en-Y, in type IV a hepaticojejunostomy with Rouxen-Y

bypass [10-12].

Laparoscopic surgery has shown complications in 16%,
reoperations in 5% and mortality of 0.8% [13] it is more difficult
and has a greater risk of injuring the bile duct, however in expert
hands and with adequate technology it seems to be safe [14].

Unfortunately most of the related articles are Case Reports orvery
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small series of patients; therefore there is not an adequate level of
evidence.

CONCLUSION

After exhaustively reviewing the literature, we consider that the
lack of clinical trials or meta-analysis due to the low incidence of
cases, added to the rapid evolution of technology, has not allowed
to establish an updated treatment guidelines for each of the Mirizzi
Syndrome types. It is undeniable that minimal access surgery
occupies a fundamental place in surgical development and will
continue to do so, that is why we suggest that it should be an expert
committee who analyzethe variables and define new guidelines for
the surgical management of this pathology.

As authors of this article: Mirizzi syndrome type III and IV, we
report:

1. That in the present case the integrity of persons or animals is
not violated.

2. That the confidentiality of data has been maintained.

3. That the corresponding informed consent has been signed

ACKNOWLEDGEMENTS

We would like to acknowledge and thank the Professors and
mentors who guided us throughout our academic paths and
also colleagues who privately shared very personal and touching
experiences and thoughts that sought for compassionate help in
times of troubles, and made us learn, together.

DISCLOSURE STATEMENT

No potential conflict of interest was reported by the authors.

FUNDING DETAILS
No funds provided.

REFERENCES
1. Pablo R. ], Bernardo L, Javier G. Sindrome de Mirizzi, abordaje

abdominal laparoscopico. Revista de la Asociacién Mexicana de

Cirugia Endoscoépica, A.C. Vol.6 Ne 1 Ene-Mar 2005, pag. 55-58.
2. PabloM. Sindrome del conducto hepitico, ] intChir. 1948; 8: 731-777.
3. McSherry CK, Ferstenberg H, Virshup M. The Mirizzi syndrome:

suggested classification and surgical therapy. Surg Gastroenterol

1982;1:219-25.
4. Csendes A, Diaz JC, Burdiles P, Maluenda F, Nava O. Mirizzi

syndrome and cholecystobiliary fistula: a unifying classification. Br ]

Surg. 1989;76:1139-43.
5. Beltran MA, Csendes A, Cruces KS. The relationship of Mirizzi

syndrome and cholecystoenteric fistula: validation of a modified

classification. World J Surg. 2008;32:2237-43.

6. Darius D. C, Robert S. D. Mirizzi Syndrome type II: Is Laparoscopic
Cholecystectomy Justified? JSLS. 1997 Jul-Sep; 1(3):237-239.

7. Chen, Siwo H, Amos E. K, Tian M, Yu. Current trends in the
management of Mirizzi Syndrome. A review of literature. Medicine.

97(4):e9691, January 2018.

8. Yeusir F, Ebru E.S, Acar H.Z, Polat Y,Osmanoglu G, Aygar A, et al.
Laparoscopic Treatment of Type III Mirizzi Syndrome by T-Tube
Drainage. Case Reports in Surgery. Volume 2016, Article ID 1030358,
5 pages. http://dx.doi.org/10.1155/2016,/1030358

9. Mithani R, Schwesinger W. H, Bingener ], Sirinek K. R, Gross G. W.

W, “The Mirizzi syndrome: multidisciplinary management promotes


https://www.semanticscholar.org/author/Fahri-Yet%C4%B1%C5%9F%C4%B1r/5480900
https://www.semanticscholar.org/author/Hasan-Zafer-Acar/37741557
https://www.semanticscholar.org/author/Y%C4%B1lmaz-Polat/38551917
https://www.semanticscholar.org/author/Gokhan-Osmanoglu/6262134
https://www.semanticscholar.org/author/Muhittin-Aygar/6868684
http://dx.doi.org/10.1155/2016/1030358

Gordillo RM, et al.

10.

1L

optimal outcomes,” Journal of Gastrointestinal Surgery, vol. 12, no. 6,
pp. 1022-1028, 2008.

Alan T.V, Juan G. R, Mariana E. D, Jonathan C. C, Balthazar B. M.
Updates in Mirizzi sindrome. Hepatobiliary Surg Nutr. 2017 Jun; 6(3):
170-178. doi: 10.21037/hbsn.2016.11.01

Hiraki M,Ueda J,Kono H, Egawa N,Saeki K. A case of Mirizzi syndrome
that was successfully treated by laparoscopic choledochoplasty using
a gallbladder patch. ] Surg Case Rep. 2017 Nov; 2017(11): rjx212.
Published online 2017 Nov 7. doi: 10.1093/jscr/1jx212

J Hepatol Gastroint Dis, Vol. 6 Iss. 3 No: 175

12.

13.

14.

OPENa ACCESS Freely availableonline

Kumar A, Senthil G, Prakash A. Mirizzi's syndrome: lessons learnt from
169 patients at a single center. Korean ] HepatobiliaryPancreatSurg
2016;20:17-22.

Antoniou SA, Antoniou GA, Makridis C. Laparoscopic treatment of
Mirizzi syndrome: a systematic review. Surg Endosc. 2010 Jan;24(1):33-
9. doi: 10.1007/500464-009-0520-5.

Karina A, Laura B, Francisco L, Giselle M, Palermo M. Abordaje
Quirutrgico de Sindrome de Mirizzi: Revision de la Literatura. Prensa

Médica Argentina. Junio 2014 Vol. 100 - Ne 4, pag 242-249.


https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5474450/
https://dx.doi.org/10.21037%2Fhbsn.2016.11.01
https://www.ncbi.nlm.nih.gov/pubmed/?term=Hiraki%20M%5BAuthor%5D&amp;amp%3Bcauthor=true&amp;amp%3Bcauthor_uid=29230280
https://www.ncbi.nlm.nih.gov/pubmed/?term=Hiraki%20M%5BAuthor%5D&amp;amp%3Bcauthor=true&amp;amp%3Bcauthor_uid=29230280
https://www.ncbi.nlm.nih.gov/pubmed/?term=Kono%20H%5BAuthor%5D&amp;amp%3Bcauthor=true&amp;amp%3Bcauthor_uid=29230280
https://www.ncbi.nlm.nih.gov/pubmed/?term=Egawa%20N%5BAuthor%5D&amp;amp%3Bcauthor=true&amp;amp%3Bcauthor_uid=29230280
https://www.ncbi.nlm.nih.gov/pubmed/?term=Saeki%20K%5BAuthor%5D&amp;amp%3Bcauthor=true&amp;amp%3Bcauthor_uid=29230280
https://dx.doi.org/10.1093%2Fjscr%2Frjx212
https://www.ncbi.nlm.nih.gov/pubmed/?term=Antoniou%20SA%5BAuthor%5D&amp;amp%3Bcauthor=true&amp;amp%3Bcauthor_uid=19466486
https://www.ncbi.nlm.nih.gov/pubmed/?term=Antoniou%20SA%5BAuthor%5D&amp;amp%3Bcauthor=true&amp;amp%3Bcauthor_uid=19466486
https://www.ncbi.nlm.nih.gov/pubmed/?term=Makridis%20C%5BAuthor%5D&amp;amp%3Bcauthor=true&amp;amp%3Bcauthor_uid=19466486
https://www.ncbi.nlm.nih.gov/pubmed/19466486

	Research Article
	Rene M Gordillo1*, Carrillo Richard1, Daniela A. Gordillo2, Carrillo Sebastian3
	INTRODUCTION
	CASE REPORT
	DISCUSSION
	CONCLUSION
	ACKNOWLEDGEMENTS
	DISCLOSURE STATEMENT
	FUNDING DETAILS
	REFERENCES

