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Introduction:
Mirizzi’s syndrome (MS) is a complication of 
long standing gall stone disease . It has a preva-
lence rate of 0.05% to 2.1%1,2 and  is character-
ized by impaction of stones in the cystic duct or 
neck of the gall bladder . Persistent impaction, 
together with the infl ammatory response, fi rst 
cause external obstruction of the bile duct, and 
ultimately fuse into the bile duct to form  chole-
cystocholedochal  fi stula.3,4,5  MS requires surgi-
cal management.

However, surgery in patient with MS is quite  a  
challenge to operating surgeon.Th e condition is 
diffi  cult to diagnose pre- operatively and  in 50 
% of cases, is diagnosed during surgery6,7.

Moreover, dense adhesions and distorted anat-
omy due to severe infl ammation, are associated 
with a signifi cantly increased risk of bile duct in-
jury and bleeding.8,9,10,11,12

Several att empts were made in past  to  grade the 
severity of  MS4,13. Th e importance and ultimate 
goal of all classifi cation systems for MS is to en-
able the surgeon to tailor the surgical approach 
to the individual case.

 In 2008  Csendes et al classifi ed Mirizzi’s syn-
drome into fi ve (I to V) groups, to aid surgical 
treatment of patients.3(Table 1)

Beltran has proposed a more simplifi ed classifi -
cation for Mirizzi’s syndrome. (Table 2)

Th e objective of this study was to share our ex-
perience of patients with Mirizzi’s syndrome and 
evaluate their treatment and its complications.

Methods:
Th is prospective observational study was con-
ducted in Surgical unit 3, Civil hospital Karachi 
from  June 2011  to June 2013. 

Abstract
Objective:To evaluate the diagnostic features, treatment strategies and post operative compli-
cations in Mirizzi Syndrome. 
Design: Prospective observational study.
Sett ing and duration: Th e study was conducted in Surgical unit 3, Civil Hospital Karachi from  
June 2011  to June 2013. 
Patients and Methods: Our experience with 12 cases with Mirizzi syndrome is presented. All 
were diagnosed at exploration and managed surgically. 
Results: Morbidity rate aft er surgery was 58.35% with the one mortality observed in this 
study. 
Conclusion: Mirizzi syndrome is rarely diagnosed preoperatively and ultrasound even in 
experienced hands does not provide any clue to the diagnosis. Th e index of clinical suspicion 
should be high in long standing cholelithiasis.  Surgery provides cure and defi nitive per opera-
tive diagnosis. 

Keywords: Jaundice,  Mirizzi syndrome, cholecystectomy, Endoscopic retrograde cholangio-
pancreatography (ERCP)

Jehanzeb Sheikh, Rehan Abbas Khan, Farhan Zaheer, Khalid Ehsan Mallik, Anis Us  Zaman, 
Muhammad Iqbal

Experience of Mirizzi syndrome in tertiary care hospital



170

Pak J Surg 2013; 29(3): 169-173

Experience of Mirizzi syndrome in tertiary care hospital

During this period Eighty seven patients, with 
clinical suspicion of obstructive jaundice on the 
basis of history and clinical examination, were 
admitt ed in the ward via Out-patient and Emer-
gency departments. Baselines along with LFTs 
and ultrasound whole abdomen were sent. Sev-
enty eight had obstructive jaundice secondary to 
choledocolithiasis on the fi ndings of LFTs and 
ultrasound. Out of them, seventy three under-
went through ERCP aft er correcting their de-
ranged hematology and taking writt en consent. 
During the procedure six patients were found to 
be suff ering from the Mirizzi’s syndrome.

Five patients who underwent  cholecystectomy 
and incidentally found to be having MS during 
the procedure,were also included in this study. 
Patients operated for gallbladder cancer or other 
biliary tract carcinoma found incidentally dur-
ing surgery, were excluded from study.

 Laparoscopic and open Cholecystectomy were 
performed in patients suff ering from Cendes 
type I disease. Patients with Cendes type  II and 

III diseases, underwent  CBD  exploration  with 
primary repair of fi stula tract, partial cholecys-
tectomy and placement of  T-Tube . Intraperito-
neal drain was placed in all cases.

 Patients with Cendes type I, intra-peritoneal 
drain was removed on 3rd post operative day.  
In patients with Cendes type 2 and 3 disease 
T-tube was removed on 7th day and intraperi-
toneal drain on 8th day. Side to side choledo-
chodudenostomy was performed in patient with 
Cendes type IVdisease, aft er partial cholecystec-
tomy. T-tube and intraperoneal drain were place 
during the procedure.

A proforma was used to document patient’s 
baseline characteristics, clinical features, investi-
gations performed, peroperative fi ndings, post-
operative complications and hospital stay, and 
fi nal outcome. Statistical soft ware SPSS version 
15 was used for data analysis. Results were rep-
resented by absolute frequencies, percentages 
and mean.

Result:
In total, eleven patients had Mirizzi’s syndrome.  
Out of them, six were operated aft er ineff ective 
ERCP. Five patients who underwent Elective 
cholecystectomy were discovered to have Mir-
izzi’s syndrome during surgery.

Eight patient were female and three were male.  
Age range was between  27 to 59 year with 50 
years as mean age.

Table 1: 
Type I Extrinsic compression of the common bile duct by an impactedbgall-

stone
Type II Cholecystobiliary fi stula secondary to an eroded gallstone involving one third 

of the circumference of the common bile duct

Type 
III

Cholecystobiliary fi stula involving two thirds of the circumference of the 
common bile duct

Type 
IV

Cholecystobiliary fi stula comprising the whole circumference of the common 
bile duct

Type V Any type plus a cholecystoenteric fi stula

Table 2:
Type of Mirizzi Description Treatment 
I External compression of the bile Open cholecystectomy 

Open subtotal cholecystectomy

IIa Cholecystobiliary fi stula < 50% the diameter of the bile duct Laparoscopic cholecystectomy 
Laparoscopic subtotal cholecystectomy
Open cholecystectomy
Open subtotal cholecystectomy

IIb Cholecystobiliary fi stula > 50% the diameter of the bile duct Open subtotal cholecystectomy 
Biliary-enteric derivation: Side-to-side to the duodenum

IIIa Cholecystobiliary fi stula and cholecystoenteric fi stula without 
gallstone ileus 

En-Y-de-Roux to the Jejunum 
Simple closure of the fi stula & treatment of the gallblader  ac-
cording to the presence of Mirizzi  I, IIa or IIb

IIIb Cholecystobiliary fi stula and cholecystoenteric Treatment of the gallstone ileus and deferred
 fi stula with gallstone ileus 
treatment of gallbladder according to the of Mirizzi I, II or IIb
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Th e most frequent signs and symptoms are 
shown in Table 3.

Th ree patients, initially approached by laparo-
scopic cholecystectomy, were later converted to  
open method. 

Since, Beltran’s classifi cation was proposed, 
while our study was in progress, so we have con-
fi ned are results and discussion to Cendes clas-
sifi cation.

Six patients had Cendes  type 1 disease . Th ree 
patient had Cendes type 2 disease, 1 patient had 
Cendes type 3 disease. Cendes Type 4 Chole-
cysto- choledochal fi stula was found in a single 
patient. In our series we did not encounter pa-
tient with Cendes type 5 disease.

Laproscopic or Open Cholecystectomy, with-
out common bile duct exploration was, was per-
formed in 6 patients with Cendes type 1 disease. 
Conversion from laproscopic cholecystectomy 
to open cholecystectomy was done in three pa-
tients with Cendes type I. Partial cholecystec-
tomy, repair of fi stula and t-tube placement was 
done in three patients with Cendes type 2 and 

one with Cendes type 3. Partial cholecystec-
tomy with side-to-side choledochoduodenos-
tomy, was opted in a patient with Cendes  type 
4 disease.

Two patients had wound infection. One patient 
developed pancreatitis postoperatively was 
managed conservatively and discharged on   fi ft h  
post operative day. 

Patient with Cendes type 4 disease who under-
went partial cholecystectomy and side to side 
choledochoduodenostomy had bile leak on 
fourth post operative day. He was managed con-
servatively but developed sepsis,  multiple organ 
failure and expired on   11th  post-operative  day.  
In this series only one mortality was observed.

In seven patients recovery was uneventfull.

All the results are summarized in Table 4.

Discussion:
MS develops in patients who have symptomatic 
gallstone disease of long duration  However, the 
range of age for presentation varies from 22 to 
95 years or older with a mean age of 48 to 61 Fe-
male patients are aff ected more frequently than 
male patients,which is also represented in our 
study1,4,12,15.

In our study of out of eleven patient, fi ve had 
Cendes type 1 disease. Majority of studies done 
earlier have reported type 1 disease as the most 

Table 3:
Cinical Features Frequency Percentage
Abdominal Pain 9 82

Jaundice 6 54

Nausea / Vomiting 7 63

Fever 3 27

Table 4: 
Case Age Sex Diagnoses made on Ms Type Type of procedure Post-complication Outcome 
1 37 F ERCP III Cholecystectomy + Primary repair of fi stulous 

tract and T-tube placement
Discharged

2 45 M ERCP II Partial Cholecystectomy and T-tube placement Wound infection Discharged

3 57 F Intra-operative IV Partial Cholecystectomy+ side to side choledo-
chodudenostomy

Bilary Leakage, Sepsis Expired

4 51 F ERCP I Lap: Cholecystectomy Discharged

5 27 F ERCP II Partial Cholecystectomy+ T-tube placement Discharged

6 48 M Intra-operative II Partial Cholecystectomy+ T-tube placement Pancreatitis Discharged

7 59 F Intra-operative I Laparoscopic converted open cholecystectomy Wound infection Discharged

8 36 f Intra operative I Laparoscopic converted open cholecystectomy Discharged

9 40 F Intraoperative I Laparoscopic converted open cholecystectomy Discharged

10 44 F ERCP I Open Cholecytectomy Discharged

11 45 M ERCP I Open Cholecystectomy Discharged
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frequent type3,11,16 . Most of the patients in our 
study were diagnosed early and were relatively 
young and presented early to our department.

Clinical diagnosis of Mirizzi’s syndrome is dif-
fi cult to establish6,7,17. Classically, presence of  
biliary stones in the junction of the cystic and 
common hepatic ducts and dilation of proximal 
billiary tree on  Ultrasound or abdominal CT 
is suggestive of Mirizzi’s syndrome. ERCP has 
been recommended as the screening method of 
choice18,19.

However, diagnosis is frequently made during 
surgery 7, suggested by presence of dense fi brous 
adhesions between the gall bladder and the com-
mon hepatic duct and a contracted gall bladder.

In our study fi ve patients went undetected, were 
identifi ed intraoperatively. In a patient with 
empyema gall bladder, in this study, surgery re-
vealed Mirizzi’s syndrome . Earlier studies have 
found Mirizzi’s syndrome in association with 
acute cholecystitis.

Intra-operative cholangiogram performed dur-
ing surgery confi rms the diagnosis and helps 
in delineating the biliary anatomy 20 . However, 
intra-operative cholangiography may be diffi  -
cult to perform and persistent dissection at the 
Calot’s triangle area may result in a bile duct 
injury.  However this modality was not utilized 
due to unavailability.

In the patients with suspected Mirizzi’s syn-
drome ‘fundus fi rst’ approach   is recommend-
ed21. Th e fundus of the gall bladder is opened, 
the stone extracted and cystic duct stone is re-
trieved in to the gall bladder. Th is approach was 
adopted in majority of patients.

Surgical options for type Cendes type 1 are  
partial, open or laparoscopic cholecy-stectomy. 
Nevertheless, due thick adhesions and infl am-
mation, Conditions are usually not favor for lap-
aroscopic surgery 15,22- 26. Th e reported incidence 
rate of conversion to open cholecystectomy is 
high. In our study laproscopic cholecystectomy 
was att empted in three patients with type 1 dis-
ease and was converted to open procedure in 

two of the patients.

As the disease progress, the anatomy gets dis-
turbed, and condition get diffi  cult for conven-
tional surgery. Patients with Cendes types 2-4 
need suplementry interventions in addition to 
partial cholesystectomy. Some studies suggest 
choledochostomy directly over the gallstone, 
followed by cholecystectomy and subsequent 
suturing of the remaining gallbladder fl aps 
around a T-tube for patients with Cendes type 
2 and 3 disease.27

Nevertheless, partial cholecystectomy followed 
by closure of the fi stula with T-tube placement 
in common bile duct 6 is adequate for majority 
of patients with Cendes type 2 and 3 disease.28

In our study three patients with Cendes type 2 
and one patient with Cendes type 3 diseases un-
derwent partial cholecystectomy and repair over 
T-tube and recovered without complication.

Roux-en-Y hepaticojejunostomy is recommend-
ed to perform in type 4 disease and choledocho-
duodenostomy is avoided in the absence of an 
adequately dilated common bile duct. 4,17,19

Nonetheless, cholecystectomy with excision of 
the external bile ducts and Choledochoduode-
nostomy was performed, in a patient with type 4 
Mirizzi’s syndrome, with advanced dilatation of 
proximal bile duct.

Th is patient developed bile leak on 3rd post –
operative day, developed  sepsis, multiple organ 
failure and expired on 13th post-operative day. 
Post-operative complications and mortality 
rates in our study have increased as the severity 
of diseases has progressed, similar in patt ern to 
studies done earlier.29,30,31

Conclusion:
In conclusion, Mirizzi’s syndrome continues 
to be a challenge for surgeons. Preoperative di-
agnosis of Mirizzi’s syndrome is diffi  cult to es-
tablish. It is oft en encountered inadvertently, 
during surgery, indicated by dense fi brosis and 
distorted anatomy around Calot’s triangle. Intra-
operatively, every eff ort should be made to iden-
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tify the type of Mirizzi’s syndrome and perform 
the appropriate procedure according to the type 
of disease.

Reference:
1. Johnson LW, Sehon JK, Lee WC, Zibari GB, McDonald JC.  

Mirizzi’s syndrome: experience from a multi-institutional re-
view.  Am Surg. 2001 Jan;67(1):11-14

2.  Karakoyunlar O, Sivrel E, Koc O, Denecli AG. Mirizzi’s syn-
drome must be ruled out in the diff erential diagnosis of any 
patients with obstructive jaundice. Hepatogastroenterology. 
1999 Jul-Aug;46(28):2178-2182

3. Beltran MA, Csendes A, Cruces KS. Th e relationship of Mirizzi 
syndrome and cholecystoenteric fi stula: validation of a modi-
fi ed classifi cation. World J Surg 2008; 32: 2237-2243

4. Csendes A, Díaz JC, Burdiles P, Maluenda F, Nava O. Mirizzi 
syndrome and cholecystobiliary fi stula: a unifying classifi ca-
tion. Br J Surg 1989; 76: 1139-1143

5. Beltrán MA, Csendes A. Mirizzi syndrome and gallstone ileus: 
an unusual presentation of gallstone disease. J Gastrointest 
Surg 2005; 9: 686-689

6. Bower TC, Nagorney DM  Mirizzi syndrome. HPB Surgery 
1988;1:67–76

7. Safi oleas M, Stamatakos M, Safi oleas P, Smyrnis A, Revenas 
C, Safi oleas C. Mirizzi Syndrome: an unexpected problem of 
cholelithiasis. Our experience with 27 cases. Int Semin Surg 
Oncol 2008; 5: 12

8. Baer HU, Matt hews JB, Schweizer WP, Gertsch P, Blumgart 
LH. Management of the Mirizzi syndrome and the surgical 
implications of cholecystcholedochal fi stula. Br J Surg 1990; 
77: 743-745

9. Shah OJ, Dar MA, Wani MA, Wani NA. Management of Mi-
rizzi syndrome: a new surgical approach. ANZ J Surg 2001; 
71: 423-427

10. Karademir S, Astarcioğlu H, Sökmen S, Atila K, Tankurt E, Ak-
pinar H, Coker A, Astarcioğlu I. Mirizzi’s syndrome: diagnos-
tic and surgical considerations in 25 patients. J Hepatobiliary 
Pancreat Surg 2000; 7: 72-77

11. Waisberg J, Corona A, de Abreu IW, Farah JF, Lupinacci RA , 
Goffi   FS. Benign obstruction of the common hepatic duct 
(Mirizzi syndrome): diagnosis and operative management. 
Arq Gastroenterol 2005; 42: 13-18

12. Mithani R, Schwesinger WH, Bingener J, Sirinek KR, Gross 
GW. Th e Mirizzi syndrome: multidisciplinary management 
promotes optimal outcomes. J Gastrointest Surg 2008; 12: 
1022-1028

13. Mc  Sherry  CK,  Ferstenberg  H,  Virshup  M.  Th e  Mirizzi 
syndrome:  Suggested  classifi cation  and  surgical  therapy. 
Surg Gastroenterol 1982; 1:219-225.

14. Beltrán MA. Mirizzi syndrome: History current knowledge 
and proposal of a simplifi ed classifi cation. World J Gastroen-

terol 2012; 18:4639-4650. 
15. Scha¨fer M, Schneiter R, Kra¨henbu¨hl L (2003) Incidence 

andmanagement of Mirizzi syndrome during laparoscopic 
cholecystectomy. Surg Endosc 17:1186–1190

16. Memon M,  Tahir SM, Ali SA, Shaikh AR, Munee A,ShaikhNA.  
Mirizzi syndrome: An unusual presentation of cholelithiasis. 
RMJ 2010; 35(1): 68-71

17. Yip AW, Chow WC, Chan J, Lam KH. Mirizzi syndrome with 
cholecystocholedochal fi stula: preoperative diagnosis and 
management. Surgery 1992; 111: 335-338

18. Corlett e MB, Bismuth H Biliobiliary fistula: A trap in surgery 
of cholelithiasis. Arch Surg 1975;110:377–385

19. Ibrarullah MD, Saxena R, Sikora SS, Kapoor VK, Saraswat VA, 
Kaushik SP. Mirizzi syndrome identification and manage-
ment strategy. Aus NZ J Surg 1993;63:802–806

20. Lai EC, Lau WY. Mirizzi syndrome: history, present and future 
development. ANZ J Surg 2006; 76: 251-257

21. Hubert C, Annet L, van Beers BE, Gigot JF. Th e “inside ap-pro-
ach of the gallbladder” is an alternative to the classic Calot’s 
triangle dissection for a safe operation in severe cholecystitis. 
Surg Endosc 2010; 24: 2626-2632

22. Antoniou SA, Antoniou GA, Makridis C. Laparoscopic treat-
ment of Mirizzi syndrome: a systematic review. Surg Endosc 
2010; 24: 33-39

23. Krhenbhl L, Moser JJ, Redaelli C, Seiler Ch, Maurer Ch, Baer 
HU. A standardized surgical approach for the treatment of 
Mirizzi syndrome. Dig Surg 1997; 14: 272-276

24. Rohatgi A, Singh KK. Mirizzi syndrome: laparoscopic manage-
ment by subtotal cholecystectomy. Surg Endosc 2006; 20: 
1477-1481

25. Kwon AH, Inui H. Preoperative diagnosis and effi  cacy of lapa-
roscopic procedures in the treatment of Mirizzi syndrome. J 
Am Coll Surg 2007; 204: 409-415

26. Philips JA, Lawes DA, Cook AJ, Arulampalam TH, Zaborsky 
A, Menzies D, Motson RW. Th e use of laparoscopic subtotal 
cholecystectomy for complicated cholelithiasis. Surg Endosc 
2008; 22: 1697-1700

27. Sandblom P, Tabrizian M, Rigo M, Fluckiger A. Repair of com-
mon bile duct defects using the gallbladder or cystic duct as a 
pedicled graft . Surg Gynecol Obstet. 1975 Mar;140(3):425-
432

28. Pemberton M, Wells AD. Th e Mirizzi syndrome. Postgrad Med 
J 1997; 73: 487-490

29. Ozdemı´r A, Atli MY, Coskun T, Ozenc A, Hersek E. Biliary 
enteric fistulas. Int Surg 1997; 82:280–283

30. Chatzoulis G, Kaltsas A, Danilidis L, Dimitrou J, Pachiadakis 
I. Mirizzi syndrome type IV associated with cholecystocolic 
fistula: a very rare condition: report of a case. BMC Surg 
2007; 7:6

31. Al-Akeely MHA, Alam MK, Bismar HA, Khalid K, Al-Teimi I, 
Al-Dossary NF .Mirizzi syndrome: ten years experience from 
a teaching hospital in Riyadh. World J Surg  2005;29:1687–
1692.




