
241

Pak J Surg 2012; 28(4):241-242

Mirizzi syndrome is defi ned as hepatic duct obstruction 
caused by an extrinsic compression from an impacted stone 
in the cystic duct or Hartmann’s pouch of the gallbladder 1-3. 
It has been estimated to occur in 0.6 to 1.2 percent of all cho-
lecystectomies 4-7. Most of the time it is  not recognized pre-
operatively, and poses signifi cant problem during surgery.5-8

Impacted large gallstone/s in the cystic duct or in Hartmann’s 
pouch can produce common hepatic duct obstruction ( Mir-
izzi syndrome) by two mechanisms: mechanical obstruction 
of the hepatic duct because of the proximity of the cystic duct 
and the common hepatic duct, and secondary infl ammation 
with frequent episodes of cholangitis.9-11

Mirizzi syndrome is classifi ed into two types according to 
McSherry12. In Type I – Compression of the common hepatic 
duct or common bile duct by a stone impacted in the cystic 
duct or Hartmann’s pouch and Type II – Erosion of the cal-
culus from the cystic duct into the common hepatic duct or 
common bile duct, producing a cholecystocholedochal fi s-
tula. 

Another classifi cation is more useful and takes into account 
the presence and extent of a cholecystobiliary (cholecystohe-
patic or cholecystocholedochal) fi stula, also known as a bilio-
biliary fi stula, due to erosion of the anterior or lateral wall of 
the common bile duct by impacted stones13. 

In type I, external compression of the common hepatic duct 
due to a stone impacted at the neck of the gallbladder or at the 
cystic duct. In type II, the fi stula involves less than one-third 
of the circumference of the common bile duct. In type III,  in-
volvement of between one-third and two-thirds of the circum-
ference of the common bile duct and in type IV,destruction of 
the entire wall of the common bile duct.

Mirizzi syndrome is part of the diff erential diagnosis of ob-
structive jaundice. Th e major laboratory fi ndings are eleva-
tions in the serum concentrations of alkaline phosphatase and 
bilirubin in over 90 percent of patients.14-15

Th e diagnostic approach usually begins with ultrasonography 
followed by cholangiography via direct cholangiography, en-

doscopic retrograde cholangiopancreatography, or magnetic 
resonance cholangiography.

Ultrasonography and CT scanning are commonly used in 
patients with obstructive jaundice. Endoscopic ultrasonogra-
phy can also help in diagnosis17. Features suggestive of Mirizzi 
syndrome include. dilatation of the biliary system above the 
level of the gallbladder neck, the presence of a stone impact-
ed in the gallbladder neck and an abrupt change to a normal 
width of the common duct below the level of the stone.16

CT scan does not signifi cantly add to sonographic fi ndings 
with respect to the stone and biliary obstruction but can be 
helpful in ascertaining if malignancy is present by revealing 
enlarged porta hepatis lymph nodes or hepatic metastases le-
sions. 17-18

Preoperative cholangiography is helpful to confi rm the diag-
nosis and to determine whether a fi stula is present16. Typical-
ly, endoscopic retrograde cholangiopancreatography (ERCP) 
is used, but percutaneous transhepatic cholangiography 
(PTC) can also be an option. Magnetic resonance cholangio-
pancreatography (MRCP) has also been shown to be a useful 
imaging modality for diagnosis19. 

ERCP is superior to percutaneous transhepatic cholangiog-
raphy (PTC) in the sett ing of Mirizzi’s syndrome for the rea-
sons that the cystic duct may run parallel to the common he-
patic duct and join it far below the usual meeting point. Th is 
anomaly cannot be well visualized by PTC but easily seen by 
ERCP, signifi cant obstruction of the common hepatic duct, 
the distal common bile duct may not be adequately visualized 
by PTC and preoperative ERCP and sphincterotomy, if nec-
essary for removal of intraductal gallstones, frequently avoid 
the need for intraoperative bile duct exploration.

Biliary decompression by internal stenting can be performed 
in patients with cholangitis or elevated serum bilirubin con-
centrations 4. For those requiring surgery, ERCP can help the 
surgeon identify the common bile duct at surgery and may 
reduce the risk of operative injury to the bile duct.

Regarding treatment, if the diagnosis of Mirizzi syndrome 
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is made preoperatively, an operative strategy that minimizes 
the risk of injury to the biliary tract can be carried out. ERCP, 
direct cholangiography, or magnetic resonance cholangiog-
raphy should be performed in patients with clinical jaundice 
(serum bilirubin >3.0 mg/dL) and signs and symptoms sug-
gestive of biliary obstruction. Intraoperative cholangiography 
can be used to clarify the biliary anatomy at the time of sur-
gery20. 

A standardized surgical approach has been recommended 
based on the classifi cation of the variants of Mirizzi syn-
drome.22 In type I, partial or total cholecystectomy, either lap-
aroscopic or open. Common bile duct exploration is typically 
not required and in type II, cholecystectomy plus closure of 
the fi stula, either by suture repair with absorbable material, 
T tube placement, or choledochoplasty with the remnant 
gallbladder; in type III, choledochoplasty or bilioenteric 
anastomosis (choledochoduodenostomy, cholecystoduode-
nostomy, or choledochojejunostomy), is required, depending 
on the size of the fi stula. Suture of the fi stula is not indicated 
while in type IV  bilioenteric anastomosis, typically choledo-
chojejunostomy, is preferred because the entire wall of the 
common bile duct has been destroyed.

Mirizzi syndrome presents a diffi  cult challenge for laparo-
scopic surgeons because the dense adhesions and edematous 
infl ammatory tissue cause distortion of the normal anatomy 
and increase the risk for biliary injury 8. Th us, the use of 
laparoscopic surgery as the primary treatment of Mirizzi syn-
drome is controversial 20, although it has been reported for 
patients with type I and type II anatomy21. 

Endoscopic treatment can be eff ective as a temporizing mea-
sure before surgery and can be defi nitive treatment for unsuit-
able surgical candidates15. Endoscopic removal of common 
bile duct stones also avoids the need for common bile duct 
exploration at the time of surgery.

However, endoscopic approaches can be technically challeng-
ing, are not always successful, and have been associated with 
complications. 

Th e Mirizzi syndrome has been associated with a high fre-
quency of gallbladder cancer.

In one series of 1759 cholecystectomies, 18 cases of Mirizzi 
syndrome were identifi ed; fi ve (28 percent) had coincidental 
gallbladder carcinoma (versus only 2 percent in the patients 
without Mirizzi syndrome)6.

Th e serum concentration of the tumor-associated antigen CA 
19-9 was elevated in 12 of the 18 patients with Mirizzi syn-
drome but was signifi cantly higher in those with malignancy 
(peaking at 1000 U/mL). It is suggested that it is prudent to 
obtain an intraoperative frozen section of the gallbladder in 
patients with Mirizzi syndrome6.
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