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Mirizzi Syndrome: A Single Center Experience

Myung Hyun Han, M.D., Jin Hong Lim, M.D., Joon Seong Park, M.D.,Ph.D., Dong Sup Yoon, M.D., Ph.D.

Pancreatobiliary Cancer Clinic, Department of Surgery, Gangnam Severance Hospital, Yonsei University College of Medicine, Seaul, Korea

Purpose: Mirizzi syndrome is caused by extrinsic compression of the common hepatic duct by stones
impacted in the cystic duct or the gallbladder neck. The standard treatment for Mirizzi syndrome has

been open cholecystectomy. The aim of this study was to review our experience of Mirizzi syndrome

and consider its surgical treatment.

Methods: Data were collected retrospectively through chart review of 9,360 patients who underwent

cholecystectomy between April 1983 and August 2016.

Results: Mirizzi syndrome was identified in 21 of 9,360 patients (0.22%). The mean age at diagnosis
was 56 years. The most common symptom was abdominal pain (85.7%). A total of 16 patients (76.2%)
were diagnosed with McSherry type I and 5 patients (23.8%) with McSherry type II. Laparoscopic
cholecystectomy (LC) was initiated in 13 patients and open cholecystectomy (OC) in 8 patients.
Conversion from LC to OC was reported for 3 patients (conversion rate 18.8%). In 4 patients with
McSherry type 11, an additional procedure (T tube insertion or hepaticojejunostomy) was required.

Conclusion: Preoperative diagnosis of Mirizzi syndrome is very important in order to plan surgical
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strategy. LC is possible in selected patients with Mirizzi syndrome. However, OC is suitable in patients
with McSherry type II. In the near future, laparoscopic procedures may be adaptable in patients with

McSherry type I1.
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Table 1. Clinical characteristics at initial presentation in Mirizzi syndrome
Characteristics McSherry type | (n=16) (%) McSherry type Il (n=5) (%) p value
Patient characteristics
Age (year] 55.4+15.82 58.0+11.36 0.968
Gender:male 9(56.3) 2(40.0) 0.635
Clinical manifestation
Abdominal pain 14 (87.5) 4(80) 1.000
Jaundice 6 (37.5) 1(20.0) 0.624
Nausea/vomiting 3(18.8) 0(0) 0.549
Fever 7(43.8) 1(20) 0.606
Day from presentation to administration 12.5+16.24 35.8+23.33 0.018
Laboratory value at initial Presentation
WBC, x 10°1L 12.1+0.54 7.1£0.16 0.050
AST, UL 150+ 149.70 62.2+79.40 0.153
ALT, UL 169.5+163.13 102.8+140.65 0.660
Total bilirubin, mg/d 5.0+3.53 3.3+£5.97 0.109
Direct bilirubin, mg/d| 36+3.22 3.2+5.37 0.439
yGT 299.4+271.49 292.3+349.08 0.611
Patients number of abnormal laboratory value at initial presentation
WBC 8/16 (50.0) 0/51(0) 0.11
AST 12/16 (75.0) 1/5(20.0) 0.047
ALT 10/16 (83.3) 2/5 (40.0) 0.611
Total bilirubin 14/16 (87.5) 1/5(20.0) 0.011
Direct bilirubin 1113 (84.6) 1/3(33.3) 0.136
yGT 1113 (84.6) 2/3 (66.7) 0.489

WBC = white blood cell count; AST = aspartate aminotransferase; ALT = alanine aminotransferase; yGT = Gamma-Glutamyl Transferase.

Table 2. Diagnostic rate according to diagnostic modality

Diagnostic modality ~ McSherry type | (n=16) (%) McSherry type Il (n=5) (%) Total (n=21) (%) p value
us 47 (57.1) 2/3 66.7) 6/10 (60) 1.000
CT 10/15 (66.7) 34 (75.0) 13/19 (68.4) 1.000
MRCP 8/8 (100) 1/1(100) 9/9 (100)
ERCP 13/13, (100) 4/4 (100) 17117 (100)

US = abdominal ultrasonography; CT = abdominal computer tomography; MRCP = Magnetic resonance cholangio-pancreatography; ERCP = endo-

scopic retrograde cholangiopancreatography.
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Table 3. Operation methods and procedures
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McSherry type | (n=16) (%) McSherry type Il (n=5) p value
Laparoscopic procedure 12 (75) 1(20) 0.047
Open conversion rate 2114 (14.3) 1/2 (50) 0.350
Additional procedure
Operative cholangiogram 4 (25) 2(40) 0.598
T-tube insertion 11(6.25) 2 (40) 0.128
Hepatiojejunostomy 010) 1120) 0.238
Repair of Bile duct 0(0) 2(40) 0.048
Table 4. Postoperative complications
Complication McSherry type | (n=16) (%) McSherry type Il (n=>5) (%) p value
Incisional hernia 11(6.25) 0.429
Postoperative bile drainage 1120)
Length of hospital stay (days) 6+ 3.76 16 + 8.46 0.006
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