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Management of Patients with Mirrizi's Syndrome in
the Gastro-enterology and Hepatology Teaching Hospital
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Introdoe tion:

Ifivimed's gymdroree (IWIS) 19 4 rare complication of zallstone disease The majority of
casesare identifle dduting operation, despite acvance sinimaging tec hrddues.
Materials and Methods: Cne hindred and sizty case of IS were teatedbe treen
Tarmary 2000 and  Janoary 2009 at the Gastoenterology and Hepatology Teaching
Hogpital. The clinical presentation, modes of ixsestigation, surzical managerent and

outc oe are retrospec e lyrevie wed.

Fesults: There were 128 fernale and 32 male patients, witha meanage of 42 years. vbst
the patients had complaimed of upper sbdoruinal peon and jaundice at the trne of
preserdation, 72 patient had the classical Charcot's tiad | Tltrasonographywas the first
Inaging in 160 patient. Sicty patient was shifted for ERCE with successfinl canrolation
(fortypatient). ERCF wazdetected 20 cage of Wiimz's symdrorme (20 outof 40 patient)
Seventy patient were zent for MBI and MBECP to exclude malignant causes of thew
jaundice and fo delineate the biliarysystern . Creerall, 88 patient had Type 1 WS (35%)
ad the diazhosis was rade during serzery . Thivtyeeight patient ( 23 75%) was found
type 11 vl duning suwrgery, thirtyeteo patient 20%:) were found type IIT IS during
sge ry with stone obstucting the laraen of the CHD Tan pabents were with type IV
IS (125%) treated with 1 $tAge Cholecytostomy then 2™ stage Cholecysto-
Rjenostongr Eonx-en- T anas tarmosis .

Conclusion:

With e ticulons dissectionat Calots tiangle and he patodunde nal lizaraent as well as
adopting the fundus first appeoach to the zallbladder latogerde injury and farther
darnage to the bile duct canbe avoided. Vigilance to the presence of ME and appropeiate
swzical procedure , zood sweical outcome canbe achieved |
Eey word ; Mimizri’s Syndrome MECP, ERCP Endoscopic Reirograde
Cholangiopancreatograp hy
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INT RODUCTION

Miriee's syndmime  was desertbed in 1548 by
Minz= *wrho des aibed a syrdrame of hepatic duct
chstuction in the sethng of cholelithiasis and
cholecystits. Mirizm's s yndroene (MS) comprises
of four componerds : parallel course of the cystc
duet to the cormmon hepatic duet (CHD,; inpachcn
of stone(s) m the cystc duct or neck of the
gallbladder, mecharical chsturtonof the C©HD by
the stone(s] or secondary inflanenation and
remnent cholangitis.  Gallstore 5 4 comumon
disease inthe Vs tenmararldwith a 10%: prevalence
m the populaton Among the conplications of
galls tome dis e e, Miriesd's synd rore is rare and its
incddence wares from 0. 7% to 1 4952 The most
cotrnon clivieal presentatiors ae jaindice and
remrent cholangitis * The onginal classification,
by Melherry ot ol *descrbed tro types. Type I
referied to conprssion of the conwnon hepatic
dnct by 2 stone inpactsd in the cwstc duct or
Hartrmarm's paach. Type Il refered toemsionofthe
caloubis from the cyshe duct o the commen
hepatic duct, producing a cholecystocholedochal
fistala Cserdes erlal *? postulated the following
classificationr Tyrpe Ithe external compression of
the common hepatic duct, Type
Ilcholecystocholedochal fistala that irmvolves less
than ome-third ofthe cirmnteence of thebile dudt;
Type [Ifistala involving up to tro-thirds of the
dact crroamference , and Type IVthe presence of a
cholecystoh diany fistalawrith complete destuchion
of the entire wall of the conumon bile duct. The
incderces obseprediarare 119G, 41%, 4% and 4%,
respectvely . In a wcent shudy in 2001, JTohrs cn
et/ ? observed 11 cases of Minz=d's syndromne
among 4180 cxes of cholelithiasis and, according
to Csendes ol sification, the meidences chsermd
were 45.4% of Type [ 27. 3% of Types [ ard ITL, ard
1o cases of Type IV, Miviza's syndome ocorrs in
about 19% of all patierts with cholelithias s, Itoften
escapes detection dus to its intenmittent s ymptons
ard the linutation of raliclogical imagings. In M3,
the distorted biliary anatonty and marked scarmng
of the subhepatic space around Calots biargle,
makes surgery diffimilt and with a s ignificant xisk
ofb illary conplications, especlally mundiagnosed
orumsusperted cases *. Most patients presentwith
jamndice, amd rightupperquadantpan Elevatons

in the senumm concemrations of alkaline
phos phatase ard bilindb inare present in owver 50
per cent of patierts. The chirocal ard laboratony
findings are silarto patients who presemtwith
obstructive jaundice secondary to
choledocholittiasis = |, =, Onee a disggnosis of
obstructive jaurdice has been made an
abdonunal ultrasonnd 1s offen the fist imazing
test prefoemmed. Imaging generally reveals
galls tomes, dilated inbahepatic ducts, with a
long parallel cwstic duct and 2 contracted
gallhladder The preserce of'a stone impacted in
the zallbladder neck and an drpt change 40 a
normal width of the conuron duect belowr the
level of the stone are also wery mggestive of
Mindz's syrdome®. C T scarming has asimilar
semsihvity to ulbasound, bt canbe helpfial m
digznosing other canses of obstuctive j aindice
sueh as gallbladder cancer,
cholangiocarcinoma, or metastatic omor ', 4
Pre-operabive diagnesis 15 essential im avoading
CED imuries =, = MECP amd ERCP are
equivalent in their dility to disgrosis and to
delineate details of biliary stichires, ad to
detect a cholecywstocholedochal fistula In
addition, T2 weighted images cand ifferentiate a
reoplastic mass fiom an inflawmatory one
which U8 or CT scan may not be capable of
differentiating = 4 2

AIM S OF THE STUDY
The amm of this stwdy 5 1o

snrnanzed the erpenence withdiagnos is and
teatmert of Mire=l's syndrome

and toevahate the followring :

1. A ge and sexdistibubion.

2. Clirieal presertations .

3. Diagnes tic procedaes |

4, Types of beatwent




PATIENTS AND METHODS
One lardred and s Doty patiert was preserted to
tha 7 as ioerteralogy and Hapatalozy Teacking
Hes patal, from Jarmary 2000 to Jamary 2009
with featives of jairdice. All paberts wem
evahiated byclinical asses sment, hematological
amd biocherical profile. Then the diagnostie
work up was directed for establishing the
digznosss . These works up inchide ahdorminal

RE SULT S

ultasound for all patients, MEIL of the upper
abdoenen and MECE ERCF to delireate details
of biliary strictures, to detect a
choleewstonholedochal fistala and to differntiate
a neoplastic mass from an inflammatory
pathology .

Folew's cholecystogram for patients with prirmary
operafonof Foley's choleoystostonty .

Table 1 : Distribtion of patierts according to their gender

Tabe? : Age distribdtion of the studied patierts

Table® : Clirical presertations of patients incloded inthe study
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Table 4 : Severityof jaondce and Alkalime phosphatase

Tabled : Uktrasonographic Ardings of 160patients




Table & : Surammary of Operative Trestrnert and types of Mirda's syndrome
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Figare 2: ERCP showing cholecysto-choledochal  fistula

Fame 3 WTRCE shovdng extermal congme sion of CHI by a sbone ot Harbmnan s poudh




Presentation

Therevrere 1Z5080%) frmale and 520720795 male
patient, ranging in ages fHom20 to W years with
ameanage of 42 (Table 1, 2. A1 the patients had
complaived of upper abdominal pun and
jamndice at the ine of presermtation . Fifty six
patient (35%%) had the classical Chaveots friad
[Table 31. Al patents were prsented with a
jomndice of varizble degrees a mean of 48
nurolL (range 20-120moll L., S everty-tro
patient (455 had nild jardice , [35%4) had
moderate jamdice and (2F4) wer severely
jaomndiced(Table 4], Al patierds had a raised
alkaling phosphatase [ALP) (range 100-
S00UUL). Eig e ight patient (5574 had 2 raised
alkaline phosphatase [ALF) less than 200 TIVL,
48 (2875 pabert had a rased alkaline
phos phatase (A1) betareen 200-300 L and
2E1625%) patert had a2 rajsed alkaline
phos phatase (ALF) betareen 300-800 1L [ Table
4). Mbasormography scanvras the fivst tmamng
in 160 patent. Thirty-tarc patierd 2004 had
disterded GE with rualtiple stones, 80 [50F2)
patient had thickened GB mom than dmom with
nmltple stones and 43N] patiert had
contracted, thickened GE writh nultiple stones,
only S2 (0% patient of them had echogeric
foms writh acoustic shadowr in the meck of the
gallbladder cr mn the cyste duct in favwor of
Mlini='s syndrowne [ Table 51, Extra-hepatic bile
duct dilatation was noted in 96 (80%%) patierd,
while the CED store(s) and or CHD s tomas)
was detected m B0 pabiert (50%4) and the {imal
diagnosis was GE stomes with bile duct stones
[not showing inthe table 5] . Sinty patierntwas
shifted forERC Purithmecessfial camalation cnly
Forty patient . Those forty patient had extra
hepatic hile duct dilatationm , 20 patiert of them
had CEDs tones and other 20 patient had stoxe at
the corfhience of eystic duct and CHD.
Iphincterotoany was done for 20 patient with
fathire of extraction of all stones. When those
pabents explored we foind different stages of
Mini='s syndvoene The other 20 patient was
digznosed a5 Mimim's  syndrome by ERCF
withmt Sphincteratoeny. The semitivity of
ERCE was 5006 (20 oat of 40 pabent] (not
shoaring inthe formof'a table]. S eventypatient

wete sert for MEI and MECP to exchide
malignant canses of their jamdice and to
delineate the bihary system . Cholelithnasis and
extra-hepatic bile duct dilatabionwas seenin all
patients, CED stomes in 24 patiert and CHD
stores in 32 patient with final report wras
cloleliti s and CEBD stones(Figure 3. Taro
pabents were refered to oar hospital after
choleoystostory dne to demwse adhesions at
Calats tangle Foley

5 cholecystogram was done. Extra-hepatic bile
duet dilatation was seen in one patent and the
other patiert was shoamg  CHD stone with
faihire to visnalize the CTHD and proseimmal biliany
radicals

- e Detiils (Tible &

One handred and sixty patient were
operated upon dwing the same hospital
admission . Eighty-eight patient had Tipe 1
IS (55%%) and the diagnosis wasraade during
smzery. Open chole cystes torsywras dome for
40 patient with normal CBD caliher, Tarenty
patient were treated with cholsevstectormy
and CBD exploration with T-tube
Intraoperative cholangiogram was not
availlable in owr hospital so 1 use dwn
chledochoscope during CBD exploration |
The other 28 patient were treated with
subtotal cholecystectory. Thirty-eight
patient ( 237530 were found Twpe 1T IS
during surgery . Sicteen patent were treated
with cholecystectoray and CBD exploration
which filled with multiple stores with
clogmre of  cholecysto-choledochal fistula
and irese rion of 14FG T-tube belowrthe site of
fistula. Ten patients were treated with
subtotal cholecystectomy and
choledochoplasty and inserton of 14FG T-
tube belor the site of fistula, Twelve patient
were teated with cholecystectomy and
Hepatico-jujenostomy Foux-en-T
arastaransis due to extensve fibrosis and
narrowing of CBD and CHD . Thirtye-teo
patiert (209 were found Type [T WE during
smgery with stone chstrcting the Iomen of
the CHDY . Sxteen patient were treated with
subtotal cholecystectomy and CBD

.
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exploration, thencholedochoplas trand inserfionod
14FG T-tibe below the site of choledochoplasty
The remaining sixteen patient wem treated with
cholecystectoney and Hepaboo-nijenostorny Fonsx-
ert¥ anastammosis due to extersive nawowing of
CED. Tao patients were operated upon in other
hospitals urgently due to empyama of zall bladder
[ 1.25%5) with Falew's cholecys tos toany were done
for them due to sever imflammation at Calofs
triangle The patients wewre referred to the
Gastmenterwclogy and Hepatology  Teaching
Hespital for fiarfher management. The first female
patient with Foley's cholecystostomy was
collecting S00-W002 .0 May clear bile. The Foley's
clolecwstogram was showing dilated CHD ad
CED near normal diameter ard 1o stones She wras
explored after & weeks e foumd tlick and
shrinked zall bladderwith thick and demse fibrosis
atCalat's tiagle that the zall bladder part of the
CED. Chalecysto-pijerostommy was done for her
and the patient was lost since 4 years. The other
male patient with Foley's cholecystos ooy was
collecting 200-F00c.c fday infected bile | The
Foley's cholecwtogram was shosring nomnal
diameter CED ard fee passage of contrast to the
dicdemum with stome  at CHD and failure fo0
vismalize the prowimal biliary radicals. He was
explored affer 4 wreels pare fouxd thick and
shnnked zall bladderwith thick and derse fibrosis
at Calet's biangle that the gallbladder part of the
CED. Therevwras abig stome chstucting the CHD.
The stonevwras exracted and choled ochos cope was
mbodnced fhroagh the cholecysto-choledachal
fistala , also small stores exbacted fom lower
CED and Cholecysto-majerostomy was dome for
Hm

These twro cases was cowidered as Type IV ME
becaise the cholecysto-choledochal fistala weny
laype comupyng full mroandernce of the CHD
« Surgdical Ouobe ome:

The main diffimlty encountered during operabom
in these cases was the derse Dnflarmmatony
adhesions in Calot's triangle and the pora-hepatis.
Dissection had to be dome with erbreme care in
orderto avoid nmnng the mainbile doct. We found
the fimdu s-fivst teclmique forcholecystectongy:

lzape 2
il 2

helpful in these sitnations. Subtotal
clolecwstectony (leaving a small oaff of the
gallbladder on the liver and the porta hepatis)
was a safe procedure especialy when demse
adhesiors rmade dissecton near the CHD
hazardous . ). Chatcomes following operation
wemr generally good. There was mo major
procedure related complicaton and no
meortality. Taro patients gotbile leakaze after T-
Tabe extracton armd sub hepatic bilorma was
developed. Those hilomas wem aspirated by
using Pentomeal Dialysis Catheter under TS
gidiance dll bile leakaze stop nmally 7-10
days. Followring surgery, we maonitor all patierds
with senal hver farchon tests (Total semm
bilimbin, alkaline phosphatase and 5.GO0T
L5 GFT). Liver fincton tests had referred to
rormal in all patiests ard rowe had clivically
sigrmficart

All the gall bladders were sent for
Justopathological examiration and the results
wew clvome cholecysths ,only one case had
Tl Ademocawincena of the Gall Bladder
DISCITSS O

Miriz=, the fatherofoperative cholangicgraply,
descrbed the syrdrome i 1948 detaling the
following featimes - a cyshe duct parallel to the
CED, zallstores umpacted m the cyste duct or
reck of the zallbladder mecharical chsbuction
of the CHD by the stomes or secorday
mflanenation ard intermuttert or comstant
Jandice ard recurent cholangzits | Hewrongly
postalated that the mflarmation wsulted in a
spasm of a2 physiological and  amatormcal
splincter comprising cireular mmscle fhes
within the conomeon hepatic durt becaise of the
impacted store. It is now recognised that there
is 1o sigmificart nuscle in the CHD. It 15 also
postilated that a long parallel cyste duct or a
lovar mserbon of 1t into the CED predispose to
[BIE )+ This anatomie varant is oftend iffimalt to
demonstrate because of severs irdlanonation in
Calats tHangle , and we have 1o peroperative
clolangicgraphy  Mine symdome 15 ram and
15 fourd in 0.7F%-11% percent of patierds
undergoing choleoystectostr*4? the inewas ing
mmber of patierts in our stady becanse of




reforral of jandiced patients to oir terhay
centre [Gastroenterology and Hepatology
Teacking Hospital). Mol herr et al. (1952)
proposed a classification of M5 irdo Type I -
with externa compression of the CHD by a
caloubis immpacted mthe oy tie dact and Type I1-
where the calmubis had eroded into the bile duct
creating a cholacys to-choledachal fistala When
we applied this to o1rs td w82 patiert had Type I
M5 avd T2 patiert had Type ITMS 2, Csendes et
al, (1985, in aseres of 219 patiernts, had farther
sub-classified MeSherry Type O ME into type II
1o IW, acecrding to mnereas ing s ize of the fistala,
relative o the diameter of the CED. Csendes et
al, (1985 wported an older meanaze of patients

with type I[II and IV lesions * In our stady 88
patient (55%) type I M358 patent (2357593
type ITMS, 52 patient (20%0) typa IITMS and 2
patients (1.25%%) type IIT MS % W& found that
type ILIT ME more in the males patierds 21052
becaise thayaree more tolerance tothe pain and
dyspepsia and late presentationwith jaurdice or
cholangitis. With Csendes' senes, whewr T3

revealed bile duct dilatation in 3154 of patiants

and raised saspicion of BIS in 274 | In our
Trasancg raply s can orly 32 patiert (2004 of
them had echogemic foms with acoustie shadeoeer
m the reck of the zallblad der or in the cyshie duct
in favor of Mlind=d's symdvome (Table 5). Extra-
hepatichile duct dilatationwras noted in 56 (8054
patent . Sorme aathors consider pre-cperative
dizznosis essential m avoding CED frmines.
AddiHonal imaging 15 often needed to obtain
detals of the laliary pathclogybecause oflackof
sensihvity of T3 and CT scans in discerming the
underlying pathology. The nost fequerntlyused
modalityvras ERCE It had a sensifivity of 55%%
indetecting B | the poss hilityof stone retrieval
ard biliary sterfing during ERCF is an added
advardaze n unproving surgical artocme, and
stentivg also facilitates identification of the CED
during operative dissection However, ERCP is
limited by fathare to camlate the CEHD in 3-10%4
of cases and mboptimal stady from inconplete
contras t filling of the ducts due to tizht s tebizes
or irtraductal debs. Complications including
sapsis and parcreatiis can ooy after ERCP-2 2

=2 Inourstudy sixty patiert was shifted for
ERCP with successfiul camlaion cnly Forty
patient . Farenty patient of them had CED stones
and other ) patiert had stone atthe corfhience of
cyste duct and CHD. The sensitivity of ERCP
was S04 (20 ont of 40 patierd) . In BB, MECP
canbe as good a5 ERCP in diagnesis and its
abilitytodehneate details of biharys tichires and
to detect a cholecystocholedochal  fistala, In
addition, T2weighted sectiors candiffermntiate 2
recplas tie whass fromn aninflavotatony ane wiieh
3 or CT scan may not be capshle of ™ By
contrast, MECPE is used to corrchorate the
aspidon of malignaney after indtal imaging
with U5 or CT seans 2+ < @ In our stady
severty patient wew sent for MET and MECP i
exchide maliznart canses of their jamdice and to
delineate the biliary system . Cholelithiasis and
extra-hepatic bile duct dilatation was seen in all
patients, CBD stores mn 4 patient and CHD
stores in 32 pahert with final wport was
cholelithiasis avd CEBD' stores The demwe
inflanrmatory adbesions in Calot's tiangle in
ME, as well a5 the frequent shermnt biliary
avatonty, pose a diffioult challenge o the
unsuspecting surgery when dealing with a M3,
Metimlons dissection and vigilance for a
potertial ME are essential in omer to avoid
madvertert bile dact inpry Sandblom et al
[1375) described a teclhmique using a well-
vasoilarised flap fom the zallbladder or cystic
et for the closie of a larze defect . 3 iing of the
Taube follorring closur of the fistala mmains
contertions . While somne adwocate placemerd
thuouzh the fistala operming,others suzgest that
the T-tabe be placed tliough a separate
choledochotomy distal to the fistula. Baer et al.
[1990) alvocate rantive biliary hypass of the
choledochal fistala to the ducdemm or jejunal
loop. InaCserdes Tepe IV fistala wrhere thera is
camplete section of the CHD ard questiorable
vascularityofthe CHD Roux-en-T
hepatecojeminostontr s the procedute of choire
FreT

Char mgical steategy aims at tackling the baro
difficalt problens when faced with BIS  firstly,
the safé completion of the cholecystectoany
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withortinflicting 1oy to the bile duct, secondly
the appropriate management of the
choleeystocholedochal fistula., During
clolecystentonyy, the flimdus first appeoach is
favared owver the comventonal Calot's fist
dissecton. In amite cholecysths or when the
gallbladderis distended and terse, deconpres sing
it can faeilitate dissection. In a Trpe I BIZ 28
patient (40 patient of them a cholecystectomy is
adequate 1, 28 patent was teated with subiotal
cholecystectonmy due to obs cure of the cystic duct
by imflamenatory changzes in the region of Calot's
tangle or ocelision of the cywhc duct or the neck
of the zallbladder by a large stone, we aw doing a
milking of stome back into the gallbladder and
leaving smmall maff fiom the neck away from CED
then owver sewn, 20 patient treated writh
clolecystectomy with CBD explombon due to
CED stomes and dilatation. I am wsually use
choledochoscope for CED exploation and leaving
T-mbe for tero weeks, Thirbeeiglt patient wem
type II M3, 1& patient managed with
Cholecystectomy amd clomre of the cholecysto-
choledochal fistalaand T abe belowr fstila ard the
uppet litnb abowe fstala, 12 patient wen treated
with Chaolecystectomy and Hapatico- hyencstomy
Rowx-en-T anastames s due to dilataion CHD and
narrowring CED due to recurrent cholangitis, 10
patients wers treated with Subtotal
clolecystectomy with Choledachoplasty and T
tube . Thirty-two patient type IT M5 | 12 patient
were treated with Subtotal cholecystectommy wath
Choledochoplasty and T-tabe, 12 patiert wem
treated with Chalecywstectorny and Hepatieo-
Jujernostony Eonx-en-T anastamosis . Inboth type
ILIO M5 I amusing fandus first approach then I
isolate and protect the field fromm any sodling then I
openthe zallbladderand evamate all the s tones H11
clear bile appear then using the choled ochoscope
thuough the fistala then the decision of the
procedure will be taken . There was mo major
procedure related complication amd mo mwomality
Tara patierts got bile leakagze afler T-Tahbe
extraction ard sub hepatic hiloma was developed.
Those bilomas wer o pirated by wing Peritoneal
Dialysis Catheter under T/ guidiance 4l bile
leakaze stop umally 7-10 days . Althongh all the
teckmical steps necessaryin the managemert of M5

are feasihle lapaoscopically the latter in M2 is
contertions . While Pasta et al. (19957 and Fust
etal(199]) considered MS a contraind ication to
laparcscopile  sargery, othes have mpored
mecess with the laparcseopic approach. In
additior, laparoscopic ulbesoncgraphy has
heen mported a5 annsefil techrique to fhcilitate
this appooac -84t

W attemipted laparos copie choleeystectomy in
last taro ywears with patients with Type I BIS but
the cotversion rate high due to limited facilifes
and those patients wereexchided ffommys mdy
CONCLITS IO

1. Pre-operative diagnosis of M5, es pecially the
Type IL 15 often inoonchisive despite advances
in imaging tecleiques. A high index of
Aspidon nmst be maintained when operating
on patents with gallstores preserting with a
Hstrryrofjamdics.

2 With metimlons dissechon at C alot's tangle
and hepatodnodenal lizament as well as
adopting the findus first approach to the
gallbladder, iatwogerme mmry and farther
damage to theb il duct canbe avoided.

3 Vigilanwre to the presence of M5 and
approprate mugical procedur |, good surgical
aatecee catbe achieved |

4 High mridence of M3 in males patients with
gall stores .
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