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Biliary fistulas are rare complications of gallstone. They can affect either the biliary or the gastrointestinal tract and are usually
classified as primary or secondary. The primary fistulas are related to the biliary lithiasis, while the secondary ones are related
to surgical complications. Laparoscopic surgery is a therapeutic option for the treatment of primary biliary fistulas. However, it
could be the first responsible for the development of secondary biliary fistulas. An accurate preoperative diagnosis together with an
experienced surgeon on the hepatobiliary surgery is necessary to deal with biliary fistulas. Cholecystectomy with a choledocoplasty
is themost frequent treatment of primary fistulas, whereas the bile duct drainage or the endoscopic stenting is the best choice in case
of minor iatrogenic bile duct injuries. Roux-en-Y hepaticojejunostomy is the extreme therapeutic option for both conditions. The
sepsis, the level of the bile duct damage, and the involvement of the gastrointestinal tract increase the complexity of the operation
and affect early and late results.

1. Introduction

Biliary fistulas are defined as chronic pipe-like ulcers. They
can connect the gallbladder with the biliary tree and rarely
involve the gastrointestinal tract (internal fistulas) and the
abdominal wall (external fistulas) [1]. Biliary fistulas are rare
complications of lithiasis or neoplasia and are classified as
primary and secondary [2].

Internal fistulas are always caused by inflammation and
occur mainly as late complications of gallstone or hydatid
diseases, like biliobronchial fistulas [3].

External fistulas are related to the iatrogenic injury of the
biliary tract and are infrequent compared to primary fistulas.

The incidence of the primary biliary fistulas is ranged
from 1 to 2%, in symptomatic patients; in Latin America
it is more common (4.7–5.7%) [4]. The widespread use
of ultrasonography and the early treatment for patients
with gallstone disease with laparoscopic surgery reduce
the incidence of biliary fistulas. However, the laparoscopic
cholecystectomy has slightly increased the secondary fistulas
in comparison with open surgery (0.3–0.4% to 0.6%) [5].The
overall incidence of laparoscopic complications is related to

surgical experience: 90% of the injuries occur in the first 30
cases, with a reduction from 1.7% to 0.17% after the 50th case
[6]. The use of new laparoscopic techniques (i.e., single port
surgery) seems to be associated with a higher rate of injuries,
probably by the necessity of a new learning curve [7].

The complication rate of open cholecystectomy has
increased for two reasons: the overall declining experience in
the open approach and its use only in challenging cases [8].

Since only 20–30% of the patients affected by gallstone
are symptomatic [9], the diagnosis in the early stage is not
easily recognizable. In the late stage, the clinical presentation
is tricky, considering that the main symptoms and signs are
various:

(i) jaundice exists when stricture of the bile duct is
associated with the fistula (Mirizzi’s Syndrome);

(ii) cholangitis and sepsis exist when bacterial over-
growth is associated with the inflammation of the
gallbladder and the biliary tract;

(iii) bowel occlusion occurs when the passage of large
stones in the alimentary tract causes obstruction
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Figure 1: Classification of the Mirizzi’s Syndrome by Csendes.

of the small bowel, usually in the terminal ileum
(Bouveret’s syndrome);

(iv) derangement of hepatic function tests is variably
present;

(v) aerobilia, at the Rx abdominal plain or CT, is a
pathognomonic sign of biliary fistulas.

2. Physiopathology and Classification

2.1. The Primary Biliary Fistulas. Kehr was the first who
described gallstone obstruction of the hepatic duct in 1905
[10]. In 1948, Mirizzi described a case of hepatic duct
compression secondary to an impacted gallstone in the
infundibulum of the gallbladder; this clinical condition was
named “Mirizzi’s Syndrome” [11]. This is the first stage of the
pathways leading to biliary fistulas.

In 1942, Puestow [12] reported a series of 16 patients, with
a spontaneous internal biliary fistula between the gallbladder,
the choledochus, and other abdominal and thoracic organs.
In 1989, Csendes et al. proposed a new classification of
patients with Mirizzi’s Syndrome. Fistulas from the gallblad-
der to the common bile duct or the hepatic duct are defined
as evolving stages of the same disease [13] (Figure 1).

(i) Type 1 lesion is the external compression of the
common bile duct due to a gallstone impacted at
the neck of the gallbladder or at the cystic duct (the
original Mirizzi’s syndrome).

(ii) Type 2 lesion is the presence of a cholecystobiliary
fistula (cholecystohepatic or cholecystocholedochal)
due to the erosion of the anterior or lateral wall of
the common bile duct by impacted stones; the fistula
involves less than one-third of the circumference of
the common bile duct.

(iii) Type 3 lesion is the presence of a cholecystobiliary fis-
tula with erosion of the wall of the common bile duct
that involves up to two-thirds of its circumference.

(iv) Type 4 lesion is the presence of a cholecystobiliary
fistula with complete destruction of the entire wall of
the common bile duct.

This physiopathological process begins with the impact of
the stones and continues with the erosion of the gallbladder
and the common bile duct wall. The fistula can involve the
biliary tract and nearby gastrointestinal structures. Based
on this physiopathological process, cholecystoenteric fistulas
must be considered the late evolving stages of the Mirizzi’s
Syndrome.

In 2008, Beltran et al. [14] proposed the inclusion of the
cholecystoenteric fistulas in the Mirizzi’s Syndrome’s classifi-
cation as type 5: every type of lesion, plus cholecystoenteric
fistula, without gallstone ileus (5a), and with gallstone ileus
(5b). Bilioenteric fistulas are classified as [14]

(i) cholecystoduodenal fistulas: 40%;
(ii) cholecystocolic fistulas: 28%;
(iii) cholecystogastric: 32%.

Large stones, recurrent cholangitis, female sex, and old age
are risk factors for bilioenteric fistulas [15]. In the absence of
stones, a bilioduodenal ormore complex fistula can be caused
by peptic ulcer or hydatid disease.

2.2. The Secondary Biliary Fistulas. Secondary biliary fistulas
are caused by iatrogenic injury during cholecystectomy,
either performed by open or laparoscopic surgery. The main
condition favoring injury is an unclear anatomy of the biliary
tract due to local peritonitis, inflammation, or bleeding
during the operation. The failure to identify the anatomical
landmarks within the Calot’s triangle is the most frequent
reason of the bile duct injury [6]. Although the study of the
biliary tract with intraoperative cholangiography has been
considered advantageous to avoid injury, its frequent use
is not recommended [16, 17]. Intraoperative laparoscopic
ultrasound has been proposed as an alternative way to study
the biliary tract, with an accuracy of 94–96% [18]. As a
whole, the incidence of secondary biliary fistulas is low (0.3–
0.6% of all cholecystectomies); the clinical presentation is
characterized by bile leakage in the abdominal cavity. If a
drain is in the subhepatic space, an external fistula develops.
Without drainage biliary peritonitis is found. In the 80s,
Bismuth proposed a classification of the iatrogenic injuries
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of the biliary tract based on the level of transection from the
confluence of the hepatic ducts [19]:

type I: transection > 2 cm from the confluence;
type II: transection < 2 cm from the confluence;
type III: transection in the hilum;
type IV: separation of the major ducts in the hilum;
type V: transection injury of aberrant right hepatic
duct plus injury in the hilum.

This classification refers to open surgery and it is very useful
to plane the surgical operation, but it does not consider the
mechanisms leading to biliary duct damage during laparo-
scopic cholecystectomy. Wrong clipping of the cystic duct or
thermal injury by cautery in dissecting Calot’s structures may
cause lateral damage of the bile ducts. The classification of
the injuries into 5 types proposed by Schmidt et al. allows us
to distinguish between lateral damage and complete section
or closure of the bile duct [20]. Patency of the cystic duct or
leakage from the liver bed and lateral incomplete section, or
clipping, can be treated by endoscopicmeasures.Thedecision
depends also on the output of the leakage: low output leakage
(<100mL/day) from cystic duct or Luschka’s in the bed liver
usually goes to resolution spontaneously in less than 30 days
[21, 22].

When the output of the fistula is high (usually
>100mL/day for few days), endoscopic treatment is indicated
to avoid a future stenosis. Major damage on the bile ducts
(i.e., complete transection) should be treated by a surgeon
with a sufficient experience in the advanced biliary surgery.

3. Diagnosis

The preoperative diagnosis of the biliary fistulas is challeng-
ing and it is achieved only in 8–17% of the cases [4].

To plan the best operation, we need to know

(i) the cause of the fistula: the presence of gallstones is the
most frequent pathological condition; in the absence
of stones, other inflammatory conditions or neoplasia
should be searched for;

(ii) the level of obstruction of the biliary tract and the
presence of erosion/destruction of the wall;

(iii) the presence of bilioenteric fistula, easily recognizable
by aerobilia and/or biliary ileus.

The presence of gallstones is easily demonstrated by nonin-
vasive diagnostics.

Transabdominal US has a sensitivity of 96% regarding
gallstones detection [23]. A partial obstruction by external
compression of the common bile duct and a normal distal
commonbile duct are anatomic features frequently associated
with Mirizzi’s Syndrome (MS). The diagnostic accuracy for
transabdominal US in (MS) is 29% [4].

Magnetic resonance cholangiopancreatography (MRCP)
has a better diagnostic accuracy (about 50% of the cases) and
provides better information of the anatomy of the biliary tree
and the gallbladder [24] (Figure 2).

Figure 2: Dilatation of the intrahepatic bile ducts with a normal
choledochus (personal observation).

Figure 3: Level of obstruction (personal observation).

The level of obstruction is easily demonstrated by CT,
which is also useful to exclude neoplastic lesions located at
the hepatic hilum or into the liver [4, 9] (Figure 3).

Aerobilia is evident using eitherUS or CT. Bowel obstruc-
tion by a biliary stone is typically evident in the CT scans
(Figures 4 and 5).

Invasive procedures, like endoscopic ultrasound (EUS)
and endoscopic retrograde cholangiopancreatography
(ERCP), have a higher diagnostic accuracy [25]. There are
only few reports on the diagnosis of biliary fistulas by EUS,
but it has been suggested that intraductal ultrasonography
(IDUS) has a high sensitivity (97%) and specificity (100%)
in all types of Mirizzi’s Syndrome [26–28]. ERCP has a
diagnostic accuracy of the primary biliary fistulas ranging
from 55% to 90% and it has also a therapeutic-operative role:
retrieval of the stones after sphincterotomy and placement of
stents and a nasobiliary drainage of the biliary tree are useful
for the best treatment of the patients [29, 30].

3.1. Secondary Biliary Fistulas. The diagnosis of biliary injury
can be reached during cholecystectomy, performed with an
opening of laparoscopic surgery. The use of intraoperative
cholangiography is useful to identify the site and size of
the damage, the presence of common bile duct stones, the
presence of stenosis, and other pathological conditions. The
correct intraoperative diagnosis allows us to correct the
damage immediately, without inflammation and peritonitis
[31, 32]. When a difficult cholecystectomy is performed, the
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Figure 4: Aerobilia (personal observation).

Figure 5: Duodenal fistula and bowel obstruction (personal obser-
vation).

use of drain in the subhepatic space is useful to identify a
minor bile leak promptly. Without a drain, a complicated
postoperative course (nausea, vomiting, fever, abdominal
pain, and jaundice) requires immediate investigation.US, CT,
and MRCP are used to identify the site and size of the biliary
lesion and the presence of stones in the common bile duct.

ERCP is useful both for diagnosis (accuracy 95%) [33] and
for therapy. Finally, percutaneous transhepatic cholangiog-
raphy should be applied for patients with complete closure
of the distal biliary duct to define the level of the lesion.
In selected cases, percutaneous transhepatic drainage can be
performed to drain the biliary tract.

4. Treatment

4.1. Primary Biliary Fistulas. The surgical treatment of pri-
mary biliary fistulas is a challenge for surgeons.

A good knowledge of the pathology, the damage on the
biliary tree, and the involvement of the alimentary tract
is necessary. The inflammation in Calot’s triangle causes a
significant derangement of the anatomy of the hilum region
and may expose the surgeon to intraoperative injury of the
bile duct.

Laparoscopic surgery can be applied to type I Mirizzi’s
Syndrome and treatment of biliary ileus [34]. The retrograde
cholecystectomy is the classic approach, but an anterograde
surgery can be used for difficult cases. Some authors proposed

a subtotal cholecystectomy as a further option for these
patients [35, 36]. If you need to explore the common bile duct,
it is better to make a separate incision that can be also used to
drain the biliary tract with a T tube.

In type 2 Mirizzi’s Syndrome, where a limited involve-
ment of the biliary tract is present, the operation should
include a subtotal cholecystectomy, leaving a remnant gall-
bladder wall (5mm in size) to perform the reconstruction
of the bile duct. The drainage of the bile duct by T tube
is performed to protect the choledocoplasty. Laparoscopic
surgery is difficult, and it is made only in favourable con-
ditions. Robotic surgery, consisting of subtotal cholecystec-
tomy, associatedwith plastic stent insertion at ERCP, has been
successful in a personal limited series [37].

In type 3 fistulas, the best treatment is the subtotal
cholecystectomy with choledocoplasty, but an hepaticoje-
junostomy should be also considered when the damage is
large, as in type 4 fistulas [4, 38].The operation needs an open
surgery.

In type 5 fistulas, the presence of biliary ileus allows for an
emergency treatment; in the absence of septic complications,
the operation consists of enterotomy and stone extraction (it
can be performed laparoscopically) with delayed treatment
of the cholecystoenteric fistula. When septic complications
occur, the operation needs also the treatment of the fistula
[39].

Since no large series have been described, the surgical
treatment should be proposed based on personal experience;
there is no scientific evidence for the best surgical treatment.

From the systematic review of Antoniou et al. [40],
laparoscopic cholecystectomy is performed mainly in type 1
Mirizzi’s Syndrome; the presence of a fistula is considered by
many surgeons a contraindication to laparoscopy. However,
the conversion rate to open surgery is the same whether
compression (47%) or fistulas (43%) are present [33]. The
complication rate is slightly higher after treatment of type
2 (19.3%) rather than type 1 (16.2%) Mirizzi’s Syndrome.
Bile duct injury and residual stones are the most frequent
complications. There is a significant correlation between
the accuracy of the preoperative diagnosis and the rate of
conversion, complications, and reoperations. Laparoscopic
treatment of Mirizzi’s Syndrome is possible and safe only if
the operation is planned on the basis of the knowledge of the
anatomical and pathological conditions.

4.2. The Secondary Biliary Fistulas. Most of the low grade
leaks occur from a cystic duct or Luska’s and can be treated
definitively by an endoscopic approach.The aim is to decrease
the transpapillary pressure gradient; a good transpapillary
bile flow allows for a reduction of the biliary loss from the
leakage [41, 42]. The insertion of a biliary stent across the
papilla without sphincterotomy is generally desirable to pre-
serve the biliary sphincter, particularly in younger patients.
Sphincterotomy must be done only in case of common bile
duct obstruction secondary to choledocolithiasis in order to
remove the retained stones or in case of a high output leak.
The patient requires a biliary stent since sphincterotomy does
not always completely eliminate the transpapillary pressure
gradient.
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The stent is left in place for approximately four to six
weeks and removed if ERCP shows the resolution of the
leakage. The same approach can be used for minor lateral
injuries of the right or common bile duct.

When surgery is necessary, it is usually undertaken to
drain loculated collections rather than repair defects in the
continuity of the biliary tree. In 10% of patients, bile leaks do
not respond to sphincterotomy and/or plastic stent placement
[43]: such cases can be managed by temporary placement of
a covered, self-expanding metal stent [44].

In the case of refractory bile leaks, we must keep in mind
the possibility that the lesion is coming from transection of an
anomalous aberrant right hepatic duct from which the cystic
duct arose. Diagnosis may require MRCP; this lesion often
required a surgical operation involving preferably a hepati-
cojejunostomy. Injuries to main common bile or common
hepatic ducts are the most serious and are similar to the
injuries most commonly seen in open cholecystectomy [5].
Clinical conditions are highly variables and can deteriorate
rapidly, depending on the type of injury: the main duct may
be completely transected or clipped with or without bile
leak. The patients with bile leak have early symptoms (sepsis
and peritonitis) with a median of three days, while patients
developing stricturewithout bile leak have a significant longer
symptom-free interval. Early diagnosis can be obtained by
US and CT scan; MRCP is useful to define biliary anatomy
particularly in patients who preclude ECRP by complete
biliary transection.Thepresence of concomitant right hepatic
artery injury should be assessed, since it is a prognostic factor
of late complications. Primary surgical repair of the bile ducts,
in the presence of an acute local inflammatory response,
should be avoided because of the high rate of breakdown
or stricture formation. Injuries over the biliary bifurcation
cause high risk of early and late complications; the surgery
involves a bilioenteric anastomosis in all cases, usually a
proximal hepaticojejunostomy with a Roux-en-Y jejunal for
the prevention of ascending cholangitis.These operations can
be difficult and time-consuming. Consequently, any complex
biliary injury recognized at the time of operation by a surgeon
with minimal experience in complex biliary reconstruction
should not be repaired at that time. Instead, the patient should
be stabilized and transferred as soon as possible (betterwithin
24 hours) to an institution with hepatobiliary expertise.

Conflict of Interests

The authors declare that there is no conflict of interests
regarding the publication of this paper.

Acknowledgment

The authors acknowledge the grant support provided by the
Fondazione Romeo ed Enrica Invernizzi, Milano.

References

[1] A. Trivellini, Chirurgia delle Vie Biliari, Capelli, Bologna, Italy,
1968.

[2] C. B. Puestow, Surgery of the Biliary Tract, Pancreas and Spleen,
Year Book Medical Publishers, Chicago, Ill, USA, 1953.

[3] H. Kabiri, A. Chafik, S. Al Aziz, A. El Maslout, and A. Benos-
man, “Traitement des fistules biliobronchiques et bilio-pleuro-
bronchiques d’origine hydatique par thoracotomie,” Annales de
Chirurgie, vol. 125, no. 7, pp. 654–659, 2000.

[4] M. A. Beltrán, “Mirizzi syndrome: history, current knowledge
and proposal of a simplified classification,” World Journal of
Gastroenterology, vol. 18, no. 34, pp. 4639–4650, 2012.

[5] G.Nuzzo, F. Giuliante, I. Giovannini et al., “Bile duct injury dur-
ing laparoscopic cholecystectomy: results of an Italian National
Survey on 56,591 cholecystectomies,” Archives of Surgery, vol.
140, no. 10, pp. 986–992, 2005.

[6] M. J. Moore and C. L. Bennet, “The learning curve for
laparoscopic cholecystectomy. The Southern Surgeons Club,”
The American Journal of Surgery, vol. 170, no. 1, pp. 55–59, 1995.

[7] M. Joseph, M. R. Phillips, T. M. Farrell, and C. C. Rupp,
“Single incision laparoscopic cholecystectomy is associatedwith
a higher bile duct injury rate: a review and a word of caution,”
Annals of Surgery, vol. 256, no. 1, pp. 1–6, 2012.

[8] B. C. Visser, R. W. Parks, and O. J. Garden, “Open cholecystec-
tomy in the laparoendoscopic era,”American Journal of Surgery,
vol. 195, no. 1, pp. 108–114, 2008.

[9] A. Abou-Saif and F. H. Al-Kawas, “Complications of gallstone
disease: mirizzi syndrome, cholecystocholedochal fistula, and
gallstone ileus,” American Journal of Gastroenterology, vol. 97,
no. 2, pp. 249–254, 2002.

[10] H. Kehr, Die in neinrklinicguebtetechnik de gallensteinoperatio-
nen, miteinenhinweis auf die indikationen und die dauerersolge,
JF Lehman, Munchen, Germany, 1905.

[11] P. L.Mirizzi, “Sindrome del conductohepatico,” Journal Interna-
tional de Chirurgie, vol. 8, pp. 731–777, 1948.

[12] C. B. Puestow, “Spontaneous internal biliary fistulae,” Annals of
Surgery, vol. 115, pp. 1043–1054, 1942.

[13] A. Csendes, J. C. Diaz, P. Burdiles, F. Maluenda, and O. Nava,
“Mirizzi syndrome and cholecystobiliary fistula: a unifying
classification,” British Journal of Surgery, vol. 76, no. 11, pp. 1139–
1143, 1989.

[14] M. A. Beltran, A. Csendes, and K. S. Cruces, “The relationship
of Mirizzi syndrome and cholecystoenteric fistula: validation of
a modified classification,” World Journal of Surgery, vol. 32, no.
10, pp. 2237–2243, 2008.

[15] P. Katsinelos, S. Dimiropoulos, P. Tsolkas et al., “Successful
treatment of duodenal bulb obstruction caused by a gallstone
(Bouveret’s syndrome) after endoscopicmechanical lithotripsy,”
Surgical Endoscopy, vol. 16, article 1363, 2002.

[16] J. A. Ford, M. Soop, J. Du, B. P. T. Loveday, and M. Rodgers,
“Systematic review of intraoperative cholangiography in chole-
cystectomy,”British Journal of Surgery, vol. 99, no. 2, pp. 160–167,
2012.

[17] M. S. Sajid, C. Leaver, Z. Haider, T. Worthington, N. Karanjia,
and K. K. Singh, “Routine on-table cholangiography during
cholecystectomy: a systematic review,” Annals of the Royal
College of Surgeons of England, vol. 94, no. 6, pp. 375–380, 2012.

[18] M. Hashimoto, M. Matsuda, and G. Watanabe, “Intraoperative
ultrasonography for reducing bile duct injury during laparo-
scopic cholecystectomy,” Hepato-Gastroenterology, vol. 57, no.
101, pp. 706–709, 2010.

[19] H. Bismuth, Post-Operative Strictures of the Bile Duct in ‘The
Biliary Tract’, edited by: L. H. Blumgart, Churchill Livingstone,
Edinburgh, Scotland, 1982.



6 Gastroenterology Research and Practice

[20] S. C. Schmidt, J. M. Langrehr, R. E. Hintze, and P. Neuhaus,
“Long-term results and risk factors influencing outcome of
major bile duct injuries following cholecystectomy,” British
Journal of Surgery, vol. 92, no. 1, pp. 76–82, 2005.

[21] N. O.Machado, “Biliary complications post laparoscopic chole-
cystectomy: mechanism, preventive measures and approach to
management: a review,” Diagnostic and Therapeutic Endoscopy,
vol. 2011, Article ID 967017, 9 pages, 2011.

[22] L. Kaman, S. Sanyal, A. Behera, R. Singh, and R. N. Katariya,
“Comparison of major bile duct injuries following laparoscopic
cholecystectomy and open cholecystectomy,” ANZ Journal of
Surgery, vol. 76, no. 9, pp. 788–791, 2006.

[23] R. Costi, A. Gnocchi, F. Di Mario, and L. Sarli, “Diagnosis
and management of choledocholithiasis in the golden age
of imaging, endoscopy and laparoscopy,” World Journal of
Gastroenterology, vol. 20, no. 37, pp. 13382–13401, 2014.

[24] M. Safioleas, M. Stamatakos, P. Safioleas, A. Smyrnis, C.
Revenas, and C. Safioleas, “Mirizzi syndrome: an unexpected
problem of cholelithiasis. Our experience with 27 cases,” Inter-
national Seminars in Surgical Oncology, vol. 5, article 12, 2008.

[25] N. Yonetci, U. Kutluana, M. Yilmaz, U. Sungurtekin, and
K. Tekin, “The incidence of Mirizzi syndrome in patients
undergoing endoscopic retrograde cholangiopancreatography,”
Hepatobiliary & Pancreatic Diseases International, vol. 7, no. 5,
pp. 520–524, 2008.

[26] S. Lakhtakia, R. Gupta, M. Tandan, G. V. Rao, and D. N.
Reddy, “Mirizzi’s syndrome: EUS appearance,” Gastrointestinal
Endoscopy, vol. 63, no. 2, pp. 322–323, 2006.

[27] M. Pelaez-Luna, M. J. Levy, A. S. Arora, T. H. Baron, and E.
Rajan, “Mirizzi syndrome presenting as painless jaundice: a rare
entity diagnosed by EUS,” Gastrointestinal Endoscopy, vol. 67,
no. 6, pp. 974–975, 2008.

[28] T. Wehrmann, A. Riphaus, K. Martchencko et al., “Intraduc-
tal ultrasonography in the diagnosis of Mirizzi syndrome,”
Endoscopy, vol. 38, no. 7, pp. 717–722, 2006.

[29] D. Gomez, S. H. Rahman, G. J. Toogood et al., “Mirizzi’s
syndrome—results from a large western experience,” HPB, vol.
8, no. 6, pp. 474–479, 2006.

[30] G. Piccinni, A. Sciusco, G. M. de Luca, A. Gurrado, A. Pasculli,
and M. Testini, “Minimally invasive treatment of Mirizzi’s
syndrome: is there a safe way? Report of a case series,”Annals of
Hepatology, vol. 13, no. 5, pp. 558–564, 2014.

[31] A. N. Barkun, M. Rezieg, S. N. Mehta et al., “Postchole-
cystectomy biliary leaks in the laparoscopic era: risk factors,
presentation, and management,” Gastrointestinal Endoscopy,
vol. 45, no. 3, pp. 277–282, 1997.

[32] J. J. G. H. M. Bergman, G. R. van den Brink, E. A. J. Rauws et
al., “Treatment of bile duct lesions after laparoscopic cholecys-
tectomy,” Gut, vol. 38, no. 1, pp. 141–147, 1996.

[33] M. Bourke, A. Elfant, R. Alhalel, P. Kortan, and G. Haber,
“Endoscopic management of post-operative bile leak (EMBL)
in 85 patients,” Gastrointestinal Endoscopy, vol. 41, no. 4, p. 390,
1995.

[34] E. El Hanafy, E. Atef, A. El Nakeeb, E. Hamdy,M. Elhemaly, and
A. M. Sultan, “Mirizzi syndrome: how it could be a challenge,”
Hepato-Gastroenterology, vol. 61, no. 133, pp. 1182–1186, 2014.

[35] H. U. Baer, J. B. Matthews, W. P. Schweizer, P. Gertsch, and L.
H. Blumgart, “Management of the Mirizzi syndrome and the
surgical implications of cholecystcholedochal fistula,” British
Journal of Surgery, vol. 77, no. 7, pp. 743–745, 1990.

[36] C. Katsohis, J. Prousalidis, E. Tzardinoglou et al., “Sub-total
cholecystectomy,” HPB Surgery, vol. 9, no. 3, pp. 133–136, 1996.

[37] K.-F. Lee, C.-N. Chong, K.-W. Ma et al., “A minimally invasive
strategy for Mirizzi syndrome: the combined endoscopic and
robotic approach,” Surgical Endoscopy and Other Interventional
Techniques, vol. 28, no. 9, pp. 2690–2694, 2014.

[38] P. S. Lacerda, M. R. Ruiz, A. Melo, L. S. Guimaraes, R. A.
Silva-Junior, and G. S. Nakajama, “Mirizzi syndrome: a surgical
challenge,”Arquivos Brasileiros de Cirurgia Digestiva, vol. 27, no.
3, p. 226, 2014.

[39] M. A. Beltran and A. Csendes, “Mirizzi syndrome and gallstone
ileus: an unusual presentation of gallstone disease,” Journal of
Gastrointestinal Surgery, vol. 9, no. 5, pp. 686–689, 2005.

[40] S. A.Antoniou,G.A.Antoniou, andC.Makridis, “Laparoscopic
treatment of Mirizzi syndrome: a systematic review,” Surgical
Endoscopy, vol. 24, no. 1, pp. 33–39, 2010.

[41] R. Mithani, W. H. Schwesinger, J. Bingener, K. R. Sirinek,
and G. W. W. Gross, “The Mirizzi syndrome: multidisciplinary
management promotes optimal outcomes,” Journal of Gastroin-
testinal Surgery, vol. 12, no. 6, pp. 1022–1028, 2008.

[42] G. C. Vitale, G. Stephens, T. J. Wieman, and G. M. Larson,
“Use of endoscopic retrograde cholangiopancreatography in
the management of biliary complications after laparoscopic
cholecystectomy,” Surgery, vol. 114, no. 4, pp. 806–814, 1993.

[43] M. E. Ryan, J. E. Geenen,G.A. Lehman et al., “Endoscopic inter-
vention for biliary leaks after laparoscopic cholecystectomy: a
multicenter review,” Gastrointestinal Endoscopy, vol. 47, no. 3,
pp. 261–266, 1998.

[44] M. Kahaleh, V. Sundaram, S. L. Condron et al., “Temporary
placement of covered self-expandable metallic stents in patients
with biliary leak: midterm evaluation of a pilot study,”Gastroin-
testinal Endoscopy, vol. 66, no. 1, pp. 52–59, 2007.


