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Abstract
We present a very common case about abdominal pain, but with some peculiarity 

that we consider notable. The use of ultrasound in Primary Care consultation was very 
useful to reach the fi nal diagnosis among the multiple possible differential diagnoses.

Introduction
Abdominal pain is a very frequent reason Primary Care consultation 

in. Its multiple causes range from a vital emergency, which requires 
immediate surgical treatment, to self-limiting conditions that require 
only analgesic treatment [1,2]. 20% of cases end up being diagnosed as 
“nonspecifi c abdominal pain.” Therefore, making a correct diff erential 
diagnosis is very complicated. Even more so if we add the diffi  culty for 
patients to defi ne the pain characteristics they present.

Pain in the right upper quadrant is generally related to a hepatobiliary 
origin: biliary colic, cholecystitis or cholangitis. Clinically they are 
characterized by the sudden appearance of epigastric pain and/or pain in 
the right upper quadrant, with or without nausea and vomiting. Its cause is 
usually a lithiasis that obstructs the cystic or common bile duct.

We present a very common case, but with some peculiarity that we 
consider notable: 47-year-old woman who consults by telephone due to 
dyspepsia of 2 months' duration; A week ago she began to have intermittent 
epigastric pain, vomiting after eating and feeling dysthermic. If there is 
a fi rst suspicion of gastroenteritis, we recommend that she attend the 
consultation in person.

She presents marked icterice of the skin and mucous membranes, 
and reports no pain at the time of the examination, which is completely 
normal. Expanding the history, the patient reported generalized pruritus 
and coluria for several days.

Thinking about a possible cholestatic syndrome, we performed 
an abdominal ultrasound in the same consultation. Where we clearly 
appreciate the presence of a lithiasis lodged in the infundibulum of the 
gallbladder along with dilation and tortuosity of the common bile duct 
(Figure 1).

Despite not reporting pain, due to the jaundice he had and the results 
of the ultrasound, we referred him to the hospital emergency department 
for evaluation and study.
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The patient was admitted to the Digestive Service, 
where she underwentan Endoscopic Retrograde 
Cholangiopancreatography (ERCP) with placement of 
a common bile duct stent, which freed the bile duct. 
And, later, a cholecystectomy was performed. She was 
discharged with the diagnosis of Mirizzi Syndrome, 
remaining completely asymptomatic.

Mirizzi Syndrome (MS) is a rare complication 
of cholelithiasis (present in 0.1% of patients 
with gallbladder disease and in 0.7-2.7% of 
cholecystectomies performed) [2-5].It is 
characterized by a condition of obstructive jaundice 
secondary to the impaction of cholelithiasis in the 
infundibulum of the gallbladder or the cystic duct, 
which externally compresses the common hepatic 
duct, potentially causing a cholecystole fi stula.
coledociana [6]. It is associated with a higher 
incidence of gallbladder cancer compared to those 
patients who present isolated cholelithiasis, possibly 
because it causes chronic infl ammation of the bladder 
wall [3,7,8].

Its diagnosis is very diffi  cult, since it lacks 
pathognomonic signs and symptoms. As diff erential 
diagnoses we must include all causes of obstructive 
jaundice. It is common for patients to report long-
standing biliary symptoms, presenting clinical and 
biochemical signs of biliary obstruction at the time of 

diagnosis. Pain in the right upper quadrant, although 
common, is not always present (Murphy's sign can be 
positive in 50% of cases) and almost 60% can present 
with an acute infectious condition: cholecystitis, 
cholangitis or pancreatitis [4].

The initial screening method is abdominal 
ultrasound, which has a sensitivity of up to 27% and 
a specifi city of 90% and, if the diagnosis is suspected, 
it is confi rmed by ERCP, whose sensitivity is 76 to 
100% 8. This test, while diagnostic, is a therapeutic 
technique [3].

Ultrasound signs that would indicate the possibility 
of MS are: contracted gallbladder with dilated 
intrahepatic bile duct and common hepatic duct. 
The caliber of the common bile duct being normal. 
MS is also suggested by dilation of the neck of the 
gallbladder, the presence of impacted cholelithiasis at 
the level of the neck of the gallbladder, or the abrupt 
change in the width of the common hepatic duct distal 
to cholelithiasis [9].

The defi nitive treatment is cholecystectomy 
[3,4,8]. Placing a common bile duct stent using ERCP 
is a bridging method to surgery in cases of signifi cant 
hyperbilirubinemia, as occurred in the case at hand 
[8].

Conclusion
In summary, MS is a rare complication of biliary 

pathology (0.1%). This low incidence and the fact 
that the published series consist of very few patients 
justifi es the diffi  culty of its diagnosis. In Primary 
Care, it is usually a chance fi nding. However, its 
frequent association with gallbladder cancer forces 
its diagnosis to be considered in the presence of 
obstructive jaundice with the peculiarities previously 
mentioned; Therefore, it is necessary to suspect it, 
being attentive to the signs and symptoms described 
and having the necessary equipment to be able to 
perform and interpret an ultrasound on an outpatient 
basis.
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