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Lemmel’s Syndrome in an Elderly Patient with Recurrent Biliary 
Obstruction: A Detailed Case Report

Introduction 
Periampullary duodenal diverticula are relatively common incidental 
findings on imaging studies, yet they can occasionally lead to 
significant pancreaticobiliary complications, including cholangitis, 
pancreatitis, and mechanical biliary obstruction1,2. When such a 
diverticulum causes extrinsic compression of the distal CBD, the 
clinical picture is called Lemmel’s syndrome3,4. Although noninvasive 
modalities such as MRCP help delineate biliary anatomy5, ERCP 
remains the cornerstone for diagnosis and therapeutic intervention. 
The Tokyo Guidelines 2018 provide essential criteria for diagnosing 
and managing acute cholangitis, guiding both antibiotic therapy and 
endoscopic management in these patients6,7. Here, we present a case 
that illustrates the diagnostic challenges and management decisions 
in a patient with Lemmel’s syndrome.

Case Presentation
An 80-year-old male presented in our hospital with acute-onset 
epigastric pain without vomiting or fever. He denied previous 
biliary surgery or known gallstones. His medical history included 
hypertension. The patient was hemodynamically stable, but physical 
examination revealed mild jaundice and tenderness in the epigastrium. 
Initial laboratory results showed elevated alkaline phosphatase (320 
U/L), total bilirubin (2.8 mg/dL), and mild transaminitis. Magnetic 
Resonance Cholangiopancreatography revealed distal common bile 
duct narrowing without any stones, masses or intrahepatic duct 
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dilation; however, a periampullary duodenal diverticulum was also 
noted. Contrast-enhanced computed Tomography confirmed the 
diverticulum and distal CBD narrowing but showed no evidence of 
malignancy or lymphadenopathy. 

Based on the clinical history, laboratory reports and imaging 
findings, Endoscopic retrograde cholangiopancreatography was 
performed, which revealed a sizeable periampullary diverticulum 
measuring 23 mm near the ampulla of Vater. The CBD was dilated 
to 16.8 mm, with a tight distal stricture preventing cannulation. A 
limited sphincterotomy was performed. The patient was started on 
intravenous antibiotics per Tokyo Guidelines 2018 for suspected 
cholangitis6. 

Abstract
Lemmel’s syndrome, an uncommon cause of obstructive 
jaundice due to a periampullary diverticulum, can pose 
significant diagnostic and therapeutic challenges. This report 
describes an 80-year-old male who presented with right upper 
quadrant pain and jaundice. Initial cross-sectional imaging, 
including contrast-enhanced Computed Tomography and 
Magnetic Resonance Cholangiopancreatography, demonstrated 
marked dilation of the bile ducts and distal common bile duct 
narrowing without any discernible intraluminal lesion. A large 
diverticulum near the ampulla of Vater was also identified, and 
tumor markers were negative, which led to us suspecting 
Lemmel’s syndrome. Endoscopic retrograde 
cholangiopancreatography with sphincterotomy yielded 
temporary symptom relief and normalization of liver function 
tests. However, the patient experienced recurrent postprandial 
pain and abnormal liver enzymes shortly thereafter, both of 
which resolved spontaneously with conservative management. 
These findings confirmed the diagnosis of Lemmel’s syndrome, 
underscoring the importance of a high index of clinical 
suspicion, advanced imaging modalities, and a multidisciplinary 
approach in elderly patients with anatomical variations. This 
case highlights the need for a thorough investigation of 
refractory biliary obstruction and emphasizes the role of careful 
follow-up to optimize patient outcomes.

Case Report
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The patient’s jaundice initially resolved following sphincterotomy, 
but he developed recurrent postprandial epigastric pain associated 
with mild jaundice and deranged liver function tests. These 
symptoms suggested intermittent biliary obstruction caused by 
extrinsic compression from the diverticulum, consistent with 
Lemmel’s syndrome8. The patient was advised to follow a low-fat diet 
to minimize postprandial distension of the diverticulum and reduce 
symptoms.

Figure 1: MRCP image showing distal common bile duct narrowing 
and a periampullary diverticulum; Figure 2: Side-viewing endoscopy 
showing a juxtapapillary diverticulum next to the papilla; Figure 3 : 

Side-viewing endoscopy showing sphincterotomy

Discussion
Periampullary diverticula are generally asymptomatic but can 
occasionally precipitate pancreaticobiliary complications. In this 
case, the diverticulum caused extrinsic compression of the distal 
CBD, leading to recurrent biliary obstruction and cholangitis. MRCP 
is a valuable, noninvasive diagnostic tool that can accurately delineate 
biliary anatomy and detect associated diverticula5. However, ERCP 
remains the gold standard for diagnosis and therapeutic intervention 
despite technical challenges when a diverticulum is present1,3.

The Tokyo Guidelines 2018 provide a standardized approach 
to diagnosing and grading the severity of acute cholangitis, 
advocating prompt initiation of antibiotic therapy alongside 
endoscopic management6,7. Although sphincterotomy can alleviate 
the obstruction temporarily, recurrent symptoms may occur if the 
diverticulum continues to exert pressure on the CBD3,4. In such 
cases, alternative endoscopic strategies (including single-operator 
cholangioscopy for targeted biopsy of indeterminate strictures8 

or endoscopic ultrasound-guided biliary drainage after failed 
ERCP9 have been explored. Furthermore, long-term endoscopic 
management of biliary strictures—such as the staged placement 
of multiple stents—has yielded favourable outcomes in selected 
patients10.

The clinical significance of duodenal diverticula is further supported 
by studies demonstrating their association with pancreaticobiliary 
diseases1,11. Although the current case did not involve complications 
such as duodenal diverticulitis2 or PEG-related issues12, awareness 
of these entities is essential in the comprehensive management of 
patients with biliary pathology.

Conclusion
This case highlights the diagnostic and therapeutic challenges 
associated with Lemmel’s syndrome. A multimodal approach 

incorporating noninvasive imaging (MRCP and CT) and invasive 
endoscopic techniques (ERCP with sphincterotomy) is essential for 
accurate diagnosis and initial management. Nonetheless, persistent 
extrinsic compression by a periampullary diverticulum may lead 
to recurrent symptoms, warranting a combination of endoscopic 
intervention and conservative measures such as dietary modification. 
Awareness of the condition and its management options is crucial in 
optimizing patient outcomes.
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