When Life Gives You Lemmel’s, Call Your Gastroenterologist

Introduction

Lemmel’'s syndrome is defined as obstructive jaundice caused by a
periampullary duodenal diverticulum (PAD), leading to bile duct
compression and dilation.

Most obstruction is at the ampulla of Vater, with an incidence as high as

27%. Most PAD are found incidentally and are suspected to be found in
up to 22% of the population.

Some patients can have life threatening pathology, necessitating quick
intervention.

Case Report

A 77-year-old Caucasian female with a history of cholecystectomy 20
years ago presented to the emergency department with a 1-day history
of epigastric abdominal pain, mild fever, jaundice, and non-bloody
diarrhea.

Laboratory evaluation was notable for a lipase of 3326 U/L and
transaminitis with ALP 908 IU/L, AST 234 U/L, ALT 153 U/L, and total
bilirubin 7.2 mg/dL. CT abdomen with IV contrast revealed moderate-
severe pancreatitis and intra/extrahepatic biliary ductal dilation up to 19
mm in diameter with additional dilation of the pancreatic duct.

A subsequent MRCP revealed a large periampullary duodenal
diverticulum with obstruction of the common bile duct, consistent with
Lemmel’'s syndrome, and possible duodenal diverticulitis [A, B].

Piperacillin-tazobactam was initiated due to concern for ascending
cholangitis and diverticulitis. ERCP was performed the following
morning, which revealed a large duodenal diverticulum in the second
portion of the duodenum with fecalized material impacted within the
diverticulum [C].

The entire biliary ampulla was obscured by obstructing material and
surrounding ulceration was noted. Several attempts to remove the
Impaction were unsuccessful.

A temporary PTC drain was placed with interval improvement in her
pain and lab abnormalities. The patient was transferred to an outside
facility for advanced endoscopy, where she had successful removal of
obstruction and intra/extrahepatic stenting.
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Figures

Figure A: Coronal slice from MRI abdomen and pelvis demonstrating a large periampullary duodenal diverticulum with obstruction of the
common bile duct.

Figure B: Transverse slice from MRI abdomen and pelvis demonstrating a large periampullary duodenal diverticulum with obstruction of the
common bile duct

Image C: Image obtained during ERCP revealing impacted fecalized material within a large duodenal diverticulum in the second portion of the
duodenum with surrounding ulceration.

Discussion

Most patients with periampullary duodenal diverticulum will remain
asymptomatic and PAD will be found incidentally in most cases.

Lemmel’s syndrome is classified as obstructive jaundice in the absence of
choledocholithiasis or pancreato-biliary tumors.

Therapeutic options vary, but ERCP is considered the initial treatment of
choice because it allows for the placement of a biliary stent and a
sphincterotomy.

If Lemmel’s is due to chronic papillary fibrosis or sphincter of Oddi
dysfunction, then an endoscopic sphincterotomy is the preferred therapy.

If the disease is severe or complicated, a diverticulectomy is recommended
In patients who are at lower risk for adverse complications.

Conclusion

A high index of suspicion is needed for
urgent diagnosis and therapeutic
intervention of this rare, but potentially life
threatening pathology.
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