ISPUB.COM

The Internet Journal of Surgery
Volume 28 Number 2

Small-Bowel Obstruction Caused By Rare Combination Of
Chilaiditi And Fitz-Hugh Curtis Syndrome – A Case Report
V Gundlapalli, S Bhar, A Baskara, O Domingo
Citation

V Gundlapalli, S Bhar, A Baskara, O Domingo. Small-Bowel Obstruction Caused By Rare Combination Of Chilaiditi And
Fitz-Hugh Curtis Syndrome – A Case Report. The Internet Journal of Surgery. 2012 Volume 28 Number 2.
Abstract
Fitz-Hugh Curtis syndrome is a condition we commonly come across in patients with history of Pelvic Inflammatory Disease
(PID). We present a rare case of small-bowel obstruction (SBO), in a female patient with no abdominal or pelvic surgical history,
due to Chilaiditi Syndrome (hepatodiaphragmatic incarceration) of the small bowel entrapped by perihepatic adhesions of FitzHugh-Curtis syndrome. Small-bowel obstruction secondary to adhesions from Fitz-Hugh Curtis syndrome is one etiology of
which every surgeon should be aware.

INTRODUCTION

adhesions is small-bowel obstruction3-5.

Small-bowel obstruction (SBO) is a common medical
condition faced by many physicians today. Patients with
intestinal obstruction generally present with colicky
abdominal pain, abdominal distension, nausea, vomiting,
and absence of bowel movements or flatus. The most
common causes of small-bowel obstruction include
adhesions, tumors, and hernias. Adhesions are responsible
for approximately 60% of bowel obstruction cases in the US,
and are most commonly of iatrogenic etiology due to prior
abdominal or pelvic surgery1. SBO presentation in patients
with no abdominal or pelvic surgical history is particularly
alarming because it more likely suggests a malignant cause.
However, other causes of SBO in these patients should be
considered including inflammatory bowel disease, intraperitoneal abscess, gallstone ileus, radiation, congenital and
traumatic injury1.

CASE PRESENTATION

In this case presentation, our patient was found to have
small-bowel obstruction secondary to perihepatic adhesions
of Fitz-Hugh Curtis syndrome. Our patient was a 78-yearold female with history of mild dementia and no previous
known history of PID. Fitz-Hugh Curtis syndrome is a
perihepatic inflammation of the abdominal peritoneum and
liver capsule, most commonly caused by C. trachomatis and
N. gonorrohoeae. Transparent lesions, known as “violin
string adhesions,” form between the liver capsule and
2
parietal peritoneum . These adhesions are most likely benign
requiring no intervention. As demonstrated by this case and
other cases in the past, one complication of perihepatic

A 78-year-old female presented to the Emergency
Department with a chief complaint of generalized abdominal
pain that was colicky in nature with nausea, and vomiting for
one weeks’ duration. The patient had not had a bowel
movement or flatus for two days prior to admission. The
patient had a past medical history of hypertension, with no
history of PID or family history of cancer. She denied
smoking, alcohol, or drug use.
Her vital signs were stable, and she was afebrile. On
physical exam, the abdomen was distended, soft, non-tender,
with high-pitched bowel sounds. The patient’s physical
exam did not reveal any hernia. Serum chemistry, CBC, liver
function tests, amylase, and lipase were normal. A CT scan
of the abdomen and pelvis showed grossly dilated smallbowel loops with possible transition zone in the right upper
quadrant above the liver (Fig. 1).
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Figure 1

Fig. 1: CT scan showing Chilaiditi sign and small-bowel
obstruction with transition zone anterior to the liver

passing of flatus. An obstruction series showed persistently
dilated small bowel loops suggestive of high-grade smallbowel obstruction.
With no clinical or radiologic improvement in small-bowel
obstruction and no prior history of abdominal surgery, the
patient was taken to the operating room for exploratory
laparotomy.
The abdominal cavity was entered with a midline
laparotomy. Exploration of the abdominal cavity revealed
multiple transparent adhesions between liver and anterior
abdominal wall in a “violin string” pattern suggestive of
Fitz-Hugh Curtis syndrome (Fig. 3).
Figure 3

Fig. 3: Intra operative picture: loop of dilated small bowel
adherent to the antero-superior surface of the liver with
“violin string” adhesions.

Additionally, a loop of bowel was seen in between the liver
and diaphragm on the right side. The patient was admitted
with an initial diagnosis of small-bowel obstruction with
possible Chilaiditi syndrome (Fig. 2).
Figure 2

Fig. 2: CT scan showing Chilaiditi syndrome.

A loop of small bowel was found incarcerated between these
adhesions. The adhesions were sharply lysed which relieved
the incarcerated bowel. Further dissection revealed a
stricture at the incarcerated segment of small bowel (Fig. 4).
The strictured segment of small bowel was resected, and the
small bowel was anastomosed.

The patient was managed conservatively with nasogastric
(NG) tube to wall suction, intravenous fluids, strict
monitoring of intake and output and serial abdominal
examination for the first 24 hours. The NG tube drained
nearly two liters of feculent material. After 24 hours, NG
output was around 1.5 liters. The patient continued to have
mild abdominal distension, with no bowel movements or
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The resected segment of small bowel was negative for
malignancy. The patient recovered post-operatively and was
discharged home.
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Figure 4

Fig. 4: Intra-operative picture: Loop of small bowel showing
a chronic stricture with proximal dilated and inflamed bowel
and distal normal-looking bowel.

DISCUSSION
SBO presentation in patients with no abdominal or pelvic
surgical history is particularly alarming because it more
likely suggests a malignant cause. However, other causes of
SBO in these patients should be considered including
inflammatory bowel disease, intra-peritoneal abscess,
gallstone ileus, radiation, congenital, and traumatic injury1.
We present a case with two rare conditions which, in
combination, presented as small-bowel obstruction in a
patient who had a “virgin abdomen”. Our patient presented
with small-bowel obstruction due to Fitz-Hugh Curtis
syndrome, which radiologically presented as Chilaiditi
syndrome. Literature review revealed only 3 cases in which
closed loop intestinal obstruction occurred secondary to FitzHugh Curtis syndrome with radiological appearance of
Chilaiditi syndrome. Of the three, two cases were diagnosed
18
and treated at laparotomy and the 3rd case was managed
20
laparoscopically.
Patients who present with small-bowel obstruction and no
previous history of abdominal surgery almost certainly
warrant operative management. In these patients, adhesions
are much less likely, but incarcerated hernia, tumor, or the
index presentation of previously undiagnosed Crohn's
disease should be considered. Goals of the operation should
include correction of the obstruction and appropriate
management of the underlying etiology. The operative
intervention is either exploratory laparotomy or laparoscopic
treatment.1 Both procedures have their own indications and
can readily diagnose and treat the underlying condition.
Perihepatitis in the presence of pelvic inflammatory disease
secondary to Neisseria gonorrhoeae has been referred to as
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the Fitz-Hugh-Curtis syndrome. In recent years, C.
trachomatis was recognized as another, more common,
causative agent of this syndrome.16 The syndrome occurs in
about 10% to 15% of patients with pelvic inflammatory
16-18
disease
of those, about two thirds will have symptoms of
right upper quadrant pain, but the remaining one third are
14
asymptomatic. The treatment of Fitz-Hugh-Curtis
syndrome is usually medical with antibiotic therapy.
Surgical, most commonly laparoscopic, intervention is
sometimes indicated in the acute phase in order to establish
the diagnosis, relieve non-resolving right upper quadrant
pain secondary to adhesions18 or treat small bowel
obstruction resulting from adhesions and peritonitis. The
typical violin string adhesions between the anterior liver
surface and diaphragm or anterior abdominal wall are a late
manifestation of capsular inflammation. They are usually
asymptomatic and inconsequential and are discovered
incidentally at subsequent surgery.16,19
The term ‘‘Chilaiditi syndrome’‘ is used for symptomatic
hepatodiaphragmatic interposition of the bowel loop. In
1910, Chilaiditi described three patients with temporary
hepatodiaphragmatic interposition of colon, and thereafter
8
the term ‘‘Chilaiditi syndrome’‘ has been commonly used.
Most cases with hepatodiaphragmatic intestinal interposition
are asymptomatic and known as ‘‘Chilaiditi sign,’‘ which is
an incidental finding recognized on radiologic examination,
with an estimated incidence lower than 3% in the general
population6,21. Chilaiditi’s sign could be mistaken for
pneumoperitoneum, resulting in an unnecessary exploratory
laparotomy. Therefore, these radiological finding merits
further consideration. Chilaiditi’s syndrome occurs when
this abnormal positioning of the bowel produces symptoms.
A wide spectrum of symptoms may exist, including emesis,
abdominal pain, distension, and constipation. The incidence
of this syndrome has been reported at 0.025-0.28 per cent of
the general population.7 This abnormality of bowel location
is generally prevented by normal intact colonic, hepatic, and
diaphragmatic anatomy; thus, any disruption of these
structures may result in Chilaiditi’s sign and subsequently
8
Chilaiditi’s syndrome. Increased colonic mobility, reduced
liver volume, lax suspensory ligaments, phrenic nerve palsy,
9
and even obesity may allow a loop of bowel to be misplaced
to position itself into the normal hepatic space. Diagnosis of
both the sign and syndrome is dependent on radiological
evidence. Numerous reports list requirements for proper
diagnosis. Three findings are the key on radiograph.11 First;
the right hemidiaphragm must be adequately elevated by
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bowel above the liver. Second, the bowel must be distended
by air to visualize the pseudopneumoperitoneum. Third, the
liver must be depressed to the extent that the superior margin
is below the level of the left hemi-diaphragm.12 Distinction
between free air and air in a loop of bowel can be made
10
based on visible haustra or plicae circulares. The treatment
modality of the syndrome can be non operative or operative.
The non-operative mode is more common as noticed in most
series where the non-operative intervention was quoted as
82% of the time and operative intervention in the rest of 7
12
%. However, surgical intervention is necessary in case of
bowel ischemia or obstruction.13

CONCLUSION
The case discussed in this report represents a case of small
bowel obstruction secondary to late adhesions from FitzHugh-Curtis syndrome in conjuction with Chilaiditi’s
syndrome that was diagnosed and treated surgically in a
virgin abdomen. The obstruction was considered secondary
to Chilaiditi’s syndrome pre operatively, but intra
operatively we found a loop of small bowel incarcerated
within the violin string adhesions anterior to the liver. We
also noticed a chronic stricture at the site of incarceration.
We approached the case with exploratory laparotomy as it
was deemed unsafe to proceed laparoscopically due to
massive distension of the abdomen. We do not recommend
lysis of these adhesions when found incidentally. However,
this condition should be suspected in women with signs and
symptoms of small bowel obstruction and a history of pelvic
inflammatory disease with or without clinical perihepatitis.
CT scan of the abdomen is helpful in demonstrating small
bowel obstruction as well as Chilaiditi’s syndrome.

References
1. Townsend: Sabiston Textbook of Surgery, 18th edition,
2007
2. McCormick M, DelCastillo J, Berk RS: An atypical
presentation of the Fitz-Hugh-Curtis syndrome. J Emerg
Med; 1990; 8: 55-8.
3. Oh SN, Rha SE: Chilaiditi syndrome caused by Fitz-

4 of 5

Hugh-Curtis syndrome:multidector CT findings. Abdom
Imaging; 2006; 31: 45-47.
4. Pegg DJ, Owen AWMC: Gastrointestinal obstruction
associated with Chlamydia trachomatis. Genitourinary
Medicine; 1990; 66: 26-27.
5. Plorde JJ, Raker EJ: Transverse colon volvulus and
associated Chilaiditi syndrome: Case report and literature
review. Am J Gastroenterol; 1996; 91: 2613-6.
6. Orangio GR, Fazio VW, Winkelman E, et al.: The
Chilaiditi syndrome and associated volvulus of the
transverse colon: An indication for surgical therapy. Dis
Colon Rectum; 1986; 29: 653-6.
7. Vessal K, Borhanmanesh F: Hepatodiaphragmatic
interposition of the intestine (Chilaiditi’s syndrome). Clin
Radiol; 1976; 27: 113-6.
8. Murphy JM, Maibaum A, Alexander G, et al.: Chilaiditi’s
syndrome and obesity. Clin Anat; 2000; 13: 181-4.
9. Chan SC, Law S, Chu KM: Iatrogenic Chilaiditi
syndrome. Gastrointest Endosc; 2002; 56: 447-9.
10. Lekkas CN, Lentino W: Symptom-producing
interposition of the colon: Clinical syndrome in mentally
deficient adults. JAMA; 1978; 240: 747-50.
11. Saber AA, Boros MJ: Chilaiditi's syndrome: what should
every surgeon know? Am Surg; 2000; 71(3): 261-3.
12. Altomare DF, Rinaldi M, Petrolino M, et al.: Chilaiditi’s
syndrome: Successful surgical correction by colopexy. Tech
Coloproctol; 2001; 5: 173-5.
13. Strickland P, Lourie DJ, Suddleson EA, et al.: Is
laparoscopy safe and effective for treatment of acute smallbowel obstruction? Surg Endosc; 1999; 13: 695-698.
14. Suter M, Zermatten P, Halkic N, et al.: Laparoscopic
management of mechanical small bowel obstruction: Are
there predictors of success or failure? Surg Endosc; 2000;
14: 478-483.
15. Eschenbach D: Pelvic infections and sexually transmitted
diseases. In: Scott J, DiSaia P, Hammond C, Spellacy W
(eds): Danforth’s Obstetrics and Gynecology. Philadelphia:
Lippincott Williams & Wilkins, 1999, pp. 594-595.
16. Rossi AN, Palani CK, Jonasson O. Small bowel
obstruction as a sequel to Fitz-Hugh/Curtis syndrome. IMJ
Ill Med J; 1982; 161: 409-411.
17. Owens S, Yeko TR, Bloy R, Maroulis GB; Laparoscopic
treatment of painful perihepatic adhesions in Fitz-HughCurtis syndrome. Obstet Gynecol; 1991; 78: 542-543.
18. Tulandi T, Falcone T: Incidental liver abnormalities at
laparoscopy for benign gynecologic conditions. J Am Assoc
Gynecol Laparosc; 1988; 5: 403-406.
19. Abul-Khoudoud OR, Khabbaz AY, Butcher CH, Farha
MJ: Mechanical partial small bowel obstruction in a patient
with Fitz-Hugh-Curtis Syndrome. J Laparoendosc Adv Surg
Tech A; 2001; 11: 111-4.
20. Sato M, Ishida H, Konno K, et al.: Chilaiditi syndrome:
sonographic findings. Abdom Imaging 2000; 25: 397-399.

Small-Bowel Obstruction Caused By Rare Combination Of Chilaiditi And Fitz-Hugh Curtis Syndrome – A
Case Report

Author Information
Vinay S. Gundlapalli, M.R.C.S., M.D.
Surgical Resident, Mercy Catholic Medical Center, Mercy Fitzgerald Hospital
Shubha Bhar
Medical Student, Drexel University College of Medicine
Arun Baskara, M.R.C.S., M.D.
Surgical Resident, Mercy Catholic Medical Center, Mercy Fitzgerald Hospital
Orville Domingo, M.D., F.A.C.S
Program Director, Gen. Surgery, Mercy Catholic Medical Center, Mercy Fitzgerald Hospital

5 of 5

