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1 	 | 	 INTRODUCTION

Fitz-	Hugh-	Curtis	syndrome	(FHCS),	also	known	as	peri-
hepatitis,	 is	a	manifestation	of	chronic	pelvic	 inflamma-
tory	 disease	 (PID),	 with	 an	 incidence	 rate	 of	 4%–	27%.1	
Clinically,	 FHCS	 generally	 presents	 as	 lower	 abdomi-
nal	 pain,	 with	 or	 without	 accompanying	 upper	 quad-
rant	 abdominal	 pain,	 and	 suprapubic	 tenderness,	 which	
is	 present	 in	 more	 than	 95%	 of	 cases	 of	 PID.2	 Although	
salpingitis	 is	 generally	 associated	 with	 FHCS,	 cases	 of	
FHCS	without	salpingitis	have	previously	been	reported,	
although	 such	 cases	 are	 infrequent.3,4  The	 diagnosis	 of	
FHCS	in	the	absence	of	salpingitis	 is	challenging,4,5	and	
the	resulting	delay	in	diagnosis	can	possibly	lead	to	intra-	
abdominal	 adhesion,	 subdiaphragmatic	 abscess,	 small	
bowel	obstruction,	and	subsequent	unnecessary	open	sur-
gery.1,3	 Perihepatic	 enhancement	 by	 contrast-	enhanced	
computed	 tomography	 (CT)	 can	 be	 useful	 for	 the	 diag-
nosis	of	FHCS.6	However,	 there	 is	currently	no	research	

comparing	the	diagnostic	benefits	of	CT	and	its	associated	
risks	of	radiation	exposure.	Herein,	we	present	a	case	of	
FHCS	 without	 salpingitis	 in	 a	 15-	year-	old	 girl	 who	 pre-
sented	with	only	upper	abdominal	pain	and	pleuritic	pain.	
The	diagnosis	of	FHCS	was	based	on	the	history	and	clin-
ical	examination,	without	the	need	for	CT.

2 	 | 	 CASE DESCRIPTION

A	 15-	year-	old	 girl,	 with	 no	 significant	 past	 medical	 his-
tory,	presented	to	the	emergency	department	with	acute	
upper	right	quadrant	pain	of	two	days	duration.	The	pain	
was	 aggravated	 by	 coughing,	 deep	 inspiration,	 right	 lat-
eral	position,	and	general	body	movements	and	radiated	
to	the	right	shoulder.	She	was	sexually	active,	with	only	
one	 specific	 partner	 in	 her	 history.	 She	 did	 not	 use	 any	
protection	against	sexually	transmitted	infection	(STI)	or	
for	pregnancy	prevention.	At	the	time	of	assessment,	the	
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Abstract
Fitz-	Hugh-	Curtis	syndrome	should	be	suspected	in	sexually	active	young	women	
presenting	 with	 acute	 right	 upper	 quadrant	 pain	 even	 in	 the	 absence	 of	 lower	
abdominal	pain.	The	risk	of	radiation	exposure	associated	with	computed	tomog-
raphy	should	also	be	considered	while	making	a	diagnosis	of	abdominal	pain	in	
young	patients.
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patient	 was	 23  days	 from	 her	 last	 menstrual	 period	 and	
was	 unsure	 of	 her	 pregnancy	 status.	 The	 patient	 denied	
the	 presence	 of	 vomiting,	 diarrhea,	 bloody	 stool,	 fever,	
chest	 pain,	 vaginal	 discharge,	 and	 lower	 back	 pain.	 She	
reported	 a	 transient	 episode	 of	 atypical	 genital	 bleeding	
a	few	days	prior,	which	was	not	present	at	the	time	of	the	
visit.

On	 physical	 examination,	 she	 appeared	 unwell	
with	 a	 body	 temperature	 of	 37.5°C,	 blood	 pressure	 of	
113/71 mm Hg,	pulse	of	109 bpm,	respiratory	rate	of	22	
breaths/min,	 and	 O2  saturation	 of	 96%	 at	 normal	 room	
conditions.	Her	neck	was	supple.	On	auscultation,	heart	
sounds	were	unremarkable,	and	lungs	were	clear	bilater-
ally.	There	was	knocking	tenderness	above	 the	 liver	and	
right	costovertebral	angle.	Peritoneal	signs	(coughing	test	
and	 percussion	 tenderness)	 were	 positive	 but	 limited	 to	
the	 right	 upper	 quadrant.	 Rebound	 tenderness	 was	 not	
performed	 because	 the	 peritoneal	 signs	 were	 apparent	
with	 the	 aforementioned	 less-	invasive	 techniques.	 No	
tenderness	 was	 elicited	 in	 the	 lower	 abdominal	 (includ-
ing	McBurney's	and	Lanz's	points)	and	pelvic	areas.	Blood	
analysis	did	not	reveal	any	significant	abnormality,	except	
for	an	elevated	white	blood	cell	count	(16.6×109/L)	and	C-	
reactive	protein	level	(71.7 mg/L).	the	liver	function	tests	
were	normal.	Urine	analysis	for	human	chorionic	gonado-
tropin	and	Gram	staining	for	bacteria	revealed	negative	re-
sults.	No	abnormality	was	noted	on	chest	radiographs	and	
abdominal	 ultrasound.	 Considering	 the	 above	 informa-
tion,	we	suspected	FHCS	without	salpingitis.	Laboratory	
tests	for	hepatitis	virus,	human	immunodeficiency	virus,	
and	syphilis	revealed	negative	results.	Blood	culture,	urine	
culture,	and	polymerase	chain	reaction	(PCR)	analysis	for	
uterocervical	gonococcus	and	chlamydia	were	performed,	
with	positive	results	for	chlamydia	and	negative	for	gono-
coccus.	Azithromycin	and	ceftriaxone	treatment	was	ini-
tiated	for	suspected	FHCS	and/or	urinary	tract	infection.	
The	symptoms	were	subsided	on	the	day	following	treat-
ment	 initiation.	 Her	 sexual	 partner	 was	 diagnosed	 and	
treated	for	chlamydia	infection.

3 	 | 	 DISCUSSION

Our	patient	was	diagnosed	with	FHCS	without	salpingitis.	
Generally,	suprapubic	tenderness	is	present	in	more	than	
95%	cases	of	PID,2	which	was	not	reported	by	our	patient.	
FHCS	 can	 occur	 without	 salpingitis	 and,	 although	 such	
cases	are	clinically	challenging	to	diagnose,	early	diagno-
sis	is	crucial	to	avoid	for	related	complications.

It	 is	 not	 clear	 how	 often	 salpingitis	 accompanies	
FHCS.	In	the	past,	FHCS	was	defined	as	salpingitis	with	
perihepatitis,7	 and	FHCS	without	 lower	abdominal	pain	
was	considered	a	rare	occurrence.1	A	study	by	You	et	al.8	

on	the	clinical	manifestation	of	FHCS	in	the	emergency	
department	reported	that	55%	of	patients	presented	with	
right	upper	quadrant	pain	only,	and	only	33%	of	patients	
complained	of	lower	quadrant	pain	along	with	right	upper	
quadrant	 pain.8	 However,	 91%	 of	 patients	 had	 pelvic	 fat	
infiltration	 on	 CT	 imaging.	 It	 is	 possible	 that	 lower	 ab-
dominal	 symptoms	 and	 findings	 may	 have	 been	 under-
estimated	 in	 this	 retrospective	 study.	 In	 any	 case,	 it	 is	
important	to	suspect	FHCS	among	sexually	active	young	
women	presenting	with	an	acute	onset	right	upper	quad-
rant	pain	or	pleuritic	pain,	regardless	of	 the	presence	or	
absence	of	lower	abdominal	symptoms.5

There	 are	 reports	 of	 atypical	 FHCS	 presenting	 with	
right	 shoulder	 pain	 or	 left	 upper	 quadrant	 pain.9,10	 In	
high-	risk	 patients,	 to	 consider	 FHCS	 as	 the	 differential	
diagnosis,	a	thorough	medical	history	is	essential,	and	it	
is	advisable	to	include	a	detailed	history	of	sexual	activ-
ity,	including	the	Five	P's:	partners,	practices,	pregnancy	
prevention,	 protection	 against	 sexually	 transmitted	 dis-
eases	 (STDs),	 and	 past	 history	 of	 STDs.11	 Privacy	 con-
cerns	 need	 to	 be	 considered	 when	 taking	 a	 detailed	
history	of	sexual	activity	and,	therefore,	providing	an	ex-
planation	of	the	importance	of	this	history	for	diagnosis	
needs	to	be	carefully	explained.	In	addition,	if	an	STI	is	
diagnosed,	screening	for	other	STIs	is	needed,	including	
screening	and	treatment	of	 the	partner.	The	recurrence	
rate	of	FHCS	when	the	partner	is	untreated	has	been	re-
ported	at	14%–	39%.12

Plain	 abdominal	 radiographs	 contribute	 only	 a	 small	
amount	of	radiation	exposure	but	radiographs	are	of	lim-
ited	value	for	diagnosis	of	diseases	involving	the	right	upper	
quadrant.	Radiographs	are	useful	in	cases	where	the	cause	
of	symptoms	is	thought	to	be	in	a	location	other	than	the	
right	upper	quadrant,	such	as	pneumonia,	pleural	effusion,	
gastrointestinal	 perforation,	 or	 intestinal	 obstruction.3	
Abdominal	ultrasound	is	a	useful	technique	for	exclusion	
of	conditions,	which	present	with	upper	quadrant	pain	re-
sembling	FHCS,	such	as	cholecystitis.	However,	it	is	not	a	
standard	test	for	the	diagnosis	of	FHCS	and	its	diagnostic	
precision	is	unknown.1	If	acute	right	upper	quadrant	pain	
is	suspected	to	be	biliary	tract	disease	but	the	ultrasound	
image	is	negative	or	equivocal,	magnetic	resonance	chol-
angiopancreatography	 (MRCP)	 or	 contrast-	enhanced	 CT	
is	 recommended.6	 Although	 FHCS	 is	 not	 a	 biliary	 tract	
disease,	 perihepatic	 enhancement	 by	 contrast-	enhanced	
CT	is	reported	to	be	useful	for	its	diagnosis.	However,	the	
reported	sensitivity	of	contrast-	enhanced	CT	is	only	55.9%.	
It	is	necessary	to	consider	the	risk	of	radiation	associated	
with	CT	when	making	decisions	regarding	diagnostic	im-
aging	 for	 young	 patients.13,14  There	 are	 no	 documented	
standard	 diagnostic	 criteria	 for	 FHCS	 and	 the	 diagnosis	
of	perihepatitis	itself	is	made	by	invasive	diagnostic	tech-
niques	of	laparoscopy	or	laparotomy.	Surgical	intervention	
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for	 FHCS	 is	 warranted	 only	 if	 symptoms	 do	 not	 resolve	
with	therapy.1

The	 risk	 of	 radiation-	induced	 malignancy	 from	 ab-
dominal	CT	for	a	15-	year-	old	girl	is	approximately	0.15%,	
with	 >0.1%	 of	 radiation-	associated	 malignancies	 after	
the	 age	 of	 25  years.13	 Smith-	Bindman	 et	 al.14  calculated	
that	250 multiphase	abdominal	and	pelvic	CT	scans	in	a	
20-	year-	old	 woman	 would	 result	 in	 development	 of	 one	
cancerous	 tumor.	 Therefore,	 it	 is	 necessary	 to	 consider	
risks	and	benefits	associated	with	radiation	exposure	be-
fore	performing	CT	imaging	for	adolescents.	MRCP,	which	
has	no	risks	of	radiation,	is	recommended	for	evaluation	
of	biliary	tract	diseases.6

The	question	that	needs	to	be	asked	is	as	follows:	Should	
a	contrast-	enhanced	CT	be	a	routine	diagnostic	procedure	
for	 suspected	 FHCS?	 Although	 contrast-	enhanced	 CT	 is	
a	 helpful	 diagnostic	 aid,	 it	 carries	 the	 risk	 of	 radiation	
exposure	and	 is	not	sensitive	enough	 to	accurately	diag-
nose	FHCS.	Therefore,	we	believe	that,	in	a	young	patient	
presenting	 with	 only	 right	 upper	 quadrant	 pain	 in	 the	
presence	of	a	sexually	transmitted	disease,	FHCS	without	
salpingitis	 should	 be	 considered	 as	 a	 possible	 diagnosis	
and	empirical	therapy	must	be	initiated	without	perform-
ing	a	CT.	Chlamydia	is	more	frequent	than	gonorrhea	as	
a	cause	of	FHCS	and	uterocervical	PCR	is	the	best	test	for	
both	microorganisms.1

Thus,	 we	 conclude	 that	 CT	 is	 not	 necessary	 for	 di-
agnosing	FHCS.	Careful	history	 taking,	detailed	physi-
cal	examination,	and	uterocervical	bacterial	testing	are	
sufficient	to	make	this	diagnosis.	Physicians	should	al-
ways	consider	FHCS	as	a	possible	diagnosis	in	sexually	
active	young	women	complaining	of	acute	 right	upper	
quadrant	pain	even	in	the	absence	of	lower	abdominal	
symptoms.
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