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Abstract: A young married lady presented with right upper quadrant pain and after clinical assessment and investigations she 

was diagnosed with calculus cholecystitis. An elective laparoscopic cholecystectomy was planned, but on getting the entry in the 

peritoneal cavity an interesting view was encountered. There were dense adhesions in the right upper abdomen, liver adherent to 

the abdominal wall and a normal looking gallbladder with bluish hue and few tiny intraluminal stones. There was peri-hepatitis 

with bilateral inflamed fallopian tubes. The patient was diagnosed with Fitz-Hugh-Curtis syndrome (FHCS), a complication of 

pelvic inflammatory disease. Treatment is hence directed towards the underlying cause. FHCS is a diagnosis of exclusion and 

confirmed on laparoscopic exploration. Cervical swabs and samples of fluid taken from the peritoneum and liver surface can aid 

in diagnosis. The most common organisms are Chlamydia trachomatis and Neisseria gonorrhoeae. Although most of the patients 

are young women, there are case reports of this entity in men as well. Management is to treat the underlying PID. Laparoscopic 

release of peri-hepatic bands may aid in pain relief. Complications include sepsis, infertility, and adhesive bowel disease. This 

may not be a common disease, but it can leave permanent scars. The underlying PID should be treated urgently to minimize the 

collateral damage. Education and couple therapy is important as prevention is the best treatment. 
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1. Introduction 

Carlos Stajano had first described the association of PID 

(pelvic inflammatory disease) and adhesion on the anterior 

surface of liver in 1920 to the Society of Obstetricians and 

Gynecologists of Montevideo in Uruguay. In 1930 and 

1934, Arthur Curtis & Thomas Fitz-Hugh, respectively 

described unusual presentation of upper right quadrant 

abdominal pain and PID (pelvic inflammatory disease). 

They found peculiar “violin string” adhesion between the 

anterior surface of the liver and the abdominal wall on 

laparotomy of these patients. Of note were absent upper 

abdominal pathology, while symptomatic and 

non-symptomatic PID were present in all patients with 

positive organism isolation on taking fluid samples. Later, 

A. Curtis observed that this pattern of adhesion is unique to 

PID induced peritonitis. Smears of fluid taken from high 

vaginal swab, cervix, fallopian tubes and from the liver 

capsule adhesion as well show gonococcal infection, but 

now it’s know that, however this presentation is not 

exclusive to gonoccocal infection. Fitz-Hugh Curtis 

syndrome is a diagnosis of exclusion (by excluding other 

abdominal pathology) and confirmed on laparoscopy [1-6]. 

2. Case Presentation 

A 20-year-old, housewife presented in the OPD of the 

district headquarter hospital with a complaint of pain in the 

right upper abdomen along with mild nausea and one episode 

of vomiting for two weeks. 
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2.1. Clinical Examination 

Apparently, a healthy looking female with mild tenderness in 

the right upper abdomen. No palpable mass or organomegaly. 

2.2. Past History 

The patient suffered from pulmonary tuberculosis in 

adolescence. No other known comorbidity. 

2.3. Medication 

She has taken ATT (anti-tuberculosis treatment) for 9 months 

in adolescence. Now she is seeking infertility treatment. 

2.4. Investigation 

Her ultrasound shows tiny stones in the gallbladder, with an 

accumulative size of 4mm, a wall thickness of 2mm, and a 

peri-cholecystic streak of fluid emphasizing acute 

inflammation. WBC 12.4, Hb 12.1, platelets 206,000, ALT 48, 

AST 41, ALP 348, Anti HCV, HBsAg and HIV non-reactive. 

2.5. Management 

After appropriate antibiotic cover and analgesics, the 

patient has been booked for elective laparoscopic 

cholecystectomy on 25
th

 February, 2020. 

The procedure has been carried out under general 

anesthesia, with the patient in reverse Trendelenburg’s 

position. On insertion of the camera, a web of multiple 

perihepatic adhesion (perihepatitis) was found along with 

adhesion in the rest of the abdomen. The anterior surface of 

the liver is adherent to the abdominal wall. Pylorus of the 

stomach adherent to the liver with a band. Thin-walled, 

distended gallbladder and omentum stuck to it. What was 

particular in this patient was edematous and inflamed 

fallopian tubes. Difficult case due to adhesion and 

inflammation in Calot’s triangle as well. We proceeded with 

cholecystectomy and release of peri-hepatic adhesion. Fluid 

samples were taken for culture and sensitivity. 

 

Figure 1. A laparoscopic view of the right hypochondrium shows typical 

violin string adhesion of the liver with the abdominal wall. (Picture of the 

screen taken as at that time we didn’t have a recording facility available 

without laparoscopic apparatus). 

 

Figure 2. Web of adhesion on getting entry in the abdomen. 

 

Figure 3. Lateral edge of the liver densely adherent to the abdominal wall. 

2.6. Histopathology 

Gallbladder, non-inflamed with tiny intra-luminal stones. 

2.7. Culture and Sensitivity 

Later on, high vaginal swab was taken and patient was 

treated for Neisseria gonorrhea as per the culture and 

sensitivity report. Smears of fluid taken from the peritoneal 

cavity were negative for acid-fast (Ziehl-Neelsen staining) 

considering the previous history of pulmonary tuberculosis. 

2.8. Follow-up 

We lost the follow-up of the patient at 1-year post-surgery. 

After 2 and half years she contacted me again, as she is still 

struggling with recurrent attacks of lower abdominal pain 

along with per vaginal discharge. She has been taking 

antibiotics on and off at different prescriptions and by herself 

over the counter. She is still struggling with infertility and 

wishes to conceive. 

3. Discussion 

A rare presentation of chronic PID (pelvic inflammatory 

disease) is Fitz-Hugh-Curtis syndrome (FHCS) or 

perihepatitis. It is an inflammation of the liver capsule, 

without the involvement of liver parenchyma. There is 
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extensive adhesion formation in the upper right quadrant 

resulting in pain arising in the upper right abdomen [7-9]. 

3.1. Differential Diagnosis 

This is a diagnosis of exclusion, many abdominal 

pathologies present with the same set of presentation, 

cholecystitis, appendicitis, pancreatitis, acute viral hepatitis, 

liver abscess, GERD, duodenal ulcer, pyelonephritis, ectopic 

pregnancy, and many others. As well as lower right lobe 

pneumonia, herpes zoster, etc. [10-12]. 

3.2. Incidence 

About 4-27% of women afflicted with PID can present with 

FHCS. This entity is more seen in adolescence and in younger 

women with early sexual activity [8, 13]. 

3.3. Presentation 

Young sexually active women with pain in the right upper 

abdomen is the most common presentation. At times it is also 

associated with pain in the lower abdomen as well. Fever, 

malaise, nausea, vomiting, and vaginal discharge may or may 

not be a presentation [14, 15]. 

3.4. Pathogenesis 

The pathogenesis of Fitz-Hugh-Curtis syndrome is still a 

dilemma. Many theories have been proposed over the years 

about the possible links between PID and perihepatitis. Some 

propose spillage of organisms through the fallopian tube and 

direct invasion of the peritoneal linings. While other theories 

support lymphatic spread; although the lymphatic drainage of 

the female reproductive organs is retroperitoneal. Suggestions 

of hematogenous spread of the disease are also found in the 

literature, presentation of this entity in males supports this mode 

of spread. There are also advocates of the unleashed immune 

response to these bugs as the culprit for his entity. [16-22]. 

3.5. Investigation 

CBC and metabolic profile, HCV, HBV, and HIV screening 

along with pregnancy test. Cultures of the vaginal smears and 

of fluid obtained from the abdomen. Laparoscopy exploration 

of the abdomen is the most authentic way to confirm this 

diagnosis. But some studies show that ultrasound and CT 

(computed tomography) scans may aid in diagnosis before 

exploration [23-25]. 

3.6. Treatment 

Treating the underlying pelvic inflammatory disease is the 

management of FHCS. In severe cases, one can start with 

empirical treatment directed toward more common bugs of C. 

trachomatis and N. gonorrhea, while getting culture and 

sensitivity reports of the taken fluid samples. WHO and CDC 

recommend regular screening of sexually active women and 

prompt urgent treatment of PID [26]. Laparoscopic release of 

adhesion, especially in the peripatetic area helps with pain 

relief [27].
 

4. Judicial Use of Antibiotics 

Unfortunately, in Pakistan prescribing broad spectrum 

antibiotics without infectious disease and microbiology 

consultation is a norm. What makes it even worse is over the 

counter availability of antibiotics. This combined lead to 

multidrug resistant organisms. Hence a simple infection turns 

into a systemic disease and leaves a permanent scar. 

5. STD 

Sexually transmitted diseases are better prevented than 

treated. In Pakistan, we are still struggling with educating our 

youth about safe sex practices and couple therapies. 

6. Complications 

Sepsis, infertility, and adhesive bowel disease are the most 

common complications [28, 29].
 

7. Conclusion 

Fitz-Hugh-Curtis syndrome is an uncommon complication of 

PID presenting in general surgery. It is difficult to diagnose, as 

symptoms overlap with many other surgical diseases. Imaging 

can help but laparoscopic exploration is the gold standard and 

saves patients for a conventional laparotomy. PID if not treated 

early can lead to sepsis and permanent damage. We recommend a 

multidisciplinary approach to the management of this disease. 
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