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Introduction

Positron emission tomography-computed tomography (PET-
CT) has demonstrated its usefulness in the evaluation of
nonspecific abdominal and inflammatory symptoms.1,2 The
present case report discusses the fluorodeoxyglucose (FDG)
PET-CT findings in a case of Fitz-Hugh-Curtis syndrome
(FHCS). To our best knowledge, this is thefirst case describing
such a syndrome diagnosed on FDG PET-CT.

Case History

A 29-year-old woman, with no known medical illnesses,
presentedwith right upper quadrant (RUQ) pain and afebrile
cough for 2 weeks. Esophagogastroduodenoscopy was unre-
markable. Initial chest X-ray and CT showed minimal opaci-
ties with pleural changes at right lower lung base (►Fig. 1A)
with no significant abnormalities in the abdomen (►Fig. 1B).
Sputum culture subsequently grew Mycobacterium szulgai.
In view of the initial radiographic findings, she was treated
for a bacterial/ atypical community acquired pneumonia.

However, she continued experiencing RUQ pain with
incipient anemia of inflammation. She was then referred
for 18F-FDG PET-CT for further evaluation. PET-CT was
obtained at 45minutes after 194MBq of 18F-FDGwas admin-
istered. The findings revealed curvilinear intense hyperme-
tabolism at the subhepatic region (►Fig. 1C–D, arrows).
Correlating with the initial CT, the focus corresponded to
subtle subhepatic density (►Fig. 1B, arrow). No FDG avid
abnormality was seen in the pelvis or both adnexae to
suggest the presence of pelvic inflammatory disease (PID).

After the PET-CT, she was planned for diagnostic laparos-
copy. Unfortunately, she was lost to follow-up due to travel
restrictions of coronavirus disease 19 pandemic. She
returned 5 months later with persistent pain, which had
migrated to the left hypochondrium. She reported weight
loss of approximately 10% in that time interval, but did not
have fever, night sweats, or further respiratory symptoms.
Repeat contrasted CT of the abdomen showed mild worsen-
ing of the subhepatic density (►Fig. 1F). Diagnostic laparos-
copy revealed violin string-like adhesions at supracolic
compartment involving the liver, gallbladder, duodenum,
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Abstract Positron emission tomography-computed tomography (PET-CT) has demonstrated its
usefulness in evaluating nonspecific abdominal and inflammatory symptoms. We
report a case of young woman with chronic right upper quadrant abdominal pain.
Fluorine-18 fluorodeoxyglucose PET-CT showed subhepatic hypermetabolism. Subse-
quent diagnostic laparoscopy confirmed the uncommon diagnosis of Fitz-Hugh-Curtis
syndrome.
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and surrounding omentum (►Fig. 1G). These features con-
firmed the diagnosis of FHCS.

A high vaginal swab culture and multiplex polymerase
chain reaction assay grew Candida spp and detected Urea-
plasma parvum, respectively. She was treated for both
organisms but did not make a full clinical recovery. Bacterial
and mycobacterial culture of omental tissue did not isolate
anymicroorganism. She remains on follow-up tomonitor her
symptoms. Further laparoscopy for lysis of adhesions and
repeat microbiologic diagnosis may be considered if her
symptoms become progressive.

Discussion

FHCS is an uncommon inflammatory condition of the peri-
hepatic capsule typically attributed to concomitant PID.3,4 As
shown in this case, FHCS poses a diagnostic challenge because
the patient usually presents with nonspecific RUQ pain, fever,
and sometimes signs of salpingitis.3–5 The symptoms can
mimic many other diseases (commonly, cholecystitis).3,5

Therefore, FHCS is usually diagnosed laparoscopically, where
“violin string-like adhesions” are considered the hallmark of
FHCS, especially in the chronic phase of the disease.6 There are
no conclusive imaging features to diagnose FHCS. Perihepatic
enhancement on CT is a common finding but is not diagnos-
tic.7,8 This feature was not initially present in this patient. As
18F-FDG PET-CT can be used as an inflammatory imaging
marker,1,2 the distribution of hypermetabolic focus at the
subhepatic regions led to the suspicion of FHCS, which was
subsequently confirmed laparoscopically.

FHCS is frequently caused by sexually transmitted patho-
gens such as Chlamydia trachomatis and Neisseria gonor-
rhoeae.3,4 However, other causative pathogens have been
reported.3,4 Despite appropriate antibiotic therapy, some
patients may develop refractory pain, which is the case in

this patient. In this patient, we postulate that the negative
culture of laparoscopically biopsied tissue sample may be
partly due to prior antibiotic administration and symptoms
are due to ongoing aseptic inflammation. Although reports of
nontuberculous mycobacteria causing FHCS are rare,9 we
consider this a possible etiology in this patient because of the
initial positive sputum culture and the absence of FDG avid
abnormalities in the adnexae to suggest PID. Repeat laparo-
scopic assessment and lysis of adhesions may be considered
in patients with chronic symptoms.10

In conclusion, FHCS should be considered as a possible
diagnosis when perihepatic uptake is demonstrated on 18F-
FDG PET-CT in a female patient with RUQ pain.
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Fig. 1 (A, B) Axial CT showed minimal opacities with pleural changes at right lower lung base and no significant abnormalities in the abdomen.
(C) PET MIP images revealed curvilinear hypermetabolism at the sub-hepatic region. (D, E) Axial CT and fused PET-CT showed sub-hepatic
hypermetabolic focus corresponded to subtle sub-hepatic density. (F) 5-month follow-up axial CT showed mild worsening of the sub-hepatic
density. (G) Diagnostic laparoscopy revealed violin string-like adhesions at supracolic compartment involving the liver, gallbladder, duodenum,
and surrounding omentum.

World Journal of Nuclear Medicine Vol. 21 No. 2/2022 © 2022. World Association of Radiopharmaceutical and Molecular Therapy (WARMTH). All rights reserved.

FDG PET-CT in FHCS Tan, Rajasuriar 167



References
1 Kung BT, Seraj SM, Zadeh MZ, et al. An update on the role of 18F-

FDG-PET/CT in major infectious and inflammatory diseases. Am J
Nucl Med Mol Imaging 2019;9(06):255–273

2 Guettrot-Imbert G, Haroche J, Grimon G, et al. 18F-FDG-PET/CT in
aseptic abscesses with recurrent febrile abdominal pain. Scand J
Gastroenterol 2011;46(05):577–582

3 Basit H, Pop A, Malik A, Sharma S. Fitz-Hugh-Curtis Syndrome.
2021 Feb 11. In: StatPearls [Internet]. Treasure Island (FL): Stat-
Pearls Publishing; 2021 Jan–. PMID: 29763125.

4 Peter NG, Clark LR, Jaeger JR. Fitz-Hugh-Curtis syndrome: a
diagnosis to consider in women with right upper quadrant
pain. Cleve Clin J Med 2004;71(03):233–239

5 You JS, Kim MJ, Chung HS, et al. Clinical features of Fitz-Hugh-
Curtis syndrome in the emergency department. Yonsei Med J
2012;53(04):753–758

6 WatanabeM, Tanaka S, OnoM, et al. Laparoscopic observations of
hepatic capsular abnormalities: non-postoperative adhesions
and hepatic capsular thickening. Gastrointest Endosc 1999;50
(05):664–666

7 Joo SH, KimMJ, Lim JS, Kim JH, Kim KW. CT diagnosis of Fitz-Hugh
and Curtis syndrome: value of the arterial phase scan. Korean J
Radiol 2007;8(01):40–47

8 Revzin MV, Mathur M, Dave HB, Macer ML, Spektor M. Pelvic
inflammatory disease: multimodality imaging approach with clin-
ical-pathologic correlation. Radiographics 2016;36(05):1579–1596

9 Jang HY, Burbelo PD, Chae YS, Kim T, Cho Y, Park HT. Non-
tuberculous mycobacterial infection in a clinical presentation of
Fitz-Hugh-Curtis syndrome: a case report with multigene diag-
nostic approach. BMC Womens Health 2014;14:95

10 Theofanakis CP, Kyriakidis AV. Fitz-Hugh-Curtis syndrome. Gyne-
col Surg 2011;8:129–134

World Journal of Nuclear Medicine Vol. 21 No. 2/2022 © 2022. World Association of Radiopharmaceutical and Molecular Therapy (WARMTH). All rights reserved.

FDG PET-CT in FHCS Tan, Rajasuriar168


