
Table 3

Complications associated with Chlamydia trachomatis and Neisseria gonorrhoeae infection
Site affected
Pelvis
Fallopian tubes
Abdomen

Eyes
Systemic

Lower genital tract (while pregnant)

Sequelae
Chronic pelvic pain
Ectopic pregnancy, sub-fertility
Fitz-Hugh Curtis syndrome:16 peri-hepatic adhesions
and chronic pain
Adult conjunctivitis
Sexually acquired reactive arthritis (SARA)/Reiter’s
syndrome: fatigue, post-inflammatory joint pain and
stiffness, erosive joint damage, cataracts
Transmission to the neonate resulting in conjunctivitis
(with potential blindness) and pneumonia
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Table 2
Differential diagnosis for PID
• Ectopic pregnancy 
• Urinary tract infection (UTI)
• Appendicitis
• Irritable bowel syndrome 
• Endometriosis
• Ovarian cyst accident (rupture,
haemorrhage or torsion)
• Functional pain

Table 4

Outpatient regimens for PID 
Intramuscular ceftriaxone 250 mg single dose followed by oral doxycycline
100 mg twice daily plus metronidazole twice daily for 14 days
Oral ofloxacin 400 mg twice daily plus oral metronidazole 400 mg twice
daily for 14 days
Oral moxifloxacin 400 mg once daily for 14 days

Clinical trial evidence for the following regimen is limited but it may be used
when the treatments above are not appropriate, e.g. allergy, intolerance.
Intramuscular ceftriaxone 250 mg immediately, followed by azithromycin 
1 g/week for two weeks

It is therefore important to have an
extremely high index of suspicion in
any young, sexually active woman
who presents to general practice in
this age group. 

The Health Protection Agency
(HPA) has recently reported an
alarming increase in STIs among over
45 year olds.6 Thus GPs should have a
high index of suspicion for PID in this
age group, if the symptoms and risk
assessment suggest this.

PRESENTATION
Patients with PID may be asymptomatic
or may present with a spectrum of
clinical symptoms including: 7

• Lower abdominal pain (typically
bilateral, sometimes radiating to 
the legs)
• Abnormal vaginal or cervical
discharge (often purulent)
• Dysuria

• Deep dyspareunia
• Abnormal vaginal bleeding
(postcoital, intermenstrual and
breakthrough)

Symptoms may set in rapidly (within
days) or take months to develop. 

Emphasis should be placed on
taking a thorough general,
gynaecological and sexual history. 
If any of these symptoms are present,
the history should be complemented
by an assessment of patient risk
factors, see table 1, above.

A general, abdominal and pelvic
examination should then be
performed. The following signs7 may
be evident:
• Fever (> 38° C)
• Lower abdominal tenderness
(usually bilateral)
• Speculum examination: cervicitis or
purulent discharge
• Bimanual vaginal examination:

cervical motion tenderness, adnexal
tenderness or a palpable adnexal mass

It is important to remember that
symptoms and signs of PID may be
non-specific and insensitive (as the
positive predictive value of a clinical
diagnosis is 65-90% compared with a
laparoscopic diagnosis).11 However this
should not lead to a delay in
commencing treatment for PID, as
even a few days’ delay may increase
disease severity and have significant
implications for the patient’s long-
term health. 

Practitioners should employ a
cautious approach and have a low
threshold for commencing empiric
treatment, if the history, symptoms
and signs suggest this. 

GPs may initiate outpatient therapy
for PID without prior hospital referral.12

CONFIRMING DIAGNOSIS
It is important to consider the
differential diagnosis for lower
abdominal pain in a young woman
before diagnosing PID, see table 2,
above left.7

Considering the differential
diagnosis will help to guide your
further investigations, which may
include:
Pregnancy test: It is good practice to
perform a pregnancy test to exclude
an ectopic pregnancy7

Urine dipstick: If there are positive
findings on dipstick testing, then a
midstream urine sample should be
sent for culture and sensitivity testing3

Blood tests: Elevated inflammatory
markers such as ESR or CRP and a
high white cell count, may support the
diagnosis and give an indication of
disease severity13 but are non-specific
Endocervical swabs: Testing for
Chlamydia trachomatis, by nucleic
acid amplification test (NAAT) and
Neiserria gonorrhoeae, by culture, is
recommended since a positive result
will support the diagnosis. However, a
negative test result will not refute the
diagnosis.3 Swabs should arrive at the
laboratory within 24 hours. 
A first-catch urine sample or self-
taken vulvovaginal swab: Either of
these methods may be used as an
alternative to NAATs7

POTENTIAL COMPLICATIONS
The most significant potential
complication associated with PID,
following symptomatic salpingitis, 
is tubal damage which confers 
a 6-10 times increased risk of ectopic
pregnancy.14 Studies have also
suggested that symptomatic

Table 1
Risk factors for PID
• Age 16-24 years
• Multiple sexual partners
• Not using barrier methods of contraception8

• Douching (may double the risk)9

• Previous history of STIs
• Smoking (increases risk two fold)
• Recent insertion of an IUCD10




