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abscess or pelvic peritonitis)
• Pregnancy
• Concern that a surgical emergency
cannot be excluded

Inpatient intravenous antibiotic therapy
is usually continued for at least 24 hours
after clinical improvement and then
followed by a course of oral antibiotics.7

PID in pregnancy is rare but should it
occur necessitates prompt hospital
admission, to minimise the risk of
maternal and fetal morbidity. The
treatment schedule should exclude
drugs known to be harmful to the
fetus e.g. tetracycline and quinolones.
Oral antibiotics given for PID in very
early pregnancy (before a positive
pregnancy test) pose a low risk to 
the fetus.11 

For patients with PID and
intrauterine contraceptive devices
(IUCDs) in situ, removal should be
considered if symptoms have failed to
resolve by the time they attend for a
clinical review.7 Removal may be
associated with better short-term
outcomes. However, it should be
carefully weighed against the risk of
pregnancy if the patient has had
otherwise unprotected intercourse in
the previous seven days, in which case
hormonal emergency contraception
should be offered.7

FOLLOW UP
A clinical review at 72 hours should be
arranged,19 especially for those
patients with a moderate or severe
clinical presentation. The general
expectation is that these patients
should show a significant clinical
improvement within that time, if not
they would probably benefit from
referral to hospital.11

The duration of outpatient
treatment is usually 14 days (as
outlined in the treatment regimens
above). The importance of drug
compliance should be stressed and
patients should also be given
analgesia if appropriate. When severe
disease is present, patients should be
advised to rest.11

Patients should be told to avoid any
form of sexual intercourse until they,
and their partner(s) have completed
their full course of treatment.11 It is
good practice to use the diagnosis
and/or follow-up visit as an
opportunity for health promotion and
education about PID. 

The use of barrier methods of
contraception should be encouraged
to reduce the risk of future PID. 

salpingitis can lead to tubal factor
infertility. The risk seems to be
cumulative and is approximately: 
10-12% after one episode, 20-30% after
two episodes and up to 60% after
three or more episodes.15 Other
complications are listed in table 3, p16.

TREATMENT 
Outpatient therapy is considered to be
as effective as inpatient treatment for
patients with clinically mild to
moderate PID.17 The choice of
outpatient treatment regimen will be
influenced by the patient’s past
medical and drug history, allergies,
severity of disease, preference and
compliance, cost and evidence of local
antimicrobial sensitivity patterns.11

Careful consideration is required for
patients on hormonal contraception
and for those in whom drug
interactions are likely to occur if the
antibiotic regimens below are
prescribed. 

The outpatient regimens, listed in
table 4, p16, have all been advocated
by the British Association for Sexual
Health and HIV (BASHH) as they are
evidence based and of similar efficacy.11

Most clinical trial data support the
use of cefoxitin. However, as this drug
is not readily available in the UK
ceftriaxone has been deemed a
suitable alternative, as these two drugs
have a similar spectrum of action.
There is no clinical evidence to support
the use of oral cephalosporins, as
tissue levels may be lower resulting in
reduced efficacy.11

Ofloxacin should be avoided in
women thought to be at high risk of
gonorrhoea because of increasing
quinolone resistance in this group.
Those deemed to be at high risk
include women whose partners are
gonorrhoea-positive, patients with
clinically severe disease or a history of
sexual contact abroad.11

Metronidazole is usually included in
most outpatient regimens to cover for
the presence of anaerobes, however, if
patients with mild to moderate disease
are unable to tolerate this drug, it can
be discontinued.11

REFERRAL
Prompt referral for hospital admission
should be undertaken, to facilitate
parenteral therapy, further investigation
and/or possible surgical intervention in
the following cases:18

• Intolerance of/lack of response to
oral antibiotic therapy
• Clinically severe disease (e.g. pyrexia
> 38° C, clinical signs of tubo-ovarian
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Pelvic inflammatory disease (PID) typically results from 
ascending infection through the endocervix, from the
lower to the upper genital tract. This leads to inflammation
of the endometrium, uterus, fallopian tubes, adnexal
structures or pelvic peritoneum. It is extremely common
and accounts for one in 60 general practice consultations
by women under the age of 45 years. The long-term
effects of PID include chronic pelvic pain, subfertility and
ectopic pregnancy. The most common cause of PID is
sexually transmitted infection. It is important to have a very
high index of suspicion in any, sexually activewoman, aged
16-24, who presents to general practice.

Patients with PID may be asymptomatic or may present 
with a spectrum of clinical symptoms including: lower
abdominal pain (typically bilateral, sometimes radiating
to the legs, abnormal vaginal or cervical discharge (often
purulent), dysuria, deep dyspareunia and abnormal vaginal
bleeding (postcoital, intermenstrual and breakthrough).
A general, abdominal and pelvic examination should be
performed.

It is important to consider the differential diagnosis for 
lower abdominal pain in a young woman before
diagnosing PID. This includes: ectopic pregnancy, urinary
tract infection, appendicitis, irritable bowel syndrome,
endometriosis, ovarian cyst accident and functional pain.
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. Symptomatic salpingitis may also
lead to tubal factor infertility.

Outpatient therapy is considered to be as effective as 
inpatient treatment for patients with clinically mild to
moderate PID. Most clinical trial data support the use of
IM cefoxitin, however, as this drug is not readily available
in the UK ceftriaxone has been deemed a suitable
alternative. Metronidazole is usually included in most
outpatient regimens to cover for the presence of anaerobes.
Oral antibiotics in very early pregnancy (before a positive
pregnancy test) pose a low risk to the fetus.

Prompt referral for hospital admission should be undertaken,
to facilitate parenteral therapy, further investigation or
possible surgical intervention, in the following cases:
intolerance of, or lack of response to, oral antibiotic
therapy; clinically severe disease; pregnancy or concern
that a surgical emergency cannot be excluded 

The duration of outpatient treatment is usually 14 days. 
Patients should be told to avoid any form of sexual
intercourse until they, and their partner(s) have completed
their full course of treatment. It is good practice to use the
diagnosis and/or follow-up visit, as an opportunity for
health promotion and education about PID. A further
follow-up appointment should also be arranged two to
six weeks after completing treatment. This will allow
patient compliance and outcomes to be assessed.




