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Abstracts

Pelvic inflammatory disease (PID) is an infection of the upper genital tract in women. The
spectrum of disease ranges from asymptomatic infection to lifethreatening illness. Sequelae include
chronic pelvic pain, ectopic pregnancy, and infertility. PID is diagnosed clinically. Laboratory and
imaging studies are reserved for patients who have an uncertain diagnosis. The Centers for
Disease Control and Prevention diagnostic criteria include uterine, adnexal, or cervical motion
tenderness with no other obvious cause in women at risk of PID. Empiric treatment should be
initiated promptly and must cover Chlamydia trachomatis and Neisseria gonorrhoeae. The
possibility of fluoroquinolone-resistant N. gonorrhoeae also should be considered. Therefore,
hospitalization is recommended only when the diagnosis is uncertain, pelvic abscess is suspected,
clinical disease is severe, or compliance with an outpatient regimen is in question. Patients also
should be hospitalized if a surgical emergency cannot be excluded or if no clinical improvement

occurs after three days. Routine screening for asymptomatic chlamydial infection can help prevent
PID.
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TABLE 1. CDC Diagnostic Criteria for PID G AARE ZA 28391415), CT16), MRI

PID should be suspected and treatment
initiated if
Patient is at risk of PID =

o™ cul-de-sac?l

xo

and A 7F 3o 9,

Patient has uterine, adnexal, or cervical mo AH Btk 14) €79 s53% ¥es 1] 9
tion tenderness with no other apparent caus af Zet =&Y E AR&st7lE &tk Molander P.
e ol g g AFte] WEW HAFoR =y
] Findings that support the diagnosis \ o] IRFE FAoA Lt EZHE ALY
Cervical or vaginal mucopurulent (green or Zuy g 100%9] WHEE wecim ot
vellow) discharge 15) CT “gollA 2wkde] adomiz Fnb v
Elevated erythrocyte sedimentation rate or o] Wa E=7/97 23 A= v (uterosacral liga
Creactive protein ment), W, viaol A5 ws) mARA o
Laboratory confirmation of gonorrheal or c A AR BS B 2= or). Afo] AWM Ao
hlamydial infection o Tulyl B 3 a2 2

Oral temperature of 101'F (38.3'C) or great

er

Ath16) MRI= H3da
x), QA7 AFE FZ(fluid-filled fallopian tub
e), polycystic-like ovary with free pelvic fluid
gl A% el 8k 95%e] WA, 8
9%2] o= A2 Z5uE $-Y3irhlT)

o
i=]
A9l A wAsm 5

White blood cells on vaginal secretion salin

e wet mount

| Most specific criteria for the diagnosis |

Endometritis on endometrial biopsy

Laparoscopic abnormalities consistent with wfol] webA = HE =
PID s 98 Al 24834 B340 22

Thickend, fluid-filled tubes apparent on tra AFEAQ HA7E Z2astg Agule 22 HALR
nsvaginal ultrasound or magnetic resonance AsHHEd s 44 21ad § om EFFHo
imaging 2 oua, AP, w25 4] 52 A8 B3
CDC=Centers for Disease Control and Prevention; to 2y =S AR & 9grre) ady B
PID=pelvic inflammatory disease BAoRE AFUURAS sy 5w, Fi

o A% 45 ¥ 5 Ark)

Fngoz AW/t ofuid F9 Aol
AAAG ARl MeaA = A FAHA o 2 =
AL Dok ok Awn s by
T7F Helw A, @d Wdy AU SR oko] 7]%3k wle} zro] Fukadel 9jd<lxlr}
A, e ARSIV S A4S EWds Qowa HEd 99 glo] A7, AFREY], A
Agst=d =52 = 5 A=, o A 7HA A FAR QEo] 9= AL =i 82 A=
Ab T RS SolmTh & A fled Al oF shi=dl], &A= W=A] N. gonorrhoeae, C.
7HA AP ARprE BE B8 AS S vl trachomatisoll & ¥#olofof st 7}k 3 an
A ATk aerobes, gram-negative facultative bacteria, Str
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TABLE 2. CDC Recommendations for Antibio
tic Treatment of PID

| Recommended Parenteral Regimen A |

Cefotetan 2g IV every 12 hours

OR

Cefoxitin 2g IV every 6 hours

PLUS

Doxycycline 100mg orally or IV every 12

hours

| Recommended Parenteral Regimen B |

Clindamycin 900mg IV every 8 hours

PLUS

Gentamicin loading dose IV or IM(2mg/kg),
followed by a maintenance dose(1l.5mg/kg)

every 8 hours. Single daily dosing may be

substitued.

| Alternative Parenteral Regimens |

Ampicillin/Sulbactam 3g IV every 6 hours
PLUS
Doxycycline 100mg orally or IV every 12

hours

| Recommended Oral Regimen |

Ceftriaxone 250 mg IM in a single dose
PLUS

Doxycycline 100 mg orally twice a day for
14 days

WITH OR WITHOUT

Metronidazole 500 mg orally twice a day for
14 days

Cefoxitin 2 g IM in a single dose and

Probenecid, 1 g orally administered

concurrently in a single dose
PLUS

N
0z
e

&
0

oy
0

Doxycycline 100 mg orally twice a day for
14 days

WITH OR WITHOUT

Metronidazole 500 mg orally twice a day for
14 days

Other parenteral third-generation

cephalosporin (e.g., ceftizoxime or
cefotaxime)

PLUS

Doxycycline 100 mg orally twice a day for
14 days

WITH OR WITHOUT

Metronidazole 500 mg orally twice a day for
14 days

| Alternative Oral Regimens |

Levofloxacin 500 mg orally once daily for
14 days

OR

Ofloxacin 400 mg orally twice daily for 14
days

WITH OR WITHOUT

Metronidazole 500 mg orally twice a day for
14 days

CDC=Centers for Disease Control and Prevention;
PID=pelvic inflammatory disease; IV=intravenous;

IM=intramuscular.

| A3 A9 S TH F 24 A
ol g & Ao doxycxline 47 FoE
A7 AF T 14U FoF A& of dth2) B
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9k (tubo-ovarian abscess)

fol
)

¢

o] A& A= By gRA FrAA A
82 98 A+ Doxycyclined] Clindamycine] Yt
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-resistant N. gonorrhoeae”’} 83 18 A}glo]
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TABLE 3.

Criteria for Inpatient Treatment
of PID
Failure to improve after 3 days of

outpatient therapy

Inability to follow or tolerate oral
antibiotics

Pregnancy

Severe illness (i.e. high fever, vomiting)

Surgical emergency cannot be excluded

Tubo-ovarian abscess

PID=pelvic inflammatory disease.
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