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PELVIC PAIN IN WOMEN/PID 

Exclude ectopic pregnancy in all acute pelvic pain 

Diagnosis 

The diagnosis of pelvic inflammatory disease is clinical.  A low threshold for therapy on 
empirical grounds is recommended because of the significant consequences of not treating. It 
is broadly divided into Acute and Chronic: You cannot diagnose clinical pelvic infection 
without a pelvic examination.  

 

Where a history is suggestive of PID routine investigations should consist of: 

1. Pregnancy test (document in NASH near-patient test form) 

2.   Vaginal/cervical examination and documentation (NASH female examination form) 

3. Sexual health screen including microscopy and gonococcal NAAT and culture. 
(Taxi cervical slide and charcoal swab to lab if in Hub setting). Abnormal cervical 
discharge is associated with PID; however, absence of cervical white cells on 
microscopy makes PID extremely unlikely (negative predictive value 95%, compared 
to positive predictive value just 17%). 

4. C-reactive protein (CRP) (if normal excludes a significant inflammatory process; 
high levels correlate with disease severity; best indicator of treatment response if 
raised initially). Send on CHI labels with patient’s permission. 

5. Full blood count (FBC).  Send on CHI labels with patient’s permission. 

6. If clinically unwell: perform and document Temp, Pulse and Blood pressure (NASH 
female examination form) 

 

Symptoms and signs that may suggest PID: 

 

ACUTE PID CHRONIC PID 

 Ill, toxic patient (Fever >38.3C) 

 Severe pelvic pain 

 Deep dyspareunia 

 Bilateral adnexal tenderness  

 Cervical motion pain 

 Leucocytosis 

 Bilateral lower abdominal pain 

 Deep dyspareunia 

 Adnexal tenderness 

 Cervical motion pain 

 Menstrual disturbance 

 

Other useful criteria:  
 

 Abnormal vaginal discharge (wet mount microscopy showing excess  PMNs is associated 
with PID but may also be due to lower genital tract infection) 

 Genital tract evidence of N. gonorrhoea or C. trachomatis  (absence of infection at this 
site does not exclude diagnosis of PID) 

 Transvaginal ultrasound findings of free fluid, thickened dilated tubes/tubo-ovarian 
abscesses 
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Other causes of acute pelvic pain 

 Ectopic pregnancy 
Pregnancy can occur without disturbance 
of menstrual pattern.  A negative urinary 
HCG means the primary cause of pain 
is unlikely to be an ectopic pregnancy 
because rupture of the fallopian tube 
does not normally occur before 5 to 6 
weeks when the HCG would usually be 
positive. 

 

 Endometriosis 

 Rupture of corpus luteum cyst 

 Complication of ovarian cyst 

 Urinary tract infection or renal colic 

 Miscarriage 

 Acute appendicitis or other intra-
abdominal pathology 

 

Other causes of chronic pelvic pain 

 Endometriosis 

 Pelvic congestion syndrome. 

 Ovarian cyst 

 Diverticulitis 

 

 Cholecystitis 

 Duodenal ulcers or other abdominal 
pathology, e.g. constipation 

 Psychosexual or abusive origin 

 Bladder pain syndromes 

 

Management:  

*All patients should be advised to complete treatment regardless of CT and GC NAAT 
results*. 

 
Acute pelvic pain with POSITIVE HCG 

 If ectopic is suspected then refer urgently to acute gynae unit.  

 In the presence of an intrauterine pregnancy associated with pain refer to the 
geographically relevant early pregnancy diagnostic unit.  If the patient is unsupported at 
home or bleeding heavily immediate admission may be required. 

 

Suspected severe acute  pelvic inflammatory disease (negative HCG) 

 If patient appears shocked or septicaemic (low BP, tachycardia, poor perfusion) arrange 
urgent hospital admission or dial 999. 

 If clinically safe, do a full sexual health screen preferably with immediate microscopy and 
direct plating to exclude cervical gonorrhoea as this may alter care  

 Admission to hospital advisable for initial IV antibiotics which should cover gonorrhoea 
and chlamydia.  

 

Cefoxitin 2g TID I/V (if available) or Ceftriaxone 500mg I/M stat 

PLUS  
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IV/Oral antibiotic treatment to cover chlamydia as tolerated 
(doxycycline 100mg bd + metronidazole 400 mg bd) 

to complete 14 days 

 

Suspected mild / moderate acute pelvic inflammatory disease 

and 

Suspected chronic pelvic inflammatory disease (negative HCG) 

 Routine investigations followed by: 

Ofloxacin 400 mg BD for 14 days (Doxycycline if under 16) 

PLUS  

Metronidazole 400 mg BD for 14 days 
(can be discontinued in mild disease if not tolerated, but consider rectal route first) 

 

If gonorrhoea likely (contact of gonorrhoea / positive cervical Gram / overseas contact) then 
AVOID Ofloxacin and use:  

IM ceftriaxone 500 mg stat  
 

PLUS 

Doxycycline 100 mg BD for 14 days  

PLUS  

Metronidazole 400 mg BD for 14 days 
(If regime not tolerated see BASHH guidelines for alternative) 

 

NB1: All patients - if pregnant, discuss with patient’s obstetrician the possibility of admission 
for parenteral therapy (e.g. iv ceftriaxone plus iv/oral erythromycin) 

NB2: Ofloxacin can enhance warfarin effect. Caution if history of epilepsy or psychiatric 
disturbance. Discontinue immediately if signs of tendon damage. Oral iron reduces absorption 
of ofloxacin. Avoid strong sunlight / sunbeds with doxycycline and ofloxacin, discontinue if 
skin erythema. Warn re alcohol and metronidazole.  

NB3: The evidence for whether an intrauterine contraceptive device should be left in situ or 
removed is limited. Removal of the IUD should be considered and may be associated with 
better short term outcomes. The decision to remove the IUD needs to be balanced against 
the risk of pregnancy in those who have had otherwise unprotected intercourse in the 
preceding 7 days.  

Discuss requirement of oral emergency contraception and ongoing 
contraception. Analgesia 

 Provide or prescribe appropriate analgesia  
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Partner Notification in suspected PID (MANDATORY) 

 All patients should see a health adviser as soon as practicable.  
 No sex at all until antibiotics complete and partner(s) treated. 
 Screen and treat all current sexual partners epidemiologically with standard regimen for 

chlamydia. (substantially reduces risk of recurrence of PID). 

 

Follow-up 

 Review severe cases at 48 to 72 hours to ensure clinical improvement via Sandyford 
Central health adviser telephone clinic. (SC HA Acute FU Telephone). If no clinical 
improvement an urgent care slot should be arranged within 24 hours. 

 Review mild/moderate cases in 2/52 by adding to Sandyford Central health adviser 
telephone clinic.  

 Repeat testing for gonorrhoea or chlamydia is appropriate in those in whom persisting 
symptoms, antibiotic resistance (gonorrhoea), compliance with treatment and/or partner 
notification indicate the possibility of persisting or recurrent infection. 

 If symptoms and signs are persistent and chronic PID thought unlikely, referral to medical 
gynaecology should be made at the Sandyford, or to a hub with a specialist women's 
reproductive health session. Ultrasound, endometrial biopsy, hysteroscopy and referral 
for laparoscopy may be considered. 

 If the history is suggestive of non-gynaecological pathology referrals should be made to 
appropriate surgical outpatients or back to general practitioner. 

 Future contraceptive options: all women diagnosed with PID should receive information 
about future contraceptive options. If a woman is thought to be at risk of future PID and 
requests an IUD – the LNG-IUS may be more appropriate, than a copper IUD, although 
there is no robust evidence. If patient is clinically well consider reinsertion of IUD after 4 
weeks of completion of treatment. 

 A detailed explanation of PID should be given, with particular emphasis on the 
implications for their future reproductive health and that of their partner(s). The 
importance of partner notification should be emphasised. This should all be supported by 
clear written information.  
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