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Section 1: Common Gynecological Complaints—Algorithms

Tumors that can cause hypogonadotropic hypogonadism include the followip, :
* Unclassified pituitary adenoma 3

¢ Craniopharyngioma

e Unclassified malignant tumor ,
Eugonadism may result from anatomic abnormalities or intersex disorders

Anatomic abnormalities include congenital absence of the uterus and vagip

(CAUV) and cervical atresia. Intersex disorders include androgen insensitiv]ty;F

17-ketoreductase deficiency, and inappropriate feedback. '

Pelvic Infection

Manpreet Kaur J Tehalia, Vidya A Thobbi

MANAGEMENT

Treatment of amenorrhea depends on the cause and need for fertility. Operatiye
intervention for some Miillerian obstruction gives excellent result like vagina]
septum, imperforate hymen. Hysteroscopic adhesiolysis for Asherman's
syndrome is the choice of treatment and conception rate varies from 33-58%

N .
; . disease (PID) is one of the most serious intjections in womczr;.
inflammatory dis ly treated, it may lead to life-threatemng.cons.equen_ -
ated or madequatet}i’ons (RT’IS)' including sexually transmitted 1nfect19ns
uctive tralcl;g;fgflrden of disease and adversely impacts the reproductive
nt a

Very encouraging results.

Psychological counseling for feeding disorders and normalization of body

amm i i ital tract
i tory disease is a polymicrobial infection of the upper genital t

. 2 . can : . - 2
weights in anorexia Nervosa and bulimia cases is the treatment of choice. infl

i i ! result of
' i i d pelvic peritoneum),’ as a .
i llopian tubes, ovaries an ‘ i
j 0memum’fFaatl'lrc))genic organisms from the vagina a.nd/ or the ent()fllocia1 o
Spreadc?né) PID and acute salpingitis are often interchangeably ;
terms a : _ 1
i imited to tubal infection only. _ '
- Pﬁéscggfil\lzzlterm to differentiate the severltyzf and extent of various
. d colleagues.
introduced by Hemsell an ' ‘ . i~
o Pé?n‘iﬂtr:ftlgct infection (UGTI) and lower genital tract infection (LGTI)
per

onosis, appropriate treatment, follow-up and sequelae.
O t

and assessment of the needs, Each woman will have different priority starting
from fertility issues, hirsutism, delayed secondary sexual development, risk of

)JENCE AND PREVALENCE

; . d
i he disease cannot be diagnose
inci fPID is unknown, because t ; s C ‘
e)l(a(;:n:x?gl?r?icc:)symptoms and signs. Direct visualization of t.he Fa(lil(i)sp;a;}[
tul;: gy lgparoscopy is gold standard but is invasive, lacks sensitivity an

used routinely in clinical practice.
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ETIOLOGY AND PATHOPHYSIOLOGY

i i s multiple
The vaginal flora of a normal, reproductive age-d won‘lanolfnt(l:ll:;eanaemges
aerobic or facultative species, and obligate anaerobic species. ,




38

| —
Chapter 5: Pelvic Infection |
Section 1: Common Gynecologjical ComplaintsﬁAlgorithms

predominate. Some bacteria normally found in the vaginal flora have accesg
the upper reproductive tract.

The female upper genital tract is not sterile, but the presence of these bacterji
does not indicate active infection.6

produce substanceg Such
onindigenous Organismg,
riocins, provide a similar ro]e, They
€ proteinaceous adhesions and attach to the vaging]

produces leukocyte Protease

c inﬂammatory products anq

PROTECTIVE MECHANISMS OF THE VAGINAL FLORA
Within this vaginal ecosy.

stem, some microorganisms
Togen peroxide that inhibit
[ Other antibacteria] compounds, termed bacte
{ have the ability to produc

S

S aa—

f infection
ig. 1 Ascentand spread o ymecolony
eFr:gal1tract infections. In: Copeland LJ (Ed). Textbook of Gy
" gPhiIadeIphia, PA: Saunders. 1993. pp.521)

i COMMON ORGANISMS CAUSING PID®

e: Soper
‘ Sexually Transmitted organisms

‘ * Bacteria then enters Fallopian tubes and ovaries which become infected
¢ Infection can leave Fallopian tube and s

v

l Hydrosalpinx or pyosalpinxJ

i — :

‘ di ) Exudate pours through e?e(gtdfhtz g:/z}l"y
Qrganisrtrll? Sgogt‘aNr;Z(')(:sly e abdominal ostium
- within 2—

. At i
Anaerobic bacteria iological changes in acute pelvic infection |
‘ Chlamydia trachomatis ] 65-750, Bacteroides spp. Flow chart 1 Pathophysiolog . o N w
‘ Neisseria gonorrhoege S Peptostreptococcus spp. (" Involvement of tube is almost always bilateral an 1
| Viruses and Protozoa (rare) Prevotella spp. ) uove menses due towloss of genital defense |
{l Herpes simplex virus 7 \
‘ Trichomonas vaginalis - oyl /
; : truction of the cilia, epithelial cells and microvilli ‘p
| Endogenous organisms Facultative (aerobic) bacteria Gross des (starting in the endosalpinx) ;
\ Genital tract Mycoplasma Escherichia colj ‘
\f‘ Mycoplasma genitalium Gardnerella vaginalis l “
s i T in the tube are
;‘ Mycoplasma homm{s Haemophilus influenzae e Acute inflammatory reaction: All the layers in ‘
f Ureaplasma urealyticum Streptococcus spp. . involved
[‘ Mixed anaerobic and facultative bacteria (similar to BV-associated Organisms) ¢ \ !
. ; f tube
20-35%. Exfoliated cells and exudates pour into thekljumen of
‘ and agglutinate the mucosal folds ”
| PATHOLOGY v
| . : . - R 7 by indrawing of edematOUS_
| Figure 1 represents the pathology of infection. Abdominal ostium is closed Yend is closed by congestion
| Bacteria enters the vagina Rl 2o adhesions, terine
L G
? * Bacteria pass through cervix and uterus

- =

S

CLINICAL FEATURES?

7 \
i ¢ S iubo-ovarian \
As serous coat is not involved Pelvi_c peritonitis Shsiass (Hip0)
* Minimum criferia Produces only flimsy adhesions pelvic abscess |
- Lower abdominal tenderness oo
- Adnexal tenderness

. d Monga.
(Source: Amso NN, Griffiths A. Pelvic Inflammatory Disease. Shaw, Luesley an
- Cervical motion tenderness

Gynaecology: Churchill Livingstone, Elsevier: 2011. 4th ed)
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Fig. 2 Tubo-ovarian
(Source: Amso NN, Griffith
Gynaecology: Churchill L

Sa:s;e's§ on the right side after acute pelvic infection
he S te vic lnﬂammatory Disease. Shaw, Luesley and Monga
gstone, Elsevier: 2011. 4th ed) (For color version, See Plate 7.)

Fig.3 i i i
g.3 Operative finding during laproscopy of left-sided hydrosalpinx

following pelvic infecti
' ec
(Source: Martens M. Pelvic inflammatory diseas o

. Te-linde’s i
1 € operative
Oth ed. 2011. Pp.660-86.) (For color version, See Plate 7) esloay.

» Additional criterig®
- Oral temperature >38.3°C (101°F)
: élbnormal cervical or vaginal discharge
evated erythrocyte sedimentation rate
- Elevated C-reactive protein
- Laboratorydocumentation
or-Chlamydia trachomatis
o Definitive criterigh

_Hi a1,
1stopathologic evidence of endometritis on endometrial biopsy

- Tubo-ovarian abscess o
i 1 N sonography or other radiologi
Laparoscopic abnormalities consistent with PID (Figo.%c e

b= s o .
fcervical infection with Neisseria gonorrhoege

e€ssary morbidity. These additio
gnosis of the minimum crite
0sing PID are warranted in g

increase the specificity of the dia.
PThe definitive criteria for diagn

ldit nal criteria may be used to
tia listed previously
elected cases
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COMPLICATIONS
Fitz-Hugh-Curtis Syndrome

This comprises right upper quadrant pain associated with perihepatitis
which occurs in PID. Although laparoscopic division of hepatic adhesions
has been performed, there is insufficient clinical evidence to make specific
recommendations for treatment beyond those for uncomplicated PID.!!

DIAGNOSIS (TABLE 1)

« A complete abdominal and pelvic examination should be performed in any
patient with lower abdominal pain.

« The external genital area, the vagina and the cervix should be inspected.

o Serum beta HCG to rule out ectopic pregnancy.

o Endocervical swabs should be obtained for Niesseria gonorrhoeae and
Chlamydia trachomatis.

« Cervical erosions should be sampled for herpes simplex virus, if suspected.

o Vaginal smears for culture, pH testing, amine odor whiff testing, normal saline
and KOH wet preparations and Gram stain. Clinical assessment for bacterial
vaginosis includes three of four Amsel’s criteria (clue cells on microscopy).

o Aerobic or anaerobic culture.

Table 1 Diagnostic criteria for PID'0

Minimum Additional diagnostic criteria | Definitive diagnostic criteria
diagnostic ‘
criteria

Endometrial biopsy with histopathologic
Evidence of endometritis (at least 1 plasma

Lower Oral Temperature
abdominal | >38.3°C(101°F)

tenderness cell x 120 field and at least 5 neutrophils
i per x 400 field)
Adenexal Presence of >3 WBCs/HPF on | Transvaginal sonography or other imaging

tenderness | saline microscopy of vaginal | Techniques showing thickened fluid filled
secretions/wet mount tubes, with or without free fluid or tubo-
ovarian complex

Cervical Elevated ESR Gold standard:
motion Laparoscopy demonstrating abnormalities
tenderness consistent with PID, such as Fallopian tube
erythema and /or mucopurulent exudates
Elevated CRP k

Laboratbry documentation
of cervical infection with
NG/CT

Abbrevikations:kPID, pelvic inflammatory disease; WBCs, white blood cells; HPF, high power field;
ESR, erythrocyte sedimentation rate; CRP, C-reactive protein; NG/CT, Neisseria gonorrhoeae/
Chlamydia trachomatis

(Source: Canadian Guidelines on Sexually Transmitted Infections; 2007)

4

—



43

Section 1: C :
ommen Gynecological Complaints—Algorithms Chapter 5: Pelvic Infection

ted pelvic infection

—
Causative organisms

Flow chart2 Management of suspec

¢ Detectio - ive i
n of Gram negative intracellular diplococcic on a Stained )
SIneg

endocervical secretions iti
. » POsitive results of a di i
or Chlamydia trachomatis, or both, esllcieninlg somory

o D(?tection of N. gonorrhoeae an
acid amplification test (NAAT).

* Complete blood count, ESR, CRP and endometria] biopsy.
zligoativellaboratory results do not rule out a diagnosis of PID
Ultrarsrcr)ljnléltrasoqnd‘ study (-ioes notrule out a diagnosis of PI'D

may aid in the diagnosis if tubo-ovarian abscess is s.uspe ted
cted.

DIFFERENTIAL DIAGNOSIS'2

Ectopi y: y pec |
pic plegnanc ' Pregnanc Should be excluded in all women sus i
ted

Neisseria gonorrhoeae
Chlamydia trachomatis
Mycoplasma
Gardnerella

Anaerobic bacteria
(Bacteroides spp. Gram-
positive cocci) L

d C. trachomatis may be enhanced by nye

Lower abdominal pain
Pelvic inflammatory disease

P

Examination Laboratory il

having PID f
Acute d : o | Exaimination investigations |
appendicitis: Nausea and vomiti enera — ) |
i omiting occursi i ' ' PR, BP Per If available: ‘
but onl . g I'sinmost patients o Temp, PR,
y In 50% of those with PID., p with appendicitis abdominte;l e o i smaar of vagindl
examination—Iiowe discharge

abdominal tenderness or

guarding Per Speculum Gram stain for

SS.’Ih I l e een ylll t m ndt C C[ -
E]ui()]rlel’l() 1 e relati n lll p oms a d he menstrual y I

help in the diagnosis.

Torsion or rupture of ovarian cyst. 7 o Examinationf—‘ gonorrhea
Uri ; ] Vaginal/cervical Complete blood

rinary tract infection: Often associated wi ) ! avy, irregul: discharge, congestion, H count (CBC)

micturition, with dysuria and/or frequency of ‘ ulcers Pelvic

The staging of Ve 0 examination— ESR

ging ofacute and chronic PIDs are given in Tables 2 : Uterine/adenexal UIrie inlctosciny for
es2and 3, respectively. ' tenderness, cervical pils calls

E movement tenderness \ |

Note-A urine pregnancy |
test should be done in = i :
all women suspected of . . . |
having PID to rule out v o I
| ectopic pregnancy

Table 2 Staging of acute PID’

Stage | Pathology

-e: Guidelines on Prevention. Management and control of reproductive tract infections

ﬁ&ing sexually transmitted infections. Ministry of Health and Family Welfare and NACO. August,

e, e

e % | Tubercular salpingitis

| (Source: Padubidri VG, Dafta WE e e R
| : 4 ry SN. Howki . —
\New Delhi. Elsevier, 2011. pp.449) 12 and Bourne Shaw s Textbook of Gynaecology.

e St

EMENT (FLOW CHART 2)

arly diagnosis and treatment are crucial to the maintenance of fertility.?
Antibiotics can be administered orally or parenterally, and in inpatient or
outpatient settings.

i |

a)
0
3

Table 3 Staging of chronic pPID!

Stage | Pathology

i e itho i iti = o :

B e ITERIA FOR OUTPATIENT TREATMENT'3

— . 0varian mass with perionitis E !
e e e . Can be recommended for women with mild to moderately severe acute PID because the ﬂ

ical outcomes among women treated with oral therapy are similar to those treated |

Iv | Ruptured tubo- ; e

55 o _ngﬁvarlan abscess : iy 1 parenteral therapy
| cry Tubercular salpingitis e e ients who do not respond to oral therapy within 72 hours should be reevaluated
! VG, Daftary confirm the diagnosis and should be administered parenteral therapy on either an

Source: Padubidri VG, Daftary SN. Howkins a

(
LNew Delhi. Elsevier, 2011, Bp40 nd Bourne Shaw’s Textbook of Gynaeco ~ outpatient or inpatient basis

logy. V

e —
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Outpatient Therapy's
o ; .
onsidered for women with mﬂd-to-moderately severe acute PID

Recommended regimén

Ceftriaxone 250 mg IMin a single dose
Plus
Doxycycline 100 mg orally twice a day for 14 days
i ; With or without
etronidazole 500 mg orally twice a day for 14 days
C e . . Or
efoxitin 2 g IMin a single dose and Probenecid, 1 g orally administere
in a single dose
- : Plus
oxycycline 100 mg orally twice a day for 14 days
. ' With or Without :
etronidazole 500 mg orally twice a day for 14 days
Or
Other parenteral third generation cephalosporin (E g
: Plus’ :
Doxycycline 100 mg orally twice a day for 14 days
’ : With or Without
etronidazole 500 mg orally twice a day for 14 days

d concurrently

ceftizoxime or cefotaxime)

Alternative Oral Regimen

* Use fluoroquinolones (levofl i
" oxacin 500 mg orall i
400 mg orally twice daily for . y once daily or ofloxaci
: 14d i : -
twice daily for 14 days) y ays) with or without metronidazole (500 mg

* Test for gonorrhea should b
e perf instituiti
managed as follows if test is positli)ve: ormed before HOHEEE Thempy an

g
If Cultllle tOI OIIOIIh'ea 18 pOSItl V €, neanllellt Sllou-ld be based on IESUItS Of
- Ij IS()late 18 detel.nlllled to be qulllololle IESlStanf N- gOIZOl 7 }lea palelltela.l
i
’

azithromycin 2 gorally as a si ;
recommended. y single dose to quinolone-based PID regimen is

Parenteral Treatment'3

Recdmmended parenteral regimen A
: Cefotetan 2g IV every 12 hours
- Or !
Cefoxitin 2g IV every 6 hours
S o - Plus
oxycycline 100 mg orally or IV every 12 hours -

Chapter 5: Pelvic Infection

Doxycycline should be administered orally when possible because of pain
associated.

parenteral therapy should be discontinued 24 hours after clinicalimprovement,
but oral therapy with doxycycline should continue for 14 days.

In tubo-ovarian abscess clindamycin or metronidazole with doxycycline can
be used for continued therapy as it provides more effective anaerobic coverage.

Recommended parenteral regimen B

Clindamycin 900 mg IV every 8 hours
Plus
Gentamycin loading dose IV or IM (2 mg/kg) followed by a maintenance dose (1.5 mg/kg)
every 8 hours. Single daily dosing 3-5 mg/kg can be substituted

parenteral therapy should be discontinued 24 hours after clinicalimprovement.
Oral therapy with doxycycline 100 mg twice daily or clindamycin 450 mg orally

four times a day for a total of 14 days.
In tubo-ovarian abscess, clindamycin should be continued rather than

doxycycline as it provides more effective anaerobic coverage.

Alternative Parenteral Regimen

Ampicillin/sulbactam 3 g IV every 6 hours
i Plus
Doxycycline 100 mg orally or IV every 12 hours

CRITERIA FOR HOSPITALIZATION"?

. Surgical emergencies like appendicitis cannot be ruled out

. The patient is pregnant
.« The patient does not respond clinically to oral antimicrobial therapy

- The patient is unable to follow/tolerate oral regimen
. The patient has severe illness, nausea and vomiting or high fever

. The patient has a tubo-ovarian abscess
. Consider hospitalization for observed or parenteral therapy in the following cases:

- HiVinfection
— Youth/adolescents (particularly if compliance is an issue)

SPECIAL CASES
Allergy®

Patients known to be allergic to one of the suggested regimens should be treated
with an alternative.

Pregnancy and Lactation'?

PID is uncommon in pregnancy, especially after the first trimester. If present,
however, it is associated with an increase in both maternal and fetal morbidity;
therefore, parenteral therapy is advised although none of the suggested evidence
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b.ased regimens are of .
diagnosis of acute pai
should be sought.

proven safety in this situation.

1 abdomen in pregnancy and ¢ ere is a large differentiq]

onsultation with an expert

In i
trauterine Contraceptive Device and PID"3

i"flhe l‘l.Sk of PID associated with an IUD
sertion and is uncommon after that

In patients wi :
tan intrauteri icei
until after treatm rine device in situ,,th i
ent h ,the device sh
hours). as been started and at least two doseso}ll1 dnotbe removed
ave gone (24 to 48

is i i
confined to the first three weeks afte
T

Adolescents

Consideration should be give

PID if compliance is expecte 1 to hospitalization for ad

d to be an issue. olescents with suspected

Hiv®

longer hospi
pital stays, are .
abscesses an » are at higher risk for the
d are more likely to require surgical m‘:z;’:iolziment of tubo-ovarian
ntion.

to standard antibioti
10tic treatment. To . They r
- 10 consider hospitalizati Yy respond well
ation for treatme
nt.

PID during Pregnancy'3

Inj ceftriaxone
; Plus
~ Injortab erythromycin
. Plus
Inj metronidazole 500 mg TID

SURGICAL, MANAGEMENT!
Indications

* Ruptured abscess

* Failed respons
. i e to medical trea
Uncertain diagnosis. tment

Type of Surgery

* Colpotomy
* Percutaneous drainage
Exploratory laprotomy.

SEXUAL PARTNERS'3

Gonorrhea or chlamydia detected in

appropriately and concurrently with theithe ey praed

ndex patient.

s

Chapter 5: Pelvic Infection

pectrum empiric therapy should also be offered to male partners,

Broad s
example Azithromycin 1 g single dose.

If screening for gonorrhea is not possible,
effective against Neisseria gonorrhoeae should be o
riaxone 500 mg single dose.®

injection ceft
Ppartners should be advised against sexual intercourse,

completed the treatment.

additional specific antibiotics
ffered, for example IM

until they have

' FOLLOW'UP"”
urs is recommended, especially for those with a moderate or

Review at 72 ho
and should show a substantial improvement in

severe clinical presentation,
clinical symptoms and signs.
Follow-up for Moderate/Severe PID At 72 hours

bimanual examination to assess resolution of signs and refer if not

Repeat
improved.

To ask:
Unprotected intercourse?

. Tolerated medication?
Notifiable contacts informed?
o Anyrisk of reinfection? Will nee

contact.

d further treatment if re-exposed to untreated

Follow-up for Mild PID: 1-2 week

repeat STI check in 3-6 months

« Reinfection is common; offer
er therapy may be useful to ensure:

. Further review at 2-4 weeks aft
- Adequate clinical response to treatment
- Compliance with oral antibiotics

Screening and treatment of sexual partners

« Creating awareness of the significance and sequelae of PID

« To repeat pregnancy test, if indicated clinically

« Repeat testing for gonorrhea and Chlamydia at 2-4 weeks is appropriate for

those in whom persisting symptoms.
er outpatient oral or parenteral therapy,

« Ifnoimprovement within 72 hours aft
further assessment of the antibiotic regimen and diagnostics including the
consideration of diagnostic laparoscopy for alternative therapy.

POSTEXPOSURE PROPHYLAXIS OF STI*

yphilis, gonorrhoea and chlamydia:
lly single dose under supervision
Plus

For protection against s
Tab azithromycin 1 g ora

Tab cefixime 400 mg orally single dose
Protection against trichomonas vaginalis:
Tab metronidazole 2 g orally single dose

Or
Tab tinidazole 2 g orally single dose
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FAQs

Have you recently developed any of these symptoms:

STI (Genital infections) Checklist
For Men

e Discharge or pus (drip) from penis

¢ Urinary burning or frequency

* Genital sores (ulcers) or rash or itching
* Scrotal swelling

e Swelling in groin

e Infertility.

For Women

¢ Abnormal vaginal discharge(increased amount, abnormal odor,
color)

* Genital sores, rash or itching
e Urinary burning or frequency

e Dysmenorrhea, menorrhagia, irregular menstrual cycles
 Pain in lower abdomen

e Infertility.

abnormal

High Risk Sexual Behavior

e For all adolescents: Have you begun having any kin
o Ifsexually active, do youuse condom consistently?
* Do you have any reason to think t
disease. If so, what reason?
e Have you had sex with any man, woman, gay or a bisexual?
¢ Have you or your partner had sex with more than one partner?
* Hasyour partner(s) had any genital infections? If so, which ones?
¢ Do you indulge in high-risk sexual behavior like anal sex?
* Do you practice correct and consistent condom usage while having sex. If yes,
whether everytime or sometimes?
e Sex workers: Frequency of partner chan
partners and also with clients.

d of sexual activity yet?

hat you may have a sexually transmitted

ge: Use of condoms with regular

STl History

In the past have you ever had any genital infections, which could have been
sexually transmitted? If S0, can you describe it.

5Tl Treatment History

* Have you been treated in the
(qualified or unqualified)?

* Did your partner receive treatment for the same at that time?

past for any genital symptoms? By whom

49
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i toms? By whom
been treated in the past for any genital symp
een .
HasYOUr PN L ied)? ive history in both
. lilatlsajlfiﬁed or unquahﬁ;‘_i) .history in women and contraceptive history
16 nd obstetric
enstrual @
g;l/[ould pe asked).
14
ROMIC APPROACH BY WHO o hasbeen givenin Table 4.
paio h by World Health Organization
] mic approac
The syndro
i h by WHO)
| 4 Vaginal discharge (syndromic approach by ‘ R T
k- i oniasis | Candidiasis | Bact'er/all Ve
Cha,'acterisrics Trichom it e
- | White
i Mucopuru ‘W
4 | hite | Grey white
| Greenish 11 Curdy W \1 togreen |lent . ﬁ,lrﬁ].l;].’- i‘
! S s PR e ¢ i -
iy [ e | A
o = Negative, | | Positive ’mlﬁNegaﬂwﬁt]; e
et o
el e irritating | - :
e Nonirritating | - L
Pruriti V41+++ WJ'L"MJPT‘;W;_ JrChlamydia 'z
s | Motile  Hyphaeor | Clue | NAAT e
= sis (wet | Motile o 5200 fee
el | Trichomonas SPOTeSEe i e !
“mount) S s 2l

|
T : | Fluconazole in1gorally | -

idazole | | cnlg

B otnent | | Meuron ] Leole | \ ‘1

\ Metronida- x Azithromy- |
\ngingle dose | 150 mg Kly | 200mgTID | single dose | |

TID | orally wee | . |
:orrz;)g:;'g for 6 wie_lf s | igr 7days | | k

= ici 24010
: S e i ed|c|nedocs/en{d S
(Source: Avalabe rom: appswhoint/medicinedocs/en/d.. /2

. ir risk for
EREVENTION lly active women for Chlamydia reduces thelrris
sexually

incidence
. i . : whether the incidenc
Screening and treaﬂﬂi‘l vaginosis is assocxatefi with PID,W11 th bacterial vaginosis
e b;l Cterd by identifying and treating women
of PID can be reduce

is unclear.

CONCLUSION
Delaying treatment

erm sequelae such as
the clinical symptoms
nonspecific. Over
a condition called

for PID increaseis the irrllsk h,;)(fr::,irt
i ility and pelvic pain. ;
s Pfegnanc¥é lgigtlxlrgyacongiderably and area;sltge;l;?
and signs of ac may have very little symgtom S, o on may ha.ve
g R elvic inflammatory disease. e WO with
Fmp aSYmPtOI_naUC ’ rior history of symptoms Of fs gnﬁniﬁve pr
bl ey pof this and because of lack od eectmm o
B Beca‘llcslefor empiric treatment with bro'a a—tslf()1 T A aebic
s thf: S;)(;zorrhoeae, Chlamydia trachomatis
to cover Neisserl
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Flow chart3 Lower abdominal pain
Flow chart 4 Genital ulcer

Patient complai
plaints of
lower abydqminal pain

Syphilis

Benzathine penicillin 24
million 1U IM at single
session

amination t0 confirm
“ence of genital ulceration

Procaine penicillin 1.2 million
|U daily IM for 10 days

OR

Doxycycline 100 mg orally
twice daily for 15 days

OR :
Tetracycline 500 mg orally
times daily for 15 days

Take history (includi
udi
gynecological and &
examine abdomen
and vagina

Treatment appropriate to local
etiologies and antibiotic
| sensitivity pattern

Any of the following

present?
Cervical motion

tenderness or
lower abdominal

1 Migsed or overdue
period

2. Recent tenderness and _Any other :
delivery/abortion vagin discharge f""e$§,j,f9und i
3. Abdominal — ' Granuloma inguinale Chancroid ‘\ i
R i i Ciprofloxacin 500 mg orall it |
i Azithromycin 1 9 orally on 1st p g y I
ey day, then 500 mg orally once a BID for 3 days ,{
day OR w“ |
i
\‘ﬂ

~ tendemess

Erythromycin 500 mg orally I
| QID for 7 days 1|

Manage for PID

Review in 3 days Manage OR : ”'

e -appropriately Azithromycin 1 g orally as a *‘

— single dose I

Lymphogranuloma venerum ]
: 1|

Doxycycline 100 mg orally OR 1\ |

|

Alternative regimeni; gl il

twice daily for 14 days

OR

Erythromycin 500 mg orally, 4
times daily for 14 days

Alternative regimen:

Patient has
‘;‘('E:lm oV d

Ceftriaxone 250 mg IM

Refer patient

Refer the patient for
gynecological opinion
and assessment

etracycline 500 mg orally 4

Before referral

 refe setu
an IV line and applyp
resuscitatory
measur :

4 control of Reproductive Tract
f Health and Family Welfare and ‘

(Source: National Guidelines on Prevention,Management an
Infections Including Sexually Transmitted Infections. Ministry o

NACO. August 2007)
|

Continue treatment until completed
Educate and counse|
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