Pelvic Inflammatory Disease and Sexually Transmitted Diseases 

STDs

Predisposing factors 

· Multiple sexual partners 

· Unprotected intercourse 

· Immunocompromised state eg. HIV

NB : STDs do not affect uterus as endometrium is shed monthly

Neisseria Gonorrhoea

1. Mainly resides in :

· Urethra – urethritis

· Endocervix – salpingitis 

2. Complications :

· Salpingitis => oophoritis => PID

· Hydrosalpinx => pyosalpinx

Herpes simplex virus 

Presentation :

· Multiple painful ulcers at vulva, vagina, cervix 

· Ulcers 

· Dysuria ( from peri-urethral involvement )

Human Papilloma Virus 

Presentation :

· Painless warts in vulva (most common), vagina, cervix

· Bleeding if warts are abraded eg. During coitus 

· Condylomata acuminata (raised warts) unlikely to be premalignant 

· Flat warts (HPV 16,18) are more sinister 

Trichomonas Vaginalis 

Presentation :

· Purulent, fish-smelling, greenish-yellow discharge 

· Itching also candidiasis

Management of STDs

· HSV – acyclovir (cream ; expensive ; not effective but still used)

· HPV (6,11) 

- treated only when symptomatic i.e. warts 

- podophyllin (given locally; potent drug ; destroys both abnormal and normal tissues therefore apply surrounding skin with Vaseline) ; laser ; electrocautery ; cryotherapy

· Chlamydia trachomatis – doxycycline x 2weeks or erythromycin in pregnancy

· Trichomonas vaginalis – metronidazole 

· Syphilis ( treponema pallidum) – penicillin (high dose) with probenecid 

· Neisseria gonorrhoea – ciprofloxacin or ceftriazone

Endometritis 

1. STDs rarely affect uterus as endometrium is shed monthly

2. Endometritis can occur with 

· Instrumentation eg. D&C, abortion, delivery

· Retained products of contraception

· Prolonged labour 

· Preterm Premature rupture of membranes 

3. Hysteroscopy is contraindicated 

PID

· Infection of the upper genital tract (from the level of the endocervix up)

· Usually as a result of ascending infection and secondary to appendicitis, TOP, STO, D&C

· Most common in fallopian tubes, not endometrium as there is no time for infection to settle

· Gives rise to cervicitis, tubo-ovarian abscess, salpingitis, oophotitis, perisalpingitis, parametritis, pelvic peritonitis (esp. in immunocompromised patients )

Causes 

· STDs 

· IUCDs (esp. when thread is present which becomes the nidus of infection)

· TOPs (post-abortion infection)

Causative organisms 

(usually classified into Gonococcal and Non-gonococcal/chlamydia causes)

Chlamydia trachomatis (commonest; less severe)


Neisseria gonorrhoea
(more severe)

Escherichia coli



Mycoplasma, hominis

Mycoplasma genitalis 


Ureaplasma Urealyticum

Bacteriodes sp.



Klebsiella sp.

Mycobacterium tuberculosis(haematogenous spread)

Presentation 

Acute 





Chronic 

Purulent, foul-smelling vaginal

Dull, protracted pain

discharge 



 

Fever 





Discharge 

Abdominal and adnexal pain
Subfertility (tubal obstruction resulting from fibrosis) ; dysmenorrhoea

Examination findings 

· GE : fever ; tachycardia ; signs of dehydration

· Abdomen : signs of peritonitis (tenderness, rebound, guarding) ; RIF or central tenderness

· Pelvic exam : vagina warmth ; purulent discharge ; cervical excitation (due to peritonitis, blood, ectopic pregnancy) ;  tenderness in fornices ; vague adnexal mass

Differentials of abdominal pain

Ectopic pregnancy ; Appendicitis ; UTI

Investigations 

1. FBC 

· Hb : anaemia 

· WBC : leucocytosis

2. Urine pregnancy test - Exclude ectopic pregnancy which is unlikely if not amenorrhoeic and febrile

3. High vaginal swab : 

· Secretions tend to collect at posterior fornix 

· Both anaerobic an aerobic cultures

· Bacterial vaginosis 

· Candidiasis (do not usually produce acute PID

· Trichomonas vaginalis 

· Escherichia coli

4. Endocervical swab :

· Neisseria gonorrhoea (infect columnar epithelium)

· Chlamydia trachomatis (cultures take a long time so do PCR but more costly)

5. Rectal and urethral swab

6. Urine FEME and culture to exclude urinary tract infection

7. Blood cultures 

8. CRP and ESR (impt in chronic PID when there is low yield of cultures)

9. U/S Pelvis : to investigate adnexal mass esp. pyosalpinx and tubo-ovarian abscess

10. Blood tests for other STDs eg. HIV, syphilis

11. Laparoscopy 

· Most definitive diagnostic method

· Biopsy

· Culture fluid from fallopian tube and pouch of Douglas 

· Better visualization

Management 

1. Antibiotics 

· IV broad-spectrum given before results of culture are back, usually rocephine, flagyl, doxycycline 

· C. trachomatis : tetracylines (doxycycline) ; use erythromycin in pregnancy

· N. gonorrhoea : ceftriazone or ciprofloxacin

· Anaerobes : metronidazole

2. Analgesia

3. If  IUCD is present :

· Remove it and send for culture 

· Use barrier methods which can prevent STDs too

· Use OCP which also causes thickening of the cervical mucus and reduces the chances of ascending infection

4. Monitor progress/response to treatment 

· History – regression of symptoms

· Examination - regression of signs and size

· Investigation – total WBC ; CRP

5. Surgical intervention 

Acute PID : drainage of abscess

Chronic PID : To remove adnexal mass by salpingectomy ; THBSO

Indications :

· Acute PID does not respond to antibiotics within 24-48hrs (proceed to laparoscopy and review diagnosis) 

· Both tubes obstructed with fibrosis 

· Both tubes infected (pyosalpinx)

· Mass found on physical examination but nature not determined by ultrasound

· Intestinal obstruction from adhesions from PID

· Prevent future risk of ectopic pregnancy

6. Contact tracing and checking for other STDs 

Complications of PID

· Spread of infection 

· Chronicity  causing pelvic cripple

· Subfertility (1 PID=15%, 2 PID = 25-30%, 3 PID = 50%)

· Ectopic pregnancy

