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MANAGEMENT OF PELVIC INFLAMMATORY
DISEASE

Guide prepared by Alison Garvin, Registrar, and Anna McNulty, Staff Specialist, Sydney Sexual Health Centre, Sydney, NSW

ESR = erythrocyte sedimentation rate; FBC = full blood count; GIT = gastrointestinal; IM = intramuscularly; PCR = polymerase chain reaction; 
PID = pelvic inflammatory disease; PO = orally
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Hospitalise
• Diagnostic laparoscopy
• Laparotomy

Signs of peritonism?

Pregnancy testPositive

Admit for investigations/
management

Consider:
• Ectopic
• Septic abortion
• Miscarriage

Negative

Low suspicion of PID

Outpatient treatment
options

• Bed rest
• IM/PO antibiotics
• Commence contact

tracing/treatment

Review in 2–3 days

Improved Follow up 2–3 days

No infection

Outpatient follow up

Consider:
• Pelvic ultrasound
• Midstream urine
• Diagnostic laparoscopy

Exclude:
• Ovarian/other

gynaecological cause
• GIT disease
• Urinary tract disease

High suspicion of PID

Admit
Monitor
Antibiotics
± Laparoscopy
± Pelvic ultrasound

• Clinically sick
• Other diagnosis possible
• Compliance a problem
• Immunocompromised
• Complicated disease:

peritonitis, abscess/
adnexal masses

• Gram-stain/wet mount
of vaginal/cervical
secretions

• Culture for gonorrhoea
• Chlamydia PCR

(urine/endocervical)
• FBC, ESR

Suspect PID

Patient with:
• Lower abdominal pain
• Abnormal vaginal discharge
• Abnormal vaginal bleeding
• Raised temperature
• Cervical/adnexal tenderness

Yes

No

Yes

No

Continue treatment
for total of 14 days

Not improved


