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Each year approximately 1 million
women in the United States experi-
ence an episode of symptomatic pel-
vic inflammatory disease (PID).
Women with PID are at increased
risk of chronic pelvic pain, ectopic
pregnancy, and tubal infertility. Af-
ter one episode of PID, a woman’s risk
of ectopic pregnancy increases seven-
fold compared with the risk for
women who have no history of PID.
Approximately 12% of women are in-
fertile after a single episode of PID,
almost 256% after two episodes, and
over 50% after three or more epi-
sodes, Other sequelae associated
with PID include dyspareunia, pyos-
alpinx, tubo-ovarian abscess, and
pelvic adhesions. Overall, such com-
plications are estimated to occur
among 15%-20% of women with PID,
and they often require subsequent
surgical intervention. These medical
consequences of PID are associated
with great emotional stress and can
have a major effect on a woman’s
reproductive health. v

Many women with PID have mini-
mal symptoms, and some are be-
lieved to experience no symptoms
(“silent PID”). Concern about asymp-
tomatic PID stems from high rates of
PID sequelae such as tubal infertility

among women with serologic evi-
dence of previous sexually transmit-
ted infections but no history of overt
illness. Whether such patients were
truly asymptomatic or unrecognized
only because of subtle or atypical
clinical signs is uncertain. In either
case, the best strategies for prevent-
ing PID are: a) prevention of lower-
genital-tract infection with Chlamy-
dia trachomatis and Neisseria gonor-
rhoeae among both men and women,
b) when this fails, early detection of
lower-tract infection followed by
prompt and effective treatment. -
Implementing these two strate-
gies requires the establishment and
maintenance of effective sexually
transmitted disease (STD) control

programs nationally and locally.
Along with appropriate medical man-
agement of illness, essential ele-
ments of such programs include; a)
educating individuals to adopt
healthy behaviors, b) training clini-
cians to counsel patients about risky
behavior, ¢) screening persons at risk
of STD, and d) involving male part-
ners in prevention and management
plans.

Microbial Etiology and
Pathogenesis

Multiple organisms have been im-
plicated as etiologic agents in-PID,

and most cases of PID are associated
with more than one organism. C. tra-



- chomatis, N. gonorrhoeae, and a wide
variety of anaerobic and aerobic bac-
teria are recognized as playing an
etiologic role for PID in the United
States. Mycoplasmas have also been
recovered from the genital tract, but
their role in PID is less clear.

The proportion of women with PID
who are infected with C. trachomatis
or N. gonorrhoeae varies widely,
probably because of variations
among the populations studied, dif-
ferences in the time intervals of the

. investigations, variations in the se-
verity of infection, and differing
methods of microbial investigation.
In the United States, C. trachomatis
has been recovered from the cervix of

5%-39% of women diagnosed as hav- -

ing PID and from the fallopian tubes
among zero to 10% of patients with
PID, Serologic evidence of C. tra-
chomatis infection has been found
among 20%-40% of women with a his-
tory of PID. N. gonorrhoeae has a
particularly wide range of recovery
rates among women with PID, with
isolation rates from the cervix rang-
ing from 27% to 80% and from the
fallopian tubes ranging from 13% to
18%. However, sampling of microor-
ganisms from the fallopian tube has
been difficult.

.have been iso-

In addition — ‘
to C. trachoma- / “Fallopian Tube

tis and N. gon-
orrhoeae, . a| N
wide variety of |
anaerobic and
aerobic (facul-
tative) bacteria |

lated from the
upper-genital
tracts of 25%-
50% of women
with acute PID.
The most com-
mon anaerobic
bacteria found
are Bacteroi-|
des, Peptostrep-
tococcus,

and
Peptococcus \

. ~toras
Cervix

Vagina

species,
whereas the most common faculta-
tive bacteria are Gardnerella vagina-
lis, Streptococcus species, Escherichia
coli, and Haemophilus influenzae.
The syndrome bacterial vaginosis
(BV) has also been suggested as an
antecedent to lower-genital-tract in-
fection that leads to polymicrobial
acute PID; the organisms involved in
BV are similar to the nongonococcal,
nonchlamydial bacteria frequently
isolated from the upper-genital-tract

. of women with acute PID.

PID is believed to result from di-

rect canalicular spread of organisms .

from the endocervix to the en-
dometrial and fallopian tube mucosa.
Both N. gonorrhoece and C. tra-
chomatis commonly cause endocervi-
citis. Between 10% and 40% of
women not treated for gonococcal or
chlamydial cervicitis apparently de-
velop clinical symptoms of acute PID.
Even higher percentages of ascend-
ing infection are detected if en-
dometrial biopsies are used to diag-
nose subclinical endometritis. Non-
canalicular spread of cervical infec-
tions has also been observed, possibly
extendmg via parametnal lymphat-
ics.

At least four factors could contrib-
ute to the ascent of these bacteria
and/or. be associated with the patho-
genesis of upper-genital-tract infec-
tion. First, uterine instrumentation
(e.g., the insertion of an intrauterine
device [IUD]) facilitates upward
spread of vaginal and cervical bacte-
ria. Second, the hormonal changes
during menses, as well as menstrua-
tion itself, leads to cervical altera-
tions that may result in loss of a me-

chanical barrier preventing ascent.

Also, the bacteriostatic effect of cervi- -
- cal mucus is lowest at the onset of

menses. Third, retrograde menstrua-
tion may favor ascent to the tubes
and peritoneum, Finally, individual
organisms may have potential viru-
lence factors associated with the
pathogenesis of acute chlamydial and

,gonoc()ccal PID.

M agmtude of the Prob-
lem of PID

In the 1980s, millions of women in
the United States were afflicted with
symptomatic PID. From 1979
through 1988, an annual mean of
276,100 women were hospitalized for
PID, with approximately 182,000 of
these hospitalizations attributed to
acute PID and the remainder to
chronic PID. During the same period,
women with acute PID made an an-
nual mean of approximately 1.2 mil-
lion visits to private physicians’ of-
fices; approximately 420,000 of these
representing a woman’s initial visit
for PID. However, comparable data
on the number of women seen in pub-
lic clinics, emergency rooms, and hos-
pital outpatient departments in this
10-year period are not available,

Sexually active women in younger

age groups have higher rates of hos- -

pitalization for acute PID but lower
rates of hospitalization for chronie
PID. Data regarding office visits for
PID show the age distribution to be
similar to that of hospitalizations for
acute PID. Women of other than
white race have higher average an-
nual hospitalization rates than white
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women for both acute and chronic
PID. Similarly, rates of office visits
for PID are slightly higher for women
of other than white race. For acute
PID, hospitalization rates are higher
for women who are single, separated,
or divorced than for women who are
married or widowed. For both acute
and chronic PID, average annual hos-
pitalization rates are highest in the
South and lowest in the Northeast,
with intermediate rates in the Mid-
west, and West.

Overall, hospitalization rates for
acute PID declined in the 1980s, al-
though office-visit rates appear to
have remained unchanged. Hospi-
talization rates decreased 36% from
1979 to 1988, from 3.5 to 2.2 hospi-
talizations per 1,000 women. Al-
though hospitalization rates de-
creased for all age groups, a rela-
tively smaller decrease among 15- to
19-year olds (10%) compared with a
40% decrease for the 20- to 24-year
age group resulted in the younger age
group’s having the highest hospitali-
zation rate in 1987-1988, even with-
out adjusting for the proportion of
sexually active women. Finally, hos-
pitalization rates for women of both
racial groups decreased similarly
over the decade, and hospitalization
rates declined in all four geographic
regions.

Risk Assessment

Identifying factors associated with
increased risk of PID can help in both
prevention and management of PID.
Men and women without genital in-
fections who are not engaged in high-
risk sex practices can be encouraged
to maintain healthy behaviors; those
without infection who do acknow-
ledge high-risk behaviors can be tar-
geted for more intensive education
and counseling. For women sus-
pected of having PID, information
about risk indicators should help cli-
nicians in diagnosing PID when more
definitive diagnostic capability, such
as laparoscopy, is not readily avail-
able. However, diagnosis should not
be based solely on knowledge about a
suspected risk factor. Many women
perceived to be at increased risk be-
cause of the presence of a risk indica-
tor will not have PID, and many

~women who do not fit a typical risk

profile will have PID.

Age, socioeconomic status, marital
status, and rural/urban residence
have been correlated with risk of PID
(Table 1), Age is inversely related to
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PID rates and directly correlated
with PID sequelae, (e.g., tubal dam-
age and infertility). Sexually experi-
enced teenagers are three times more
likely to be diagnosed as having PID
than are 25- to 29-year-old women.
Both biological and behavioral char-
acteristics of adolescents may ac-
count for these differences.

Low levels of education, unem-
ployment, and low income as meas-
ures of socioeconomic status have
been associated with increased risk
of PID. However, the extent of the
relationship between lower-genital-
tract infection and socioeconomic
status is not known. Data on marital
status indicate that women who
never married and women who are
divorced or separated are at in-
creased risk of PID. Finally, urban
residence is often suggested to be as-
sociated with increased risk of PID,
but no studies have compared PID
rates among urban and rural popula-
tions.

Individual behavior and practices
are strongly correlated with risk. Al-
though STD-related PID results from
having sex with someone with an
STD, the precise role of sexual behav-
ior in the development of PID re-
mains unclear. Several dimensions of
sexual behavior, however, have been
associated with increased risk of PID.
These include young age at first sex-
ual intercourse, multiple sex part-
ners, high frequency of sexual inter-
course, and increased rate of acquir-
ing new partners within the previous
30 days. ‘

Contraceptive choice affects risk of
PID as well as risk of STD and tubal
infertility (Table 1). Because of com-
plex interrelationships, precise etio-
logic associations are difficult to un-
ravel, .

When properly used, mechanical
and chemical barriers decrease the
risk of STD, PID, and tubal infertil-
ity. Current barrier methods and de-
vices include condoms, diaphragms,
and vaginal spermicides.

Condoms, when used consistently
and correctly throughout sexual ac-
tivity, compared with nonuse and in-
correct use, appear highly effective
for reducing risk of acquisition and
transmission of the STD that causes
PID, leading to decreased risk of hos-
pitalization for PID, tubal preg-
nancy, and tubal infertility. Latex
condoms offer greater protection
against agents that cause STD, par-
ticularly viruses, than natural-mem-
brane condoms.

Vaginal spermicides also appear to

. decrease a woman’s risk of acquiring

bacterial STD, particularly cervical
infection with C. trachomatis and N.
gonorrhoeae. Use of a diaphragm ap-
pears to decrease a woman’s risk for
PID and tubal infertility, although its
precise mechanical protective effect
against PID has not been determined
because most women use a spermi-
cide with a diaphragm. Finally, the
combination of spermicide and dia-
phragm, as well as other combina-
tions of barrier methods, may further
decrease risk of STD and PID.




Risk Variable

Demographic & social indicators
| Age
Socioeconomic status
Marital status
Residence, rural or urban

Individual behavior & practices

Sexual behavior
Number of partners

at first sexual intercourse
Frequency of sexual intercourse
Rate of acquiring new partners

+ 4+ ++

+4++ 4+

Contraceptive practice
Barrier

Hormonal

Intrauterine device

o+

Health-care behavior
Evaluation of symptoms +
Compliance with treatment instruc-
tions

Partner notification

+ +

Others
Douching
Smoking
Substance abuse
Menstrual cycle

+ e+t

o+ + 4+
LI I BE I

L IR R BN J
o 0 09

+ + h
+ 4+ *

+ o ¥+
® & 0 @

Key: (+) increased risk; (-) decreased risk; (¢) no association reported.

Current data on use of oral contra-
ception (OC) and risk of lower- and
upper-genital-tract infection and se-
quelae are inconsistent. Women who
use OC have an increased risk of C.
trachomatis infection of the cervix,
but lower risk of symptomatic, clini-
cally overt PID. No substantial in-
crease or decrease in risk of tubal
infertility occurs among women us-
ing OC. Because of the guestions
raised by these findings, the risk of
PID and its sequelae attributable to
C. trachomatis among women using
OC is undetermined. OC may reduce
the risk of PID that is not attribut-
able to C. trachomatis.

Women who use intrauterine de-
vices (IUDs) are probably at in-
creased risk of PID that may not be
STD-related. Most of this increased

risk occurs in the first months after .

insertion of an TUD. Lower risks of
PID have been reported with the cur-
rent generation of JUDs than with
types used in earlier years.

Health-care-seeking behavior of

both men and women influences the
~ risk of lower- and upper-genital-tract
infection. Prompt evaluation, compli-

4

‘ance with management instructions,

and referral of sex partners are likely
to decrease the risk of PID.

Vaginal douching, menses, ciga-
rette smoking, and substance abuse
have also been suggested asvariables
influencing the risk of PID. Data
from several reports suggest that
women with acute PID are more
likely to have a history of douching

than women without PID. Current

data, however, do not provide suffi-
cient information to determine
whether positive associations are at-
tributable to characteristics of the
women who douche, or to douching
itself. Consequently, no conclusion
can be reached regarding the precise
rPt;lStionship between douching and

Women with chlamydial and/or
gonococcal salpingitis have experi-
enced onset of symptoms substan-
tially more often within 7 days of
onset of menses than at other times
in the menstrual cycle. For nonchla-
mydial, nongonococcal salpingitis,
the reverse relationship has been
found. In two studies examining the
effect of cigarette smoking on relative

risk of having PID, women who were
current smokers had a twofold in-
creased relative risk of PID. A dose-
response relationship was observed
in one study but not in the other.
Finally, alcohol and illicit drug use,
particularly that involving cocaine,
have been associated with gonorrhea
and PID. :

Provider behavior and practices
may also influence the risk PID and
its sequelae. Timely diagnosis and
appropriate treatment of lower-geni-
tal-tract chlamydial and gonococcal
infection among both men and
women can reduce the risk of adverse
consequences among infected indi-
viduals and can reduce the risk of
further transmission to others. Also,
practitioners can influence men’s and
women's risk of infection by provid-
ing effective counseling about their
sexual behavior, health-care-seeking
behavior, and contraceptive practice,
and by convincing them to comply
with management instructions, Fi-
nally, by ensuring timely and effec-
tive treatment of patients’ sex part-
ners, practitioners can reduce risk of
reinfection. Moreover, because the
partners’ infections may be asympto-
matic, interviewing and treating
these persons will help reduce fur-
ther transmission of infection in the
community and may facilitate identi-
fying other infected persons.

Prevention

Preventing PID and its sequelae
can take place on three levels—pri-
mary, secondary, and tertiary pre-
vention, Primary prevention involves
avoiding acquisition of sexually
transmitted infections. Secondary
prevention involves preventing a

lower-genital-tract infection from as-

cending to the upper-genital-tract.
Tertiary prevention involves pre-
venting upper-genital-tract infection
from leading to tubal dysfunction/ob-
struction and functional or structural
damage to other abdominal/pelvic or-
gans. At each of these levels of pre-
vention, communities, individuals,
and health-care providers can play a
role (Table 2). - ‘ ,
Recommended Strategies for
Communities. Community support
is essential if STD-prevention activi-
ties are to succeed. Community-
based approaches to STD/PID pre-
vention should be aimed at providing
a) information, b) motivation, and ¢)
gkills to consumers and providers. In
addition, communities have a respon-
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sibility to provide supportive services
for prevention programs.

A vital element of any community
strategy for prevention of PID is a
community STD-control program to
prevent lower-genital-tract chlamy-
dial and gonococeal infection. Such
programs are important in reducing
both symptomatic and asymptomatic
PID. An STD-control program, in ad-
dition to counseling, disease detec-
tion, and treatment, should include
community health promotion and
education, partner notification,
training  of health-care providers,
and screening for asymptomatic
STD.

Recommended Strategies for
Health-Care Providers. Providers
should play a leading role in prevent-
ing PID and its sequelae (Table 2).
Therefore, clinicians must assume a
greater responsibility for such pri-
mary prevention activities as coun-
seling, patient education, and com-
munity awareness, in addition to
their traditional role of diagnosing
illness and treating patients.

Diagnosis

Clinical diagnosis of PID is diffi-
cult because of the wide variation in
symptoms and signs among women
with this condition. Many women
with PID may exhibit subtle, vague,

or mild symptoms that are not read-
ily recognized as PID. This situation
interferes with timely diagnosis, in-
hibits effective treatment, and con-
tributes to inflammatory sequelae in
the upper-reproductive tract. La-
paroscopy can be used to obtain a
more accurate diagnosis of salpingi-
tis and a more complete bacteriologic
diagnosis. However, this diagnostic
tool is often neither readily available
for acute cases nor easily justified
when symptoms and signs are mild
and/or vague. Moreover, laparoscopy
will not detect endometritis and may
not detect subtle inflammation of fal-
lopian tubes. Consequently, the diag-
nosis of PID is often based on clinical
findings supplemented with results
of cultures or non-culture tests of
sgmples obtained from the endocer-

vix.

The clinical diagnosis of PID is im-
precise. In published studies, when
compared with laparoscopy as the
standard, a clinical diagnosis of
symptomatic PID has a predictive
value positive of approximately two-
thirds. No single historical, physical,

- or laboratory finding is both sensitive

and specific for the diagnosis of PID
(i.e., can be used both to detect all
cases of PID and to exclude all women
without PID). Combinations of diag-
nostic findings, which improve either

General preventive

measures Specific recommendations

Maintain up-to-date Develop an accurate base of information on the diagnosis,

knowledge about the pre- treatment, and prevendon of STD/PID

vention and management )

of STD/PID Complete continuing education courses periodically to update
knowledge on STD/PID prevention and management

Provide effective patient Educate patients about STD/PID and their potential comphca-

education and counseling tions _
Encourage individuals to maintain healthy sexual behavior,
use barrier methods, and adopt healthy medical-care-seeking
behavior

Provide appropriate pre- Screen patients for chlamydia and gonococcal infection rou-

ventive medicine services tinely when indicated

‘ Provide epidemiologic treatment for STD/PID when appropri-

ate

Provide appropriate

medical management for Diagnose STD/PID promptly

illness '
Treat STD/PID promptly and with effective antibiotics
Encourage patients to comply with manégemeht instructions

Ensure examination of

sex partners Encourage infected patlents to refer a]l sex partners‘in need of
medical assessment

Report all STD to appro- Evaluate and treat sex partners appropriately

priate health authorities

Epidemiology Bulletin

sensitivity (detect more women who
have PID) or specificity (exclude
more women who do not have PID),
have done so only at the expense of
the other (i.e., requiring two or more
findings will exclude more women
without PID, but will also reduce the
number of patients with PID who are:
detected). :

Current evidence indicates that
many episodes of PID are unrecog-
nized. Although some women may
have truly asymptomatic (“silent”)
PID, others go undiagnosed because
they or their health-care providers
fail to recognize the implications of
mild or nonspecific symptoms and/or
signs. Because of the potential for
damage to the reproductive health of
women by even these apparently
mild cases of PID, a “low threshold for
diagnosis” of PID is recommended.
The following recommendations for
diagnosing PID are intended to help
clinicians both recognize when PID
should be suspected and gain addi-
tional information to increase their
diagnostic certainty.

Treatment for PID should be insti-
tuted on the basis of minimum clini-

cal criteria for pelvic inflammation
(see boxed text, p6) in the absence of
competing diagnoses (e.g., positive

pregnancy test, acute appendicitis).
Among women with severe clinical
signs, more elaborate diagnostic
evaluation is warranted because in-
correct diagnosis and management

may cause unnecessary morbidity.

Thus, additional criteria should be
used to increase the specificity of di-
agnosis. Routine criteria are those
that are simple to assess; elaborate
criteria are more definitive but are
more expensive and often invasive.

Although not necessary to justify
initial treatment decisions, bacterio-
logic disignosis is helpful. It provides
diagnostic confirmation (thereby im-
proving management and reinforcing
the need to treat sex partners) and
serves as baseline for test-of-cure cul-
tures.

The diagnostic approach outlined
above reflects a growing concern that
PID is often not diagnosed, especially
among women with mild or atypical
clinical signs. Although correcting
this situation is a high public health
priority, three qualifications regard-
ing this more sensitive diagnostic ap-

‘proach must be noted.

_ First, the use of highly sensitive
PID diagnostic criteria means that
many women who do not have PID



will be misdiagnosed and treated for
PID (low specificity). Patients and
their sex partners often have strong
emotional reactions when faced with
the implications of a diagnosis of
STD. The health-care provider must,
therefore, inform a patient of a diag-
nosis of PID carefully. Both the un-

certainty of the diagnosis and the

value of empiric treatment must be
explained clearly.

Second, careful follow-up is neces-
sary. If no clinical improvement has
occurred at 48-72 hours, alternate di-
agnoses (e.g., appendicitis, en-
dometriosis, ruptured ovarian cyst,
or adnexal torsion) should be recon-
sidered. Use of alternate or addi-
tional antimicrobial therapy should
also be considered.

Third, use of even these minimum
clinical criteria may exclude some
women with PID. Clinicians should

6

not withhold therapy from a woman
in whom they suspect PID because of
failure to meet these criteria.

Treatment

Patient Education. The clini-
cian’s role as a health educator is
central to effective management.
Practitioners should explain to
women the nature of their disease
and should encourage them to comply
with therapy and prevention recom-
mendations. Specifically, practitio-
ners should:

¢ Emphasize the need for taking

all the medication, regardless of
symptoms.

o Review contraindications and

potential side effects

o Identify and discuss potential

compliance problems.

e Review the medical purpose of

follow-up evaluation.

¢ Emphasize the need to avoid

sex -until treatment is com-
pleted.

¢ Emphasize the need to refer sex

partners for evaluation and
treatment. '

When medical-care messages are
clear, explicit, relevant, and rigor-
ously delivered by providers, patients
are likely to comply. Reinforcement
of these messages can be achieved by
providing written information. Infor-
mation on written materials for pa-

_tient distribution can be obtained

from your local or state health de-
partment.

Management of Sex Partners.
Treatment for sex partners of women
with PID is imperative. The manage-
ment of women with PID should be
considered inadequate unless their
sex partners have been appropriately
evaluated and treated. Failure to
manage her sex partner(s) effectively
places a woman at risk for recurring
infection and related complications.
Moreover, untreated sex partners
often unknowingly transmit STD in
a community because of asympto-
matic infection,

In clinical settings in which only
women are seen, special arrange-
ments should be made to provide care
for male sex partners of women with
PID. When this is not feasible, clini-
cians should ensure that sex partners
are referred for appropriate evalu-
ation and treatment. After evalu-
ation, sex partners should be empiri-
cally treated with regimens effective
against C. trachomatis and N. gonor-
rhoeae infections.

Hospitalization. The efficacy of
outpatient management for prevent-
ing late sequelae remains uncertain.
A single intramuscular (IM) injection
of cefoxitin or ceftriaxone, even in
conjunction with oral doxycycline for
10-14 days, will provide less complete
antimicrobial coverage for a shorter
duration than regimens recom-
mended for inpatients. Theoretically,
outpatient management could, there-
fore, reduce the likelihood of success-

ful eradication of upper-genital-tract

pathogens and potentially increase
the likelihood of late sequelae. Cur-
rently, no data are available to ade-
quately assess the risks, benefits,
and costs of inpatient versus outpa-
tient treatment for PID, :

As for all serious intra-abdominal
infections, hospitalization should be
considered whenever possible, and is
particularly recommended in the fol-
lowing situations:

o The diagnosis is uncertain,

e Surgical emergencies such as
appendicitis and ectopic preg-
nancy cannot be excluded.

o A pelvic abscess is suspected.

¢ The patient is pregnant.

e The patient is an adolescent
(adolescent patients’ compli-
ance with therapy is unpre-
dictable, and the long-term se-
quelae of PID may be particu-
larly severe for members of this
group). '

e Severe illness precludes outpa-
tient management.

e The patient is unable to tolerate
an outpatient regimen. -

o The patient has failed to re-
spond to outpatient therapy.

o Clinical follow-up within 72
hours of starting antibiotic
treatment cannot be arranged.

Many experts recommend that all

patients with PID be hospitalized so
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that treatment with parenteral anti-

~ biotics can be initiated

Treatment Regimens. Although

- several antimicrobial regimens have

been proven highly effective in
achieving clinical cure, no single
therapeutic regimen of choice exists
for persons with PID, unlike treat-
ment for many specific sexually

~ transmitted organisms. PID is a com-

plex syndrome that encompasses a
broad spectrum of inflammatory dis-
eases (e.g., endometritis, salpingitis,
and tubo-ovarian abscess) that may
be caused by a variety of organisms.
. Guidelines for the treatment of pa-
tients with PID, therefore, have been
designed to provide flexibility in
therapeutic choices. PID therapy
regimens are designed to provide
broad-spectrum coverage of likely
etiologic pathogens. In addition to
considering microbial etiology, selec-
tion criteria for a treatment regimen
should also include institutional
availability, cost-control efforts, pa-

( Inpatient Treatment\
One of the following:

Recommended Regimen A

Cefoxitin 2 g intravenously (IV)
every 6 hours or cefotetan** IV 2
g every 12 hours, plus doxycy-
cline 100 mg orally or IV every 12
hours.

at least 48 hours after the patient
clinically improves. After dis-
charge from hospital, doxycycline
100 mg orally 2 times a day should
be continued for a total of 10-14
days.

Recommended Regimen B

Clindamycin IV 900 mg every 8
hours plus gentamicin loading
dose IV or IM (2 mg/kg of body
weight) followed by a mainte-
nance dose (1.5 mg/kg) every 8
hours.

The above regimen is given for
at least 48 hours after the patient
improves. After discharge from
hospital, doxycycline 100 mg
orally 2 times a day should be con-
tinued for 10-14 days total. Con-
tinuation of clindamycin 450 mg
orally 4 times a day for 10-14 days
may be considered as an alterna-

\> Y,
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The above regimen is given for: |-

tient acceptance, and regional differ- -

ences in antimicrobial susceptibility.
The treatment regimens that fol-

low (see accompanying boxed text) .

are recommendations, and the spe-
cific antibiotics named are examples.
Treatments used for persons with
PID will continue to be broad spec-
trum until more definitive studies
are performed. Any regimen used,
however, should cover C. trachoma-
tis, N. gonorrhoeae, anaerobes, gram-
negative rods, and streptococci.

Continuation of medication after
inpatient treatment is important,
particularly for the treatment of per-
sons who may have C. trachomatis
infection. Clindamycin has more
complete anaerobic coverage than
doxycycline. Although preliminary
data suggest that clindamycin is ef-
fective against C. trachomatis infec-
tion, doxycycline remains the treat-
ment of choice for patients with chla-
mydial disease. Thus, when C. tra-
chomatis is strongly suspected as an
etiologic agent, doxycycline is the
preferred alternative. In such in-
stances, doxycycline therapy may be
started while the patient is hospital-
ized if initiating therapy before hos-
pital discharge is likely to improve
the patient’s compliance.

Clinicians have extensive experi-
ence with both the cefoxitin/doxycy-
cline and clindamycin/aminogly-
coside combinations, Each of these
regimens provides broad coverage
against polymicrobial infection and
has been shown in numerous studies
to be highly effective in achieving

‘clinical cures. However, data are

lacking on the efficacy of these regi-
mens, as well as other regimens, in
preventing late sequelae. Cefotetan

‘has properties similar to those of ce-

foxitin and requires less frequent
dosing. Clinical data are limited on
other third-generation cepha-
losporins (ceftizoxime, cefotaxime,
ceftriaxone), to replace cefoxitin or
cefotetan, although many authorities
believe they are effective. Doxycy-
cline administered orally has
bioavailability similar to that of the
IV formulation and may be given if
normal gastrointestinal function is
present.

Experimental studies suggest that
aminoglycosides may not be optimal
treatment for patients who have
gram-negative organisms within ab-
scesses, but clinical studies suggest
that they are highly effective in treat-
ing persons for abscesses when ad-

(Outpatiént Treatment\
Recommended regimen:

Cefoxitin 2 g IM and probenecid,
1 g orally, concurrently or ceftri-
axone 250 mg IM (or equivalent
cephalosporin), plus doxycycline
100 mg orally 2 times a day for
10-14 days or tetracycline 500 mg
orally 4 times a day for 10-14 days.

Alternative Regimen for
Patients Who Do Not Tolerate
Doxycycline/tetracycline:

Substitute erythromycin 500 mg
orally 4 times a day for 10-14 days
(no data available on this regi-
men).

ministered in combination with
clindamycin. Short courses of amino-
glycosides are given to healthy young
women when serum-level monitoring
is usually not required.

Empiric regimens for oupatient
treatment (see boxed text) provide
broad-spectrum coverage against the
common etiologic agents of PID. No-

tably, these regimens were particu-
larly designed to treat persons with

‘chlamydial and gonococcal infec-

tions; few data are available on the
efficacy of these regimens for treating
persons with PID, particularly non-
chlamydial/nongonococcal PID. Par-
enteral B-lactam antibiotics are rec-
ommended in all cases. The cepha-
losporins are effective in treating per-
sons with gram-negative organisms,
including enteric rods, anaercbic or-
ganisms, and gonococci. Although de-
creased susceptibility of gonococci to
cefoxitin has recently been noted,
clinically evident treatment failure
has not been a problem. Patients who
do not respond to therapy within 72
hours should be hospitalized for par-
enteral therapy. Doxycycline pro-
vides definitive therapy for chlamy-
dial infections, Patients treated on an
outpatient basis need to be monitored
closely and reevaluated in 72 hours.

* Adapted from: Ceniers for Disease Control. Pel-

vic Inflammatory Disease: guidelines for preven-

151')0? and management. MMWR 1991 40(No. RR-
:1-25,

“Othercephalospoﬁnaauchaaceﬁizmime,cefo-
taxime, and cefiriaxone, which provide adequate
gonococcal, other gram-negative aerobic, and an-
aembwcwerage may be utilized in appropriate



Cases of Selected Notifiable Diseases, Viggjnia, October 1 through October 31, 1991.

Disease ‘ ThisYr LastYr 5YrAvg
AIDS 67 3 35 4 17 8 600 530 299
Campylobacter : ) 7 7 3 8 9 526 489 533
Gonorrhea* 1674 - - - - - 15276 15477 14357
Hepatitis A 26 0 12 1 10 3 156 261 233
Hepatitis B v 17 1 3 6 3 4 184 210 807
- Hepatitis NANB 1 0 1 0o o0 o 25 36 B3
Influenza ' 0 0 0 0o 0 o 689 789 2096
Kawasaki Syndrome 1 1 0 0 0 0 23 24 .20
Legionellosis 2 0 1 1 0 0 13 13 12
Lyme Disease 14 3 6 0 3 2 127 112 41
Measles o 0 0 0o 0 0 30 86 74
Meningitis, Aseptic 81 3 34 8 16 20 380 276 . 248
Meningitis, Bacterial™ 14 4 2 4 1 3 110 118 151
Meningococcal Infections 0 0 0 0 0 0 31 46 54
Mumps 2 1 0 1 0 0 55 99 91
Pertussis 2 0 1 0o 1 0 20 18 31
Rabies in Animals 26 3 9 1 7 6 221 171 236
Reye Syndrome -0 0 0 0 0 0 2 1 1
Rocky Mountain Spotted Fever 4 0 0 1 2 1 18 22 25
Rubella 0 0 0 o 0 o 0 1 3
Salmonellosis - 74 14 23 6 16 15 1103 1190 1355
Shigellosis : 12 2 3 5 0 2 334 139 233
Syphilis (1° & 2°)* 67 1 10 11 14 31 776 787 458
Tuberculosis % 3 3 2 0 8 274 320 331

Localities Reporting Animal Rabies: Albemarle 1 skunk; Augusta 1 cat; Fairfax 2 raccoons; Gloucester 1 raccoon; Greensville 4
raccoons; Hopewell 1 bat; Loudoun 5 raccoons; Lunenburg 1 skunk; Nelson 1 skunk; Newport News 2 raccoons; Powhatan 1 bat;
Prince William 2 raccoons; Russell 1 skunk; York 3 raccoons.

Occupational Illnesses: Asbestosis 3; Carpal Tunnel Syndrome 65; Coal Workers’ Pneumoconiosis 24; Lead Poisoning 1; Loss of

Hearing 9; Mesothelioma 2; Repetmve Motion Disorder 6.

*Total now includes military cases to make the data consistent with reports of the other diseases.

“Other than menmgoooceal

Published monthly by the
VIRGINIA HEALTH DEPARTMENT
Office of Epidemiology

P.O. Box 2448

Richmond, Virginia 23218

Telephone: (804) 786-6261

Bulk Rate
U.S. POSTAGE
PAID
Richmond, Va.

Permit No. 936

)



