gentamicin or oral azithromycin, although the latter agent has not
been studied for this purpose.
For hospitalized patients, the following two parenteral regimens
(Table 163-6) have given nearly identical results in a multicenter
randomized trial:
1. Doxycycline plus either cefotetan or cefoxitin: Administration
of these drugs should be continued by the IV route for at least
48 h after the patient’s condition improves and then followed
with oral doxycycline (100 mg twice daily) to complete 14 days
of therapy.
2. Clindamycin plus gentamicin in patients with normal renal
function: Once-daily administration of gentamicin (with combination of the total daily dose into a single daily dose) has not
been evaluated in PID but has been efficacious in other serious
infections and could be substituted. Treatment with these drugs
should be continued for at least 48 h after the patient’s condition improves and then followed with oral doxycycline (100 mg
twice daily) or clindamycin (450 mg four times daily) to complete
14 days of therapy. In cases with tuboovarian abscess, clindamycin rather than doxycycline for continued therapy provides better coverage for anaerobic infection.

SURGERY
Surgery is necessary for the treatment of salpingitis only in the face
of life-threatening infection (such as rupture or threatened rupture
of a tuboovarian abscess) or for drainage of an abscess. Conservative
surgical procedures are usually sufficient. Pelvic abscesses can often
be drained by posterior colpotomy, and peritoneal lavage can be
used for generalized peritonitis.

ULCERATIVE GENITAL OR PERIANAL LESIONS
Genital ulceration reflects a set of important STIs, most of which
sharply increase the risk of sexual acquisition and shedding of HIV. In
a 1996 study of genital ulcers in 10 of the U.S. cities with the highest
rates of primary syphilis, PCR testing of ulcer specimens demonstrated
HSV in 62% of patients, Treponema pallidum (the cause of syphilis) in
13%, and Haemophilus ducreyi (the cause of chancroid) in 12–20%.
Today, genital herpes represents an even higher proportion of genital
ulcers in the United States and other industrialized countries.
In Asia and Africa, chancroid (Fig. 163-5) was once considered
the most common type of genital ulcer, followed in frequency
by primary syphilis and then genital herpes (Fig. 163-6). With
increased efforts to control chancroid and syphilis and widespread use of
broad-spectrum antibiotics to treat STI-related syndromes, together
with more frequent recurrences or persistence of genital herpes
attributable to HIV infection, PCR testing of genital ulcers now clearly
implicates genital herpes as by far the most common cause of genital
ulceration in most developing countries. LGV due to C. trachomatis
(Fig. 163-7) and donovanosis (granuloma inguinale, due to Klebsiella
granulomatis; see Fig. 198e-1) continue to cause genital ulceration in
some developing countries. LGV virtually disappeared in industrialized
countries during the first 20 years of the HIV pandemic, but outbreaks
are again occurring in Europe (including the United Kingdom), in
North America, and in Australia. In these outbreaks, LGV typically
presents as proctitis, with or without anal lesions, in men who report
unprotected receptive anal intercourse, very often in association with
HIV and/or hepatitis C virus infection; the latter may be an acute infection acquired through the same exposure. Other causes of genital ulcers
include (1) candidiasis and traumatized genital warts—both readily
recognized; (2) lesions due to genital involvement by more widespread
dermatoses; (3) cutaneous manifestations of systemic diseases such as
genital mucosal ulceration in Stevens-Johnson syndrome or Behçet’s
disease; (4) superinfections of lesions that may originally have been
sexually acquired (for example, methicillin-resistant S. aureus complicating a genital ulcer due to HSV-2); and (5) localized drug reactions,
such as the ulcers occasionally seen with topical paromomycin cream or
boric acid preparations.
Diagnosis Although most genital ulcerations cannot be diagnosed
confidently on clinical grounds alone, clinical findings (Table 163-7)

Prognosis Late sequelae include infertility due to bilateral tubal
occlusion, ectopic pregnancy due to tubal scarring without occlusion,
chronic pelvic pain, and recurrent salpingitis. The overall post-salpingitis
risk of infertility due to tubal occlusion in a large study in Sweden was
11% after one episode of salpingitis, 23% after two episodes, and 54%
after three or more episodes. A University of Washington study found
a sevenfold increase in the risk of ectopic pregnancy and an eightfold
increase in the rate of hysterectomy after PID.
Prevention A randomized controlled trial designed to determine
whether selective screening for chlamydial infection reduces the risk of
subsequent PID showed that women randomized to undergo screening had a 56% lower rate of PID over the following year than did
women receiving the usual care without screening. This report helped
prompt U.S. national guidelines for risk-based chlamydial screening
of young women to reduce the incidence of PID and the prevalence
of post-PID sequelae, while also reducing sexual transmission of
C. trachomatis. The CDC and the U.S. Preventive Services Task Force
recommend that sexually active women ≤25 years of age be screened
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FOLLOW-UP
Hospitalized patients should show substantial clinical improvement
within 3–5 days. Women treated as outpatients should be clinically
reevaluated within 72 h. A follow-up telephone survey of women
seen in an emergency department and given a prescription for 10
days of oral doxycycline for PID found that 28% never filled the
prescription and 41% stopped taking the medication early (after
an average of 4.1 days), often because of persistent symptoms, lack
of symptoms, or side effects. Women not responding favorably to
ambulatory therapy should be hospitalized for parenteral therapy
and further diagnostic evaluations, including a consideration of
laparoscopy. Male sex partners should be evaluated and treated
empirically for gonorrhea and chlamydial infection. After completion of treatment, tests for persistent or recurrent infection with
N. gonorrhoeae or C. trachomatis should be performed if symptoms
persist or recur or if the patient has not complied with therapy or has
been reexposed to an untreated sex partner.

for genital chlamydial infection annually. Despite this recommenda- 879
tion, screening coverage in many primary care settings remains low.

Figure 163-5 Chancroid: multiple, painful, punched-out ulcers with
undermined borders on the labia occurring after autoinoculation.
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