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CASE

3 Lina is worried about her womb

Lina, a law student aged 20 years, last attended your 
practice one year ago for insertion of the Implanon 
NXT contraceptive implant. She has been 
amenorrhoeic for the past eight months. In the past 
two weeks, she has been experiencing lower pelvic 
pain and pain with sexual intercourse (dyspareunia). 
Lina presents with questions about removing the 
implant. She is now worried about not having her 
period and thinks this may be causing her pain.

Question 1  

What questions will help you assess Lina’s symptoms and her 
risk for sexually transmissible infections (STIs)? 

Further information

Lina informs you that she has been with a new male partner, 
aged 21 years, for the past two months. She last had vaginal 
sex without a condom with him three days ago. They have not 
been using condoms as she is using the contraceptive implant 
and is not concerned about pregnancy. Her relationship with 
her previous sexual partner ended six months ago. 

Before her implant was inserted, she recalls being informed 
that one in five women do not have a period after the implant 
is inserted. She has been happy with her contraceptive 
implant to date, as she does not have to worry about getting 
her period while studying.

Question 2  

What physical examination/s will contribute to your diagnosis? 

Question 3  

What differential diagnoses are you considering in this case of 
new onset low abdominal (pelvic) pain in a young woman of 
reproductive age?

Further information

You talk with Lina about the risk of STIs as she is a young 
woman in a new relationship who is experiencing pelvic 
symptoms. She consents to tests today.

Question 4  

What point-of-care and laboratory investigations will you 
order to assist with your diagnosis? What additional tests 
would you recommend for a sexually active woman?

Further information

Lina gives consent for an abdominal, bimanual and speculum 
examination. During the abdominal exam, Lina reports mild 
suprapubic tenderness. Visualising the cervix during the 
speculum exam, you see a large ectropion and mucopurulent 
discharge at the external cervical orifice (cervical os). You 
collect specimens for Chlamydia trachomatis, Neisseria 
gonorrhoeae and Mycoplasma genitalium nucleic acid 
amplification tests (NAATs) and a high vaginal swab for 
microscopy and culture. During the bimanual examination, 
Lina reports cervical motion tenderness and bilateral adnexal 
pain. She describes the pain as moderate, and she does not 
exhibit any abdominal guarding or rebound tenderness.

Lina also provides a first void sample for pregnancy testing 
and a mid-stream urine sample for urinalysis. You test these 
immediately; the pregnancy test is negative and the urinalysis 
does not detect any abnormalities. Her vital signs are within 
normal limits. 
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Lina agrees to your offer of serology for human 
immunodeficiency virus (HIV) and syphilis to complete 
her check-up. 

Question 5  

You decide on a clinical diagnosis of pelvic inflammatory 
disease (PID). What clinical findings support your diagnosis? 

Question 6  

What is the recommended treatment for PID? 

Question 7  

What information do you need to discuss with Lina to help 
prevent onward transmission and reinfection? What resources 
can support Lina for contact tracing?

Further information

Lina feels confident to discuss treatment and testing with her 
partner. You offer her a factsheet and show her some 

websites that may help (www.letthemknow.org.au and 
www.bettertoknow.org.au). You discuss using the online 
information to initiate a discussion with her partner and using 
the anonymous contact tracing function if she recalls any 
other partners from the past six months and is uncomfortable 
contacting them directly. 

Three days after you see Lina, her cervical swab returns positive 
for C. trachomatis. No change in treatment is required, as the 
antibiotic regimen prescribed at Lina’s first visit treats pelvic 
chlamydia infection. 

Question 8  

What follow-up plans would you make with Lina? 

CASE 3 Answers

Answer 1

A symptom history may include questions about 
the following.1,2 

• Timing of onset and severity of pelvic pain and dyspareunia, 
and whether this is deep or superficial pain. New onset of 
pelvic pain among sexually active women aged under 
25 years is highly predictive of PID with exclusion of 
surgical emergencies.

• Post-coital bleeding. This is the most common sign in 
women with the STI C. trachomatis.

• Vaginal discharge. The patient may notice altered vaginal 
discharge, possibly caused by mucopurulent 
cervical discharge.

• Urinary symptoms. If urinary symptoms are absent, an STI 
diagnosis is more likely. 

• Contraceptive history. Date of contraceptive implant 
insertion and history of negative urine pregnancy test prior 
to insertion. Verify the presence of the implant by palpating 
the inner side of the arm where inserted. The risk of 
pregnancy is less than 0.05% when using the contraceptive 
implant.3 If concerned, do a urine pregnancy test. 
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It is important to build rapport and take a sexual health history 
with a non-judgemental attitude. You can demonstrate this by 
using open body language and explaining that the reason for 
asking questions is to decide what tests to do. Use neutral 
language when discussing sexuality and sexual activity. 
Be careful not to make assumptions about gender and sexual 
orientation. Start with questions about general health and 
lifestyle first, then move on to the sexual history using open 
and closed questions.4 

As Lina has already told you that she is sexually active, 
a brief sexual and risk factor history may include the 
following questions:1 

• When was the last time you had sex?

• Was this a regular or casual partner? 

• How did you have sex with your most recent sexual partner? 
Vaginal sex/oral sex/anal sex? Did you use a condom? 

• Have your partners been male, female or both?

• In the past three months, how many sexual partners have 
you had? (Repeat question about type of sex and condom 
use for all recent sexual contact/partners.)

• Have you ever been diagnosed with (or thought you had) 
an STI?

• Have you ever paid for or been paid for sex? If so, when was 
the most recent time? 

• Have you had any sexual contact overseas in the past 
12 months? If so, in which countries?

Answer 2

Seek consent from Lina to perform an abdominal examination, 
followed by a vaginal speculum and bimanual examination. 
Both examinations are important to support an accurate 
diagnosis. Bimanual examination can elicit cervical motion, 
adnexal and/or uterine tenderness; speculum examination 
allows for visualisation of the cervix to assess the presence of 
mucopurulent discharge and cervicitis. Any of these clinical 
findings support a diagnosis of PID. 

Although a bimanual examination is ideal, if Lina did not 
consent, the inability to perform a bimanual examination 
should not affect your ability to make a provisional diagnosis 
and commence treatment based on presenting symptoms. 
Refer to Table 1.5 

Check Lina’s vital signs for features of systemic infection. 

Answer 3

Differential diagnoses for a new onset low abdominal (pelvic) 
pain in a young woman of reproductive age can be found in 
Table 1.

Answer 4

All women of reproductive age with new onset abdominal or 
pelvic pain should be offered STI testing, a urine pregnancy 
test and urinalysis to assist with diagnosis.1 Transvaginal 

ultrasound is indicated when the pregnancy test is positive to 
exclude ectopic pregnancy and in cases of severe pain or a 
palpable pelvic mass.6 

STI testing

Many STIs are asymptomatic; therefore, it is important to 
consider the likelihood of infection and sequelae of both 
symptomatic and asymptomatic infection when deciding on 
what STI tests to offer. The Australian STI management 
guidelines for use in primary care provide population risk and 
syndromic-based testing recommendations.1 In the case of 
pelvic symptoms, collect endocervical or vaginal swabs and 
order NAAT for C. trachomatis, N. gonorrhoeae and 
M. genitalium. Also collect a high vaginal swab for microscopy 
and culture; this may detect anaerobic bacteria, which are 
implicated in PID. C. trachomatis is the most frequently 
notified STI in Australia, with three-quarters of infections 
detected in the 15–29 year age group.7 Consider offering 
additional investigations as part of a standard STI check-up 
and according to the patient risk profile – this may include 
serology for HIV, syphilis, hepatitis B (if not vaccinated) and 
hepatitis C (if any history of injecting drug use or non-
professional tattooing or piercing). 

Urine pregnancy test

If positive, request an urgent pelvic ultrasound to assess for 
ectopic pregnancy.

Urinalysis

The presence of nitrites or leucocytes plus prominent 
symptoms of dysuria and frequency suggests urinary tract 
infection as a possible differential diagnosis. 

Answer 5

PID is a syndrome of signs and symptoms due to inflammation 
of the upper genital tract in women. Inflammation is caused by 
infection ascending from the vagina and cervix to the upper 
genital tract, and can involve the endometrium, fallopian tubes, 
ovaries and pelvic peritoneum.8 Sexually transmissible bacterial 
infections C. trachomatis and N. gonorrhoeae are known to 
cause PID, with M. genitalium also implicated. Anaerobic 
microbes associated with bacterial vaginosis are commonly 
found in women with PID. Non-STI causes are cervical or pelvic 
instrumentation that introduces vaginal microbes to the upper 
genital tract. Up to 70% of cases have an unidentified cause, 
and the diagnosis of PID is clinically based on signs and 
symptoms.1 

Common risk factors for PID are being under 29 years of age 
and/or having a change of sexual partner. A high index of 
suspicion is necessary in women of reproductive age 
presenting with low abdominal and pelvic pain. Syndromic 
treatment can reduce the severity of infection and reduce the 
risk of long-term poor health outcomes such as ectopic 
pregnancy, infertility and chronic pelvic pain.1 Symptoms can 
vary from asymptomatic to severe.

Kimo Store
Highlight
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Table 1. Common causes of low abdominal (pelvic) pain in women of reproductive age5

This table is intended as a guide to assist with the diagnosis of a new onset of low abdominal (pelvic) pain among women of reproductive age 
but is not an exhaustive list. Note that concurrent diagnoses are common and may result in mixed signs and symptoms. Fever and raised white 
cell count may be present among women presenting with acute pelvic pain from any cause; however, these signs are non-specific and their 
presence or absence does not necessarily support or exclude a specific diagnosis.

Differential diagnosis Typical presentation Findings that support the diagnosis Definitive diagnostic findings

Medical emergencies 

Ectopic pregnancy • Pelvic pain and/or bleeding in 
the first trimester (typically 6 to 
8 weeks) 

• Pain may localise to one side 

• Positive pregnancy test 
• Empty uterus on ultrasound

Ectopic pregnancy identified on 
imaging and/or laparoscopy

Appendicitis • Acute onset (hours to days)
• Migration of pain from peri 

umbilicus to right iliac fossa 
• Systemic symptoms present: 

anorexia, nausea, vomiting 

• Migration of pain from umbilicus to 
right iliac fossa

• Onset of pain not associated 
with menses

• McBurney’s point site of maximal 
tenderness 

Appendicitis confirmed on imaging, 
laparoscopic and/or histological 
findings

Ovarian cyst 
complications  
(rupture /torsion) 

• Sudden onset of unilateral pelvic 
pain, more common in the right 
iliac fossa

• May be associated with 
vaginal bleeding

• Adnexal mass felt on bimanual 
examination

Ruptured ovarian cyst identified on 
imaging and/or laparoscopy

Other causes 

Pelvic inflammatory 
disease (PID)*

Typical pain:
• Onset days to weeks and typically 

starts at the time of disruption of 
blood vessels†

• Similar to period pain in character 
and distribution – initially bilateral 
but may localise to right or left 
iliac fossa

• Deep dyspareunia 
• Pain may refer to right upper 

quadrant‡
• Abnormal or inter-menstrual 

bleeding and/or vaginal discharge 
may be present 

• Age 15 to 30 
• Onset of pain typically occurs 

at the time of disruption of 
blood vessels†

• No migration of pain from 
periumbilicus

• Pain on moving the cervix 
• Rapid response to appropriate 

antibiotic treatment (within 7 days)
Other findings that support the 
diagnosis but their absence does not 
exclude PID
• Chlamydia trachomatis, Neisseria 

gonorrhoeae or Mycoplasma 
genitalium detected§

• Muco-purulent cervical discharge 
on examination 

• Recent diagnosis of chlamydia, 
gonorrhoea or urethritis in the 
woman or a sexual partner 

• New partner in the last 6 months 

Endometritis/salpingitis and/or 
tubo-ovarian abscess identified at 
laparoscopy and/or on histology
Causative organism(s) identified from 
pelvic fluid or endometrial samples 

Urinary tract infection 
(UTI) 

• Dysuria, frequency +/– 
suprapubic pain

• Dysuria, frequency and/or positive 
nitrites on urinalysis (Beware not to 
overdiagnose UTI based on urinary 
dip as this may be positive in the 
presence of PID)

Causative organism identified on 
urine culture

Pyelonephritis • Pain ascends unilaterally from the 
suprapubic area through the iliac 
fossa to the renal angle

• Systemic symptoms may 
be present

• Renal angle tenderness
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Table 1. Common causes of low abdominal (pelvic) pain in women of reproductive age5 (continued)

Other common causes of physiological or chronic pelvic pain that may be concurrent or need to be excluded

Endometriosis • Dysmenorrhoea
• Pelvic pain similar in character 

and distribution to period pain but 
not confined to the first few days 
of menses 

• Deep dyspareunia
• Bowel symptoms may be present 
• Typical chronic rather than an 

acute onset 
• Cyclical nature

• Pain does not respond to PID 
antibiotic treatment 

Endometriosis identified 
by laparoscopic and/or 
histological findings 

Mittleschmerz/mid 
cycle/ovulation pain 

• Typically mild unilateral iliac fossa 
pain last a few hours to a few days

• Mid cycle of a regular 
menstrual cycle

Physiological 
period pain 

• Typically bilateral pelvic pain, onset 
with menstruation 

• Pain may refer to lower back/
upper thighs

• Onset at the time of menstruation, 
last 1–2 days only

*PID encompasses endometritis, salpingitis, tubo-ovarian abscess. Among pregnant women PID may present as pain and/or bleeding in 1st trimester (threatened or complete 
miscarriage) or post-partum (endometritis). 

†Menstruation, following rupture of membranes or instrumentation of the genital tract (eg TOP/ IUCD insertion). 

‡Fitz Hugh Curtis syndrome. 
§It is a sexually transmitted condition although for various reasons no causative organism is detected in up to 70% of cases of PID

Reproduced with permission from NSW STI Programs Unit. GP differential diagnosis: Common causes of lower abdominal (pelvic) pain in women of reproductive age. NSW: 
Surry Hills, NSW STI Programs Unit, [no date]. 

Lina is at risk of PID because of her demographic, her 
history of unprotected sex with a new sexual partner, 
and her presentation with new onset pelvic pain.1 This 
diagnosis is further supported by the findings of cervical 
mucopurulent discharge on examination, as well as 
cervical motion tenderness and adnexal tenderness. 

The presence of any cervical motion tenderness, uterine 
tenderness and/or adnexal tenderness supports the 
diagnosis of PID. Note that vital signs are typically 
within normal limits in women with mild or moderate 
PID. A rapid response to treatment also has a strong 
predictive value for PID.1 

You also inform Lina that it is safe for her to continue 
with the contractive implant as this is highly unlikely to 
be a cause of her symptoms.2 

Answer 6

Immediate treatment is recommended on the basis 
of Lina’s clinical signs and symptoms. As her 
symptoms are mild to moderate, she can be treated 
as an outpatient. 

The aim of outpatient treatment is to treat the most 
common bacteria indicated in PID with broad spectrum 
antibiotics and also provide cover for anaerobic bacteria. 

As antibiotic treatments change, always refer to Australian 
STI management guidelines for use in primary care or eTG 
Antibiotic guidelines for up-to-date treatment guidance. 
The recommended treatment for mild to moderate PID is:1 

• ceftriaxone 500 mg in 2 mL of 1% lignocaine intramuscular 
injection, or 500 mg intravenous, immediately

    plus

• metronidazole 400 mg orally, twice daily for 14 days

    plus

• doxycycline 100 mg orally, twice daily for 14 days.1

Most women can be treated as outpatients, but consider 
inpatient admission if your patient is pregnant, has severe 
symptoms, you have a suspicion of a pelvic abscess or you are 
uncertain of the diagnosis and cannot exclude a 
surgical emergency. 

In patients with an intrauterine contraceptive device, the 
device may be left in place if the patient responds to 
treatment within 48–72 hours. If symptoms persist, removal 
is recommended.1 

In circumstances where a non-sexually transmitted infection 
is suspected, such as following instrumentation, different 
treatment may be recommended.9 
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Answer 7

You advise Lina to avoid sexual intercourse during treatment 
and for a week after treatment is completed for both her and 
her sexual partner/s. You initiate a discussion about contact 
tracing sexual partners: ‘Lina, from what you have told me 
today, your current partner may have an STI and will need to 
have a test and treatment. Would it be okay to talk about how 
you might tell them?’

The aim of the contact tracing discussion is to reduce 
transmission of infection through early detection and 
treatment of STIs for sexual partners. It is recommended to 
test and immediately treat all current sexual partners for 
chlamydia before results are available, as it is a common 
cause of PID and the most common STI in Lina’s age group.1 
If chlamydia infection is confirmed on investigation results, 
contact trace all other sexual contacts of the past six months 
and provide testing and empiric treatment.1 

Answer 8

You advise Lina to come back in three days to assess her 
initial response to treatment and again in 1–2 weeks to assess 
for resolution of her symptoms and check her contact tracing 
of sexual partners. 

Re-infection with chlamydia is common. You set up a 
reminder for Lina to come back in three months to test for 
reinfection. If Lina is asymptomatic at the three-month visit, 
she could be offered the option to self-collect a vaginal swab 
or a urine test for C. trachomatis. In some settings you may 
consider adding a screening test for N. gonorrhoeae because 
of recent increases in notifications of transmission through 
heterosexual sex; and higher rates of infection in Aboriginal 
and Torres Strait Islander people, particularly in remote areas.7

The three-month visit also provides an opportunity to discuss 
any changes in sexual history. When anal sex is identified in 
the sexual history, offer a self-collected anal swab for 
C. trachomatis; if sex work is identified, offer a throat swab for 
N. gonorrhoeae and add N. gonorrhoeae to vaginal and anal 
swab investigation requests.1 Offer testing or retesting for HIV 
and syphilis to cover any window periods for infection or any 
newly identified risks. 

Conclusion 

PID can be challenging to diagnose. Healthcare providers 
need to maintain a low threshold for initiating treatment 
because of to the potential for poor reproductive health 
outcomes if infection is untreated. Testing and treatment of 
current and past partners is an essential part of management 
to reduce the risk of reinfection and onward transmission. 

Resources for patients 

• STI fact sheets for your patients, stipu.nsw.gov.au/
resources/patient-resources

• MSCH sexual health fact sheets, www.mshc.org.au/
default.aspx

Resources for doctors

• Australian STI management guidelines for use in primary 
care, www.sti.guidelines.org.au

• NSW STI Programs Unit, stipu.nsw.gov.au
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