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Pelvic Pain

· Acute Pelvic Pain

· Pregnancy-related

· Ectopic pregnancy

· Spontaneous, threatened or incomplete abortion

· Non-pregnancy-related

· Acute Pelvic inflammatory disease

a) Cause

· Gonorrhea

· Chlamydia                      

b) Signs and Symptoms

· Pain usually bilateral

· Cervical motion tenderness

· Fever

· Cervical/vaginal discharge

· Adnexa





a) Torsion of Adnexa – twisted ovarian cyst

· Usually unilateral

· Intense progressive pain

· Tense, tender adnexal mass

                  b) Ruptured or hemorrhagic corpus luteal cyst

· Usually bilateral

· Severe, sudden onset of pain

· Endometriosis

· Gastrointestinal 





a) Appendicitis

· Periumbilical pain ( RLQ

· Fever

· Nausea and vomiting

· Anorexia

· Rebound tenderness

Pelvic Inflammatory Disease

	Description


	PID includes infection in the cervix, uterus, ovaries, tubes

	Etiology
	1( pathogens include GC, Chlamydia trachomatis

Disruption of the cervical mucous barrier

· bacterial STD

· bacterial vaginosis

· ovulation or menstruation

Pathogenic and normal bacteria ascend into the endometrium and tube

PID is almost always poly-microbial

The organism that disrupts the cervical mucus may not be the one infecting the tubes.

	
	Procedures increase risk of infection:  postabortion and postpartum, IUD’s, following a 

D & C 

· gonorrhea (Neisseria gonorrhea):  although not as common as in the 1940’s, more likely to cause septicemia.  GC ( Bartholin’s gland ( abscess (initial site of infection)

· Chlamydia trachomatis:  becoming more common than all of the above

· other microbes include Staph aureus, Streptococci, coliforms, Clostridium perfringens, mycoplasma

	Onset


	Increased risk:

· associated with regular douching

· first intercourse before age 15

· greater than 5 lifetime partners

· other STD dx

· less than college educated

· OCP increases risk of GC, CT if exposed, however decreases risk of upper tract infection

· IUD increases risk of infection exposure and upper tract infections

· Any instrumentation of the uterus increases PID risk

up to 20% of women (population dependent) will be diagnosed with PID

Those Dx with mild PID have it about 50% of the time

-transmission via intercourse, IUD, abortion (  women < 35



	
	Incubation is from 2 to 7 days.  Lesions begin in the urethra, Bartholin’s gland or vulva and spread upward leading to inflammation in glands and  acute suppuration .  PID may spread to involve both Fallopian tubes

Infection often remains chronic
Complications include:

· Endometritis:  mucosa and submucosa only 

· acute suppurative salpingitis:
The tubal serosa becomes hyperemic and layered w/ fibrin ( the proximal fallopian tube becomes sealed off from the uterine cavity causing a large abscess to form  ( pus leaks into peritoneal cavity ( fimbriae may become plastered against the ovary (salpingo-oophoritis) ( 
pus collects in the ovary and tube (tubo-ovarian abcess) or tubal lumen 
· scarring of peritoneal cavity:  adhesions w/in loops of bowel, bladder, etc

· scarring in fallopian tube ( ( risk of ectopic pregnancy

	Course
	Short term Sequellae

-tubo-ovarian abscesses

Long term Sequellae

-can cause infertility

(risk of ectopic pregnancy

	Sn/Sx


	-lower abdominal pain:  mild at onset that progressively worsens over several days, can be suprapubic, RLQ and LLQ, painful sexual intercourse

-fever

-vaginal dc

-abnormal uterine bleeding

-Sx at/ after onset of menses

-often presents during or after menstruation (w/in 7-10 days)



	
	· Bartholin’s gland abscess, pelvic pain, adnexal tenderness, vaginal d/c, fever, menstrual abnormalities, dysmenorrhea

· "acute abdomen", peritonitis, disturbed intestinal function (sounds and diarrhea, etc), intestinal obstruction d/t adhesions of SI to pelvic organs 

· bacteremia:  1( d/t strep or staph, possible endocarditis, meningitis, arthritis, permanent infertility

	Physical Exam


	Severe case:  abdominal guarding, rebound tenderness, copious purulent vaginal discharge, movement of cervix or palpation of adnexa produces severe pain

	DDx


	appendicitis:  more anorexia, N/V, pain is less prolonged, indolent

	Dx
	-usually clinical

-CBC, laproscopy, culture

	
	All 3 of:

1. abdominal direct tenderness, w/ or w/o rebound tenderness

2. tenderness with motion of cervix and uterus

3. adnexal tenderness

Plus:

· gram stain of endocervix positive for intracellular diplococci

· fever (>38( C)

· leukocytosis (>10,000)

Plus one or more of:

· purulent material from peritoneal cavity by culdocentesis or laparoscopy

· pelvic abscess of inflammatory complex on bimanual examination or on sonography
	Indications for Hospitalization:  (From CDC 1993 Sexually Transmitted Diseases Treatment Guidelines, MMUR 42:77)
· all nulliparous women
· presence of tuboovarian complex or abscess
· pregnancy
· all adolescents due to unpredictable therapy compliance
· concurrent HIV infection
· uncertain diagnosis
· gastrointestinal symptoms
· peritonitis in upper quadrants
· presence of an IUD
· Hx of operative or diagnostic procedures
· inadequate response to outpatient therapy



	
	Ectopic Pregnancy
	Ovarian Cysts

	Description


	Implantation outside the endometrium, 1( in uterine tube
	Benign growth of the ovary

	Sn/Sx


	-unilateral pain

spotting, cramping, shortly after first missed period

-gradual hemorrhage produces vomiting, shock, pelvic pain, breast pain, LBP


	-varying degree of tenderness, heaviness,  fever

-abrupt pain may indicate rupture, hemorrhage or torsion 

-unilateral pain

	Etiology
	-for tubal :  50% previous tubal infection
	hormonal imbalance, caffeine

	Onset/ Course


	Suspect any fertile female w/ acute abdominal pain who has had sex w/in 2 months

-abrupt pain, but not all pts have acute abdominal pain

-occurs 1: 100 to 200, ( in non white
	tend to be cyclical

	Physical Exam


	-specific menstrual Hx

-abdominal rigidity/distension, enlarged uterus, cervix is tender to motion

-tender mass may be palpated in fornix or adnexa
	palpable mass in the adnexa

	DDx


	-ovarian cyst
	

	Dx
	Labs:  HCG for preg. 

ultrasound, laproscopy
	sonogram, laproscopy


Suprapubic Pain

	
	Uterine Myoma- Fibroids
	Endometriosis
	Ovarian Cancer

	Description


	Myometrial growths of the uterus
	
	

	Sn/Sx


	-asymptomatic or hyper-menorrhea/menorrhagia

-polymenorrhea

-pressure on adjacent structures

-suprapubic pain
	-suprapubic pain aggravated by menses

-severe dysmenorrhea 
	Advanced:  vague lower abdominal discomfort and mild digestive complaints, inappropriate endometrial bleeding, abdominal swelling, ascitic fluid, pelvic pain, anemia

	Etiology
	unknown
	unknown
	

	Onset/ Course


	-Progressively worsening menstrual cycles

-Difficulty w/ becoming pregnant

-Shrink postmeopausally

-Appear in estrogen sens. conditions
	-Women 30-40 y.o.

-Proliferation, bleed, shed cycle

-Pain worsens w/ time

-Sterility d/t scarring caused by inflammation
	1: 100 women,  1( peri/postmenopausal

	Physical Exam


	Palpable mass in uterine surface
	None or tender nodules along uterosacral ligaments or in the cul-de-sac, fixed tender, retroflexed uterus, enlarged ovaries
	palpable mass in the cul-de-sac

	DDx


	
	
	

	Dx
	D&C, U/S
	Laproscopy, biopsy
	ultrasound, laproscopy


