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Abstract

Background: Pelvic inflammatory disease (PID) is the result of infection ascending through the endocervix to the
uterus and fallopian tubes. Inflammation driven by infected host cells appears to be central to the development of
tissue damage and associated reproductive complications. Nonsteroidal anti-inflammatory agents (NSAIDs) therefore
have the potential to reduce the sequelae associated with pelvic infection.

Methods: A search of four electronic reference databases, an internet search for relevant grey literature and a
review of the bibliographies of identified publications was used to identify studies evaluating NSAIDs in the
management of PID. A predefined search strategy was used to identify studies that included women with PID aged
over 16 and diagnosed after 1980. Randomized controlled trials, nonrandomized controlled trials, and cohort
studies with comparison group data were included without language restriction. Two reviewers independently
assessed the studies against agreed criteria and extracted relevant data using a standardized pro forma. A
meta-analysis to calculate the relative risk associated with NSAID use was planned if appropriate.

Results: Forty-three studies were identified. After reviewing abstracts or full texts, two randomized controlled trials
were found to meet the selection criteria for inclusion. The use of NSAIDs was reported to improve tubal patency,
reduce pelvic adhesions and reduce suprapubic pain but the studies were of poor quality with a high risk of bias.
Meta-analysis of the data was not performed.

Conclusions: Insufficient data is available to support or refute the efficacy of NSAIDs in the prevention of short or
long-term complications of PID.
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Background
Pelvic inflammatory disease (PID) is an infectious and
inflammatory disorder of the uterus, fallopian tubes and
adjacent pelvic structures as a result of ascending infec-
tion from the endocervix. The highest prevalence is in
16- to 24-year-olds, reflecting the high rate of bacterial
sexually transmitted infections found in this age group [1].
Complications include infertility, ectopic pregnancy and
chronic pelvic pain, and can result in considerable physical
and emotional morbidity, in addition to a significant fi-
nancial burden on healthcare services.
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Chlamydia trachomatis and Neisseria gonorrhoeae are
the causative agents in approximately 40% of cases of PID
[2].Mycoplasma genitalium,Trichomonas vaginalis, Herpes
simplex type 2, bacterial vaginosis-associated microorgan-
isms and anaerobic organisms endogenous to the vaginal
flora have also been isolated from the upper genital tract,
although their role in the reproductive complications of
pelvic infection remains unclear [3-8]. Inflammation
driven by infected host cells appears central to the de-
velopment of reproductive complications. Epithelial cells
are the primary target of chlamydial infection, and are
thought to initiate and sustain the host response through
the secretion of chemokines, which recruit inflammatory
leukocytes to the site of infection, and which also induce
and regulate the inflammatory process. For example, Toll-like
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receptor-2 acts as a mediator of the innate immune re-
sponse and has a role in both the production of inflamma-
tory mediators and the development of upper genital tract
pathology [9].
The adaptive immune response is also triggered by the

release of inflammatory mediators. The CD4 Th-1 re-
sponse is thought to be the main mechanism of infection
resolution. Reinfection is common and it is proposed that
an amplified Th-1 response to chronic or repeat infection
might promote tissue damage and scarring. Chlamydia
heat shock protein-60 (Chsp60) has been investigated as
the possible cause of a delayed hypersensitivity reaction
leading to a heightened inflammatory response. It has a
highly conserved amino acid sequence, chlamydial and
human sequences being 48% homologous. This similar-
ity may result in an autoimmune response due to cross
reactivity between self-hsp and Chsp-60. However, des-
pite animal data supporting this hypothesis, the PID
Evaluation and Clinical Health (PEACH) study did not
demonstrate a correlation between increased antibody
titres to Chsp60 and PID-related complications [10]. In
contrast, antibodies to Chlamydia trachomatis elemen-
tary bodies, the extracellular form of Chlamydia, were
independently associated with reduced rates of preg-
nancy and elevated rates of recurrent PID at 7 years of
follow-up. It remains unclear whether chlamydial anti-
body titres simply reflect increased exposure, in terms
of either chronicity of infection or reinfection, or if their
presence represents a direct role in pathogenesis.
A number of host factors and cellular responses have

been associated with susceptibility or protection from the
development of reproductive complications. For example,
the production of interferon-γ by peripheral blood mono-
nuclear cells stimulated with Chsp60 has been strongly as-
sociated with protection against new Chlamydia infection
[11]. Host factors that regulate the Th-1 response may also
therefore be important in modifying the risk of long-term
complications.
Current treatment guidelines focus on the eradication

of infection using a regimen of broad-spectrum antibi-
otics [12,13]. The role of surgery is limited to the early
division of adhesions and drainage of pelvic collections.
No treatment is currently recommended to prevent or
reduce the inflammatory process.
Nonsteroidal anti-inflammatory drugs (NSAIDs) are a

group of analgesic drugs that act as nonselective inhibitors
of the cyclooxygenase (COX) enzyme. The COX enzyme
is required for the formation of prostaglandins that regu-
late the inflammatory response. There are two forms of
this enzyme: a constitutive form, COX-1, that is present in
the gastric mucosa, and an inducible form, COX-2; the
latter form is preferentially expressed at sites of inflamma-
tion. Inhibition of the former leads to the well-described
gastric side effects of NSAIDs, and inhibition of the latter
to its therapeutic anti-inflammatory effects. Both COX-1
and COX-2 are expressed in the uterine epithelium at dif-
ferent times in early pregnancy [14], whilst COX enzymes
are also known to be involved in endometrial pathology
[15]. Animal studies have demonstrated that the immu-
noexpression of COX-2 was found to be strongest in
endometrium with acute endometritis compared with
normal endometrium or chronic endometritis [16]. In
addition, COX-2 expression has been found to be an
independent prognostic factor in uterine leiomyosarco-
mas [17].
The role of the COX enzyme in inflammation and adhe-

sion formation in the murine model is well established
and provides a mechanism for NSAIDs, through COX
inhibition, to affect PID outcomes. Trauma to rat paws
has been shown to induce expression of COX-2 and in
turn increase the production of prostaglandin, resulting
in oedema and a hyperalgesic response [18]. This path-
way was blocked following the selective inhibition of
COX-2 with indomethacin. Furthermore, following the
induction of peritoneal fibrosis in rats, provision of NSAID
was shown to reduce the extent and severity of adhesions
in comparison with intraperitoneal saline or placebo [19].
Nonsteroidal anti-inflammatory drugs, commonly used

as analgesics, may therefore provide a means of reducing
the inflammation and subsequent fibrosis that leads to
tubal damage associated with PID and its complications.

Objectives
The objective of this review was to assess the clinical effect-
iveness of NSAIDs (in addition to antibiotic therapy) in
the treatment of PID, including the prevention of long-
term sequelae.

Methods
Search strategy
A search strategy was developed and used to identify
relevant studies (Additional file 1). Databases were
searched between March and May 2011 and again in
June 2014 as follows: MEDLINE from PubMed 1980 to
present, EMBASE 1980 to present, CINAHL 1981 to
present and the Cochrane library. Searches were repeated
in grey literature (Additional file 2) to identify any unpub-
lished and ongoing research. No language restriction was
applied.
Two reviewers independently searched each database,

scanned titles and abstracts, and retrieved papers that ful-
filled the predefined inclusion criteria, described next. In
case of disagreement, a final decision on whether to include
a study was made by consensus with a third reviewer.

Types of study
Randomized controlled trials (RCTs), nonrandomized
controlled trials and cohort studies reporting data from
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a comparison group were eligible for inclusion. Case series
and case reports were excluded.

Types of participant
Studies of females 16 years or over diagnosed clinically
with PID as an inpatient or outpatient since 1980 were
included.

Types of intervention
Studies in which NSAIDs were given for the treatment
of PID in combination with antibiotic therapy and where
data were also reported from a comparison group were
eligible for inclusion. The comparators included placebo
or any intervention given in addition to antibiotic ther-
apy for the treatment of PID, including paracetamol or
opiates.

Types of outcome
Short and long-term clinical markers of effectiveness
were included.
Short term outcomes:

� Severity of pain.
� Time to resolution of pain.
� Length of inpatient stay.

Long-term outcomes:

� Chronic pelvic pain.
� Tubal patency.
� Tubal factor infertility.
� Ectopic pregnancy.
� Miscarriage.

Data extraction
A standardized data extraction form was designed
and, after internal review by the study team, utilized
(Additional file 3). Two reviewers independently extracted
data from the articles and disagreements were resolved
following discussion. The authors of identified papers
were contacted to request additional information where
required. Study quality was assessed using the Cochrane
Risk-of-Bias Tool [20].

Data synthesis
Articles were stratified by type of NSAID and compara-
tor. Key findings were reported.

Results
Forty-three studies were identified by the search strat-
egy. Thirty-six articles were excluded after title and ab-
stract review, as they did not meet the predefined
inclusion criteria. A further five articles were excluded
after full text or abstract review of English translations
(three trials did not include a comparator arm [21-23],
one study compared the efficacy of two different NSAIDs
[24] and one study did not give NSAIDs in addition to
standard antibiotic therapy [25]). The remaining two stud-
ies were included for data extraction. References from
these were reviewed for further relevant studies but none
were identified.

Study design
The two studies included for data extraction were RCTs.
Bassil et al. [26] randomized 40 women with acute salpin-
gitis or PID to receive piroxicam, a nonselective COX
inhibitor, or no NSAID in addition to antibiotic therapy.
Goffi et al. [27] randomized 42 women with mild acute
PID to receive fentiazac, a new NSAID, or placebo in
addition to antibiotic therapy. The duration of follow-
up was short in both studies (9 to 11 weeks [26] and
10 days [27]).

Quality
A risk-of-bias study is outlined in Additional file 4. The
randomization process was not described clearly in ei-
ther of the included studies. The nature of blinding of
the investigator or subject to the intervention received
was not clearly stated in either study. Outcome mea-
sures were not clearly defined and were often subjective.
The basis of some statistical calculations in both trials
was not reported, with only a P value provided. No add-
itional information on study methodology, results or
analysis was received following approaches to the study
investigators.

Outcomes
The chosen outcome measures were different in each
study. Bassil et al. [26] performed a repeat laparoscopy
at 9 to 11 weeks after the start of treatment and evalu-
ated residual inflammation on inspection, peritoneal cy-
tology, histological study of adhesions and tubal patency
(categorized as mild, moderate or severe). These findings
formed the basis of a subjective prognosis regarding fer-
tility for each woman. In contrast, the primary outcome
reported by Goffi et al. [27] was subjective resolution of
adnexal pain on bimanual examination, or suprapubic
and iliac fossa pain on palpation.
The key findings from the included studies are summa-

rized in Table 1. A meta-analysis was not performed,
owing to the heterogeneity and low methodological qual-
ity of the identified studies.

Discussion
Effectiveness of NSAIDs
The studies included in this review provide insufficient
data to support the use of NSAIDs in the prevention of
long-term complications of PID. The use of NSAIDs was



Table 1 Summary of included studies

Study
design

Population Size Antibiotics Control Intervention Analysis Key findings

[26] RCT Acute
salpingitis
or PID

40 Co-amoxiclav 1 g three times daily
doxycycline 200 mg once daily
intravenously for 5 days followed by
co-amoxiclav 500 mg three times
daily for 15 days and doxycycline
200 mg once daily for 21 days

No
NSAID

Piroxicam
20 mg/day
from day 3
post-operation
for 25 days

Per
protocol

Tubal patency: in severe PID,
bilateral patency was seen in 1/7
(14.2%) of placebo group versus 7/9
(77.8%) of intervention group
(P = 0.02, Fisher’s exact test)

Confirmed
by
laparoscopy

Residual adhesions: in severe PID,
more patients in intervention group
had no residual adhesions, 6/9
(66.7%), versus control group, 1/7
(14.3%) (P = 0.06, Fisher’s exact test)

No difference between arms in tubal
patency or residual adhesions for
mild or moderate PID

[27] RCT Mild acute
PID

42 Tetracycline 500 mg four times daily
for 10 days

Placebo Fentiazac
200 mg twice
daily for 7 days

Intention
to treat

Suprapubic pain: resolution of pain
occurred by day 7 in 9/21 (43%) of
patients in the intervention group
versus 5/21 (24%) in the control
group (P = 0.2, χ square)

Clinical
diagnosis

Reduction in overall signs and
symptoms: greater reduction in
average score for severity of signs
and symptoms in the intervention
compared with the placebo group
(figures providing the basis of the
calculation not provided)

Nausea reported in 4/21 patients
receiving fentiazac (1 discontinuation)
versus 2/21 in the control group (no
discontinuations)

NSAID nonsteroidal anti-inflammatory drug; PID pelvic inflammatory disease; RCT randomized controlled trial.
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reported as reducing tubal obstruction, residual adhesions,
pain and overall symptoms but the studies had limited
power and were of low quality.
A role for NSAIDs in the reduction of inflammation

and prevention of adhesions, through COX-2 inhibition,
has been demonstrated in animal models but there is no
comparable data for their effectiveness in altering the clin-
ical course of inflammatory conditions in human subjects.
For example, there is no evidence to suggest that NSAIDs
modify the course of rheumatoid arthritis, where their ef-
fect is limited to symptomatic benefit [28]. Furthermore,
the regular use of NSAIDs has to be balanced against their
significant adverse effects including gastrointestinal haem-
orrhage, renal impairment and interactions with other
commonly prescribed medication.
Inflammation appears to be central to the development

of complications associated with PID and therefore other
agents that modulate the immune system, including corti-
costeroids and biological immune modulators, might have
a role in their prevention. Sanfilippo [29], in a case control
study that involved incision and eversion of rat proximal
uterine horns, treated the animals pre- and postoperatively
with either corticosteroid or normal saline injections. Beta-
methasone phosphate produced a significant reduction in
fibrosis when compared with all other corticosteroids or
control solutions.

Quality of included studies
A small number of individuals were included, with a total
of only 82 patients identified from two studies. The marked
differences between trials in antibiotic regimen used, treat-
ment intervention and outcome measures meant that it
was inappropriate to pool data for analysis. Both studies
were described as RCTs but neither described their method
of generating a random allocation sequence, their method
of allocation concealment or who was blinded to the allo-
cation schedule. A single operator was used to perform the
second-look laparoscopies in the Bassil study [26] in an at-
tempt to reduce inter-observer variability in reporting. It is
not stated, however, whether the operator was blinded to
the intervention received. In the Goffi study [27], there was
no description of the placebo drug and how it compared in
appearance and method of administration to fentiazac. The
pain assessment was not validated and, in view of the sub-
jective nature of pain and its reporting, inadequate blinding
may have introduced bias.
The antibiotic therapy regimen given to women varied

considerably between studies and was suboptimal when
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compared with current management guidelines. European
and American guidelines recommend the use of broad-
spectrum antibiotics to cover Neisseria gonorrhoeae, Chla-
mydia trachomatis, and aerobic and anaerobic bacteria
commonly isolated from the upper genital tract. It is
therefore unclear to what extent a suboptimal antibiotic
regimen might have contributed to the reported clinical
outcomes, including the persistence of pain and inflam-
mation, although if randomization was robust then this
should not have introduced systematic bias. The poten-
tial for bias is summarized in Additional file 4.
Patients included in the Bassil study [26] underwent an

initial laparoscopy during which their presenting diagnosis
was confirmed. This initial procedure enabled adhesioly-
sis, drainage of abscesses and peritoneal cavity lavage to
be performed. Bessil et al. [26] concluded that a signifi-
cantly greater number of those with severe PID treated
with NSAIDs had fewer residual adhesions and a higher
rate of tubal patency at second-look laparoscopy. Whilst
the interventions performed during the initial laparoscopy
were undertaken in both intervention and control groups,
this would not be routinely performed in clinical practice
and may limit the generalizability of the results.
Goffi et al. [27] reported a significant reduction in supra-

pubic pain in the group receiving a NSAIDs, compared
with the control group. However, the basis of the statistical
calculation was not clear from the data presented.
Strengths and weaknesses
This is the first systematic review of the effectiveness of
NSAIDs in the treatment of PID. A comprehensive litera-
ture review including grey literature and unrestricted by
language was performed but it remains possible that rele-
vant studies were missed. All relevant identified articles
were obtained. The review complied with and is reported
according to PRISMA guidelines (Additional file 5). English
translations were obtained for foreign language papers,
including both studies included in the analysis, and a
number of studies were excluded based on translations
of abstracts.
Conclusions
There is insufficient data to support a recommendation
for routine use of NSAIDs in the management of PID
to reduce inflammatory complications. Further RCTs
incorporating currently recommended antibiotic regimens
with objective short and long-term outcome measures are
needed to inform any change in clinical practice.
Key findings
Inflammation is considered central to the development
of acute and chronic reproductive complications of PID.
NSAIDs are used in the management of PID. Animal
studies indicate that NSAIDs may reduce inflammation
and fibrosis.
There is insufficient data to support or refute the efficacy

of NSAIDs in preventing the complications of PID.
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Additional file 2: Grey literature search.

Additional file 3: Data extraction form.
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Abbreviations
COX: cyclooxygenase; NSAID: nonsteroidal anti-inflammatory agent;
PEACH: PID Evaluation and Clinical Health; PID: pelvic inflammatory disease;
PRISMA: preferred reporting items for systematic reviews and meta-analyses;
RCT: randomized controlled trial.

Competing interests
The authors declare that they have no competing interests.

Authors’ contributions
JDCR conceived the idea for study, analyzed the data and helped draft the
manuscript. DD performed the literature search, analyzed the data and
drafted the overall manuscript. EH performed the literature search, analyzed
the data and helped draft the manuscript. RM translated foreign language
articles and helped draft the manuscript. AT helped draft the manuscript. All
authors read and approved the final manuscript.

Acknowledgements
The author wish to thank the Queen Elizabeth Hospital Birmingham Library
staff, the staff at the British Library and the British Bulgarian Society for their
invaluable assistance.

Author details
1Department of Genitourinary Medicine, Whittall Street Clinic, Whittall Street,
Birmingham B4 6DH, UK. 2Department of Genitourinary Medicine, The Fowler
Clinic, New Cross Hospital, Wolverhampton WV10 0QP, UK.

Received: 13 January 2014 Accepted: 10 June 2014
Published: 22 July 2014

References
1. Simms I, Stephenson JM: Pelvic inflammatory disease: what do we know

and what do we need to know? Sex Transm Infect 2000, 76:80–87.
2. Ness RB, Soper DE, Holley RL, Peipert J, Randall H, Sweet RL, Sondheimer SJ,

Hendrix SL, Amortegui A, Trucco G, Songer T, Lave JR, Hillier SL, Bass DC,
Kelsey SF: Effectiveness of inpatient and outpatient treatment strategies
for women with pelvic inflammatory disease: results from the PID
Evaluation and Clinical Health (PEACH) randomized trial. Am J Obstet
Gynecol 2002, 186:929–937.

3. Simms I, Eastick K, Mallinson H, Thomas K, Gokhale R, Hay P, Herring A,
Rogers PA: Associations between Mycoplasma genitalium, Chlamydia
trachomatis, and pelvic inflammatory disease. Sex Transm Infect 2003,
79:154–156.

4. Haggerty CL: Evidence for a role of Mycoplasma genitalium in pelvic
inflammatory disease. Curr Opin Infect Dis 2008, 21(1):65–69.

5. Hillier SL, Kiviat NB, Hawes SE, Hasselquist MB, Hanssen PW, Eschenbach DA,
Holmes KK: Role of bacterial vaginosis-associated microorganisms in
endometritis. Am J Obstet Gynecol 1996, 175:435–441.

6. Haggerty CL, Hillier SL, Bass DC, Ness RB, PID Evaluation and Clinical Health
study investigators: Bacterial vaginosis and anaerobic bacteria are
associated with endometritis. Clin Infect Dis 2004, 39(7):990–995.

7. Cherpes TL, Wiesenfeld HC, Melan MA, Kant JA, Cosentino LA, Meyn LA,
Hillier SL: The associations between pelvic inflammatory disease,

http://www.biomedcentral.com/content/supplementary/2046-4053-3-79-S1.doc
http://www.biomedcentral.com/content/supplementary/2046-4053-3-79-S2.doc
http://www.biomedcentral.com/content/supplementary/2046-4053-3-79-S3.doc
http://www.biomedcentral.com/content/supplementary/2046-4053-3-79-S4.doc
http://www.biomedcentral.com/content/supplementary/2046-4053-3-79-S5.doc


Dhasmana et al. Systematic Reviews 2014, 3:79 Page 6 of 6
http://www.systematicreviewsjournal.com/content/3/1/79
Trichomonas vaginalis infection, and positive herpes simplex virus type 2
serology. Sex Transm Dis 2006, 33:747–752.

8. Paavonen J, Teisala K, Heinonen PK, Aine R, Miettinen A, Lehtinen M,
Grönroos P: Endometritis and acute salpingitis associated with Chlamydia
trachomatis and herpes simplex virus type two. Obstet Gynecol 1985,
65:288–291.

9. Darville T, O'Neill JM, Andrews CW Jr, Nagarajan UM, Stahl L, Ojcius DM:
Toll-like receptor-2, but not Toll-like receptor-4, is essential for
development of oviduct pathology in chlamydial genital tract infection.
J Immunol 2003, 171(11):6187–6197.

10. Ness RB, Soper DE, Richter HE, Randall H, Peipert JF, Nelson DB, Schubeck D,
McNeeley SG, Trout W, Bass DC, Hutchison K, Kip K, Brunham RC:
Chlamydia antibodies, chlamydia heat shock protein and adverse
sequelae after pelvic inflammatory disease: the PID Evaluation and
Clinical Health (PEACH) study. Sex Transm Dis 2008, 35(2):129–135.

11. Cohen CR, Koochesfahani KM, Meier AS, Shen C, Karunakaran K, Ondondo B,
Kinyari T, Mugo NR, Nguti R, Brunham RC: Immunoepidemiologic profile of
Chlamydia trachomatis infection: importance of heat-shock protein 60
and interferon-γ. J Infect Dis 2005, 192(4):591–599.

12. British Association for Sexual Health and HIV Clinical Effectiveness Group
Guidelines. http://www.bashh.org/guidelines.

13. Centre for Disease Control: Pelvic Inflammatory Disease: Guidelines for
Prevention and Management. http://www.cdc.gov/mmwr/preview/
mmwrhtml/00031002.htm.

14. Chakraborty I, Das SK, Wang J, Dey SK: Developmental expression of the
cyclo-oxygenase-1 and cyclo-oxygenase-2 genes in the peri-implantation
mouse uterus and their differential regulation by the blastocyst and
ovarian steroids. J Mol Endocrinol 1996, 6:107–122.

15. Chulada PC, Thompson MB, Mahler JF, Doyle CM, Gaul BW, Lee C, Tiano HF,
Morham SG, Smithies O, Langenbach R: Genetic disruption of Ptgs-1, as
well as Ptgs-2, reduces intestinal tumorigenesis in Min mice. Cancer Res
2000, 60:4705–4708.

16. Roongsitthichai A, Srisuwatanasagul S, Koonjaenak S, Tummaruk P:
Expression of cyclooxygenase-2 in the endometrium of gilts with different
stages of endometritis. J Vet Med Sci 2011, 73:1425–1431.

17. Lee CH, Roh JW, Choi JS, Kang S, Park IA, Chung HH, Jeon YT, Kim JW, Park NH,
Kang SB, Song YS: Cyclooxygenase-2 is an independent predictor of
poor prognosis in uterine leiomyosarcomas. Int J Gynecol Cancer 2011,
21(4):668–672.

18. Seibert K, Zhang Y, Leahy K, Hauser S, Masferrer J, Perkins W, Lee L, Isakson P:
Pharmacological and biochemical demonstration of the role of
cyclooxygenase2 in inflammation and pain. Proc Natl Acad Sci 1994,
91(25):12013–12017.

19. Ezberci F, Bulbuloglu E, Ciragil P, Gul M, Kurutas EB, Bozkurt S, Kale IT:
Intraperitoneal tenoxicam to prevent abdominal adhesion formation in a
rat peritonitis model. Surg Today 2006, 36(4):361–366.

20. Higgins J, Altman D: Assessing risk of bias in included studies. In Cochrane
Handbook for Systematic Reviews of Interventions. Edited by Higgins JPT,
Green S. England: Wiley-Blackwel; 2008:187–235.

21. Chiantera A, Tesauro R, Di Leo S, Meli MT: Nimesulide in the treatment of
pelvic inflammatory diseases. A multicentre clinical trial conducted in
Campania and Sicily. Drugs 1993, 46(Suppl 1):134–136.

22. Stillo A, Rossi A, Lorenzin MG: Methoxybutyrate in the therapy of PID.
Minerva Ginecol 1991, 43(1–2):57–59.

23. Slovacofarma: Clinical trial with Veral in women with parametritis. Akush
Ginekol (Sofiia) 2000, 39(Suppl 2):20–21.

24. Rinaldi JF, Cymbalista N: Comparative study of the efficacy and
tolerability of nimesulide versus sodium diclofenac in the treatment of
acute pelvic inflammatory disease. Arquivos Brasilieros de Medicina 1994,
68(4):229–232.

25. Melis GB: Clinical experience with methoxybutyropate vs bromelin in the
treatment of female pelvic inflammation. Minerva Ginecol 1990,
42(7–8):309–312.

26. Bassil S, Le Bouedec G, Mage G, Pouly JL, Canis M, Wattiez A, Chapron C,
Bruhat MA: The place of anti-inflammatory drugs in the treatment of
acute salpingitis. Journal de Gynecologie Obstertriqu et Biologie de la
Reproduction 1991, 20(8):1063–1067.
27. Goffi PS, Aguiar LF, Vara ASM, Candido De Almeida Moraes FCdA: Fentiazac
in pelvic inflammatory disease: double-blind, randomised, placebo-controlled
study in ambulatory patients. Folha Med 1989, 98(4):241–246.

28. National Institute for Health and Care Excellence: Rheumatoid Arthritis in
Adults. http://guidance.nice.org.uk/CG79/Guidance/pdf/English.

29. Sanfilippo JS, Cox JG, Nealon NA, Barrows GH: Comparison of
corticosteroid therapy in the prevention of pelvic tissue reaction and
adhesion formation. Int J Fertility 1986, 30(4):57–67.

doi:10.1186/2046-4053-3-79
Cite this article as: Dhasmana et al.: The effectiveness of nonsteroidal anti-
inflammatory agents in the treatment of pelvic inflammatory disease: a
systematic review. Systematic Reviews 2014 3:79.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit

http://www.bashh.org/guidelines
http://www.cdc.gov/mmwr/preview/mmwrhtml/00031002.htm
http://www.cdc.gov/mmwr/preview/mmwrhtml/00031002.htm
http://guidance.nice.org.uk/CG79/Guidance/pdf/English

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Objectives

	Methods
	Search strategy
	Types of study
	Types of participant
	Types of intervention
	Types of outcome
	Data extraction
	Data synthesis

	Results
	Study design
	Quality
	Outcomes

	Discussion
	Effectiveness of NSAIDs
	Quality of included studies
	Strengths and weaknesses

	Conclusions
	Key findings

	Additional files
	Abbreviations
	Competing interests
	Authors’ contributions
	Acknowledgements
	Author details
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice


