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Abstract 

The global overwhelming prevalence of Chlamydia trachomatis may not be unconnected to the asymptomatic nature of 
the infection. Over 50% of Chlamydia cases can only be detected through diagnosis. Chlamydia is the most diagnosed 
sexually transmitted infection in the United Kingdom and higher rates of infection are found in women than in men. 
Over 64% of diagnosed cases of Chlamydia in the UK are among young adults who are between the ages of 16-24 owing 
to their risky sexual behaviors. Chlamydia is most blame able for urethritis in both men and women. Although there is 
no currently known vaccine against Chlamydia trachomatis however, Chlamydial infection is preventable using 
condoms and treatable using antibiotics. Various programs and policies such as the National Chlamydia Screening 
Program NSCP have been inaugurated in the UK to encourage routine screening of all sexually active individuals and 
those who are particularly at risk. Although, the need to intensify more efforts towards effecting positive behavioral 
change among individuals with risky sexual behaviour. Also, more screening centres should be instituted at various 
locations easily accessible to individuals who are vulnerable to Chlamydial infection. 
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1. Introduction

Chlamydia which causative organism is Chlamydia trachomatis [1] is the most prevalent sexually transmitted infection 
(STI) known in the world, making it a major public health problem [2]. In the UK, Chlamydia is the most diagnosed and 
treated STI among sexually active men and women [3]. The semen of infected men and vaginal fluids of infected women 
are the reservoirs of Chlamydia trachomatis (4). 

One major concern is that, about 70% cases of Chlamydia is asymptomatic and remains unnoticed except through 
screening [5]. However, Chlamydia trachomatis is a contributor to urinary tract infection (UTI) such as non-gonococcal 
urethritis and post-gonococcal urethritis in men which can assume a more complicated form by causing a chronic pain 
and swelling in the epididymis of young men [6]. In women, Chlamydial infection is most prevalent and severe [5]. 
Chlamydia trachomatis causes urethritis and cervicitis in women [6]. Infected women may experience a mucopurulent 
vaginal discharge and even bleeding during and after sexual intercourse [6]. And if not treated, it can result in 
complications such as pelvic inflammatory disease PID which leads to infertility and ectopic pregnancy [7] 

Over the years though inconsistently, highest rate of Chlamydial infection in Europe is usually reported in the UK (ECDC 
2009). Hence, this review aims to critically examine the situation of Chlamydia in the UK, its biological, environmental 
and social determinant as well as identifying the population particularly at risk. Also, current legislation on prevention 
and control of Chlamydia in the UK will be explored and compared with the one being used in the United States of 
America (US).  
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2. Clinical features of Chlamydia 

Chlamydia trachomatis which is gram-negative bacteria exhibits obligate parasitism as it lacks the pathways of carrying 
out its metabolic and biosynthetic processes and relies on the host cell for metabolic and biosynthetic activities [9]. 
Chlamydia trachomatis undergoes a dimorphic metabolic developmental cycle beginning from the non-reproductive 
infectious particles known as elementary body (EB) to the intracytoplasmic reproductive form known as reticulate body 
(RB) [9,10]. Although Chlamydia trachomatis is divided into serovars A, B, Ba, C, D, Da, E, F, G, Ga, H, I, Ia, J, K, L1, L2, L2a 
and L3 according to their distinctiveness in major outer membrane protein (MOMP) but, only Serovars D-K are known 
to cause the sexually transmitted chlamydial infection, while serovars A-C causes trachoma, and L1-L3 are responsible 
for lymphogrnuloma venerum (LGV) [1]. Chlamydia trachomatis has a hemagglutinin which facilitates its attachment to 
the epithelial cells and produces toxins which inflames the tissue cells [9].  

The RB of Chlamydia trachomatis is transmitted from infected humans to vulnerable hosts during sexual intercourse 
[1]. The vaginal and penis of humans are the primary portal of entry of C. trachomatis [4]. Nevertheless, C. trachomatis 
can gain entry through the anus during anal sex and through the mouth during oral sex [1].  

Sexually active men and women including Men who have Sex with Men (MSM) who indulge in unprotected sexual 
intercourse are susceptible to Chlamydial infection [1]. Also, women who share sex toys are at risk of contracting the 
infection [11].  

Following transmission of the EB of Chlamydia trachomatis, it develops into RB and initiates infection in the host’s cell 
[10]. And after about 20 hour of Chlamydial infection and cell division in the vulnerable host’s cell, the RB of the 
organism develops to the EB and ready to be transmitted to another susceptible host [10]. 

3. Epidemiology of Chlamydial infection in the UK 

The asymptomatic nature of Chlamydial infection has often led to the underestimation of the actual prevalence of the 
infection [8]. Nevertheless, there has been increasing trends in the diagnosis of Chlamydia in the UK [3].  

The genitourinary medicine (GUM) clinics reported a 223% (32288 to 104155) increase in the number of diagnosed 
cases of Chlamydia between the year 1995 and 2004, and 8.6% (95,879 to 104,155) increase from year 2003 to 2004 
[12]. In 2007, highest rate of Chlamydial infection in Europe was reported in the UK, with a total number of 121,986 and 
a notification rate of 201 per 100,000 populations [8]. The UK was accountable for about 49% of the total number of 
253,386 diagnosed cases of Chlamydia reported by all member states of the European Union and European Economic 
Area /European Free Trade Area [8]. Furthermore, in the UK, the number of diagnosed cases of Chlamydia increased by 
7%, from 202,773 in 2008 to 217,570 in 2009 [13]. However, early screening and prompt treatment resulted to a 4% 
decrease in the reported number of diagnosed Chlamydial cases in England [14]. Highest rates of Chlamydial infection 
are reported mostly among women as well as young adults who are between the ages 20-24. In the UK about 13% of 
women compared with 10% of men are infected with Chlamydia (Manavi 2006). Also, highest notification rates of 
1,139/100,000 population was observed among women aged 20-24 in the UK compared with the notification rates of 
1,026/100,000 population observed among men aged 20-24 in 2004 [12]. Similarly in 2011, women accounted for more 
than 66% of the total number of about 147,594 reported Chlamydia cases in England among young adults between the 
ages of 15-25 [14]. The increased rates of Chlamydial cases reports is not necessarily due to high susceptibility and 
incidence rates but, due to informed policies on Chlamydial screening [8].  

4. Preventive measures for Chlamydial infection 

Currently, there is no effective vaccine against Chlamydia due to the complexity of the various serovars of Chlamydia 
trachomatis [2]. However, Chlamydia is preventable [16]. Niccolai et al [17] suggested consistent condom use is 87% 
efficient in preventing against the transmission of Chlamydia trachomatis during sexual intercourse, including anal, 
virginal and oral sex [18]. Washing shared sex toys or using a new condom after use by another partner is helpful in 
preventing against Chlamydia transmission [18]  

Chlamydia is treatable using antibiotic [19]. An evidence review conducted by Geisler [20] has shown that, azithromycin 
and doxycycline are very effective in treating Chlamydia. Other useful antibiotics are erythromycin ofloxacin and 
amoxicillin [19]. However, erythromycin may cause gastrointestinal side effects in pregnant women leading to vomiting 
[19]. Therefore, azithromycin is highly recommended for pregnant women because, it is more suitable and tolerated 
with little or no side effects [20].  
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Owing to the asymptomatic nature of chlamydial infection, screening is effective in preventing the spread of the 
infection [21]. Furthermore, respective sexual partners of those diagnosed with Chlamydia are notified, screened and 
treated if they also test positive to the infection [21]. Randomised control trial by Oakeshott et al., (22) has shown that 
early Chlamydia screening and prompt treatment is effective in preventing PID among women. 

4.1 Programmes and policies on Chlamydia prevention in the UK and US 

In the UK, there are programmes and policies as well as awareness campaign programmes which measures with the 
standards used in the United States in controlling and managing Chlamydia [12, 23] 

In England, the National Chlamydia Screening Programme (NCSP) was inaugurated by the UK National Screening 
Committee (NSC) in 2003 with the primary aim of conducting free opportunistic Chlamydia testing for young women 
under the age of 25 who visits the sexual health clinics for any reason, [24]. Nevertheless, the NSCP also recommends 
Chlamydia screening for men under the age of 25 [14]. Although, Wales, Scotland and Northern Ireland are yet set up 
the NCSP but, have published policy documents which address sexual health issues including Chlamydia screening (FPA 
2012b). However, free Chlamydia tests and treatment are also available for every age group in the UK at sexual health 
clinics, GUM clinics, general practitioner (GP) surgery, pharmacies and most contraceptive clinics [26, 27]. Some 
pharmacies and contraceptive clinics may require fee for these services unless you qualify for free prescriptions [27]. 

In the UK, under-25 individuals are encouraged to order free Chlamydia testing kits online using the internet in order 
to carry out self-Chlamydia test in private [26, 27]. Also, free and confidential sexual health counselling, contraception 
and condoms are provided for under-25 men and women in the UK [26]  

Similar to the policy on Chlamydia in the UK, there is a legislation in the US endorsed by the US Preventive Service Task 
Force (USPSTP) and the Centre for Disease Control (CDC) which recommends that all young women who are aged 24 
be annually tested for Chlamydia but, strongly discourages annual Chlamydia screening for those women who are above 
the age of 24 except their partner has been diagnosed with Chlamydia [28, 29].  

The NCSP in England differs from USPSTP in a number of respects because, unlike the NCSP which recommends 
Chlamydia screening for men and women alike [14], the USPSTP does not recommend Chlamydia screening for men, as 
they gave that, there was insufficient evidence to show the benefits of this purpose however, the CDC suggests that 
screening for sexually active men should be considered [30]. Another difference between the NCSP and the USPSTP is 
that, the USPSTP recommends annual screening for all pregnant women under the age of 24 and those above the age of 
24 who are particularly at risk [29] but, the NCSP does not recommend Chlamydia screening for pregnant women 
because of lack of evidence of its efficacy towards reducing the adverse pregnancy outcomes associated with Chlamydia 
[31]. 

5. Discussion 

One of the more significant findings of this research is that, highest rates of Chlamydia in the UK are reported among 
under-25 men and women owing to their high-risk sexual behaviours. Although, various effective policies has been 
inaugurated towards preventing the transmission of Chlamydia in the UK. However, there is need for Scotland, Wales 
and Northern Ireland to set up a policy as the NCSP in England specifically for the population particularly at risk in order 
to curb the high rates of the infection in the regions. Furthermore, efforts should be intensified towards making more 
screening venues available at strategic locations which is easily accessible to under-25 men and women as they are 
particularly at risk of Chlamydia in the UK. This will reduce the queues and the lengthened waiting time experienced at 
GUM clinics. Both the UK and the US policies on managing Chlamydial infection has been effective so far because, the 
number of individuals who turn up for screening at designated centres has increased and more cases are being 
diagnosed, reported and treated [12. 23].  

Immigration has been repeatedly linked to incidence of STIS [32]. Therefore, the recent surge of immigration of diverse 
including those from the African and Asian Pacific regions into the UK has instigated the need for rapid sensitization of 
testing. Situating the GUM centers around ports of entries should be immediately encouraged. Furthermore, a global 
public health action should be encouraged internationally to establish Chlamydia screening centers where they 
currently do not exist.  This will however mitigate international transmission of the STIs.  
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6. Conclusion 

Unless the adopted chlamydia control policies are laced with health promotion intervention that will effect positive 
behavioural change, there will not be a significant change in the high-risk sexual behaviour of individuals. This can be 
achieved using a conceptual framework for behavioural change such as “Health Belief Model” to effect ways in 
supporting individuals who are vulnerable to Chlamydial infection in adopting given preventive guidelines. Moreover, 
efforts should be strengthened in notifying partners of individuals diagnosed with Chlamydial infection so that, they can 
also be screened and treated. This will prevent further spread of the causative organism; Chlamydia trachomatis.  

Compliance with ethical standards 

Acknowledgments 

We thank Silvana Bettiol and Jane Goodman-Brown my tutor and Programme lead respectively at School of Health and 
Social care, Oxford Bookes University United Kingdom who read this review and made recommendations accordingly. 
Not forgetting are Sir and Lady Fred Oreke who funded the essence that produced this review. 

Disclosure of conflict of interest 

The researcher declares no conflict of interests in this review 

References 

[1] Vranic S. Chlamydia trachomatis Infections of the Adults. Sexually Transmitted Infections 2012 (1) 31-45 

[2] World Health Organisation (WHO). Sexually Transmitted Diseases: Chlamydia trachomatis 2012.  

[3] Health Protection Agency (HPA). Genital Chlamydia. 2012a 

[4] Breguet A. Chlamydia. 1st ed. New York: The Rosen Publishing Group; 2007 

[5] Carey A and Beagley K. Chlamydia trachomatis. A Hidden Epidemic: Effects on Female Reproduction and Options 
for Treatment. American Journal Reproductive Immunology 2010 (63): 576–586. 

[6] Bébéar C and de Barbeyrac B (2009) Genital Chlamydia trachomatis infections. Clinical Microbiology infection. 
2009 (15):4-10.  

[7] Rogstad K. Complications in the female and their management. In: Moss T International handbook of Chlamydia, 
3rd ed. Haslemere, UK: Alden Press, 111-121; 2008 

[8] European Centre for Disease Prevention and Control (ECDPC). Surveillance Report: Annual epidemiological 
report on communicable diseases in Europe 2009.  

[9] Becker Y. Chlamydia. In Baron. Medical Microbiology. 4th ed. Galveston: University of Texas press, 39;1996 

[10] European Bioinformatics Institute (EBI). Bacteria Genomes - Chlamydia trachomatis: Chlamydia trachomatis 
causes the venereal disease chlamydia 2012. 

[11] Singh D and Marrazzo J (2009) Sexually Transmitted Infections and Associated Conditions Among Women Who 
Have Sex with Women. The Open Infectious Diseases Journal 2009 (3) 128-134. 

[12] Health Protection Agency (HPA). Mapping the Issues: HIV and other Sexually Transmitted Infections in the United 
Kingdom; 2005 

[13] Health Protection Agency (HPA). Sexually transmitted infections reach almost half a million: Young women most 
at risk; 2010a 

[14] Health Protection Agency (HPA). HIV/Sexually Transmitted Infections (STIs): Genital Chlamydia trachomatis 
diagnoses in young adults in England; 2012b.  

[15] Manavi K. A review on infection with Chlamydia trachomatis. Best Practice & Research Clinical Obstetrics and 
Gynaecology: 2008 (6) 941-951. 

[16] Centre for Disease Control and Prevention. Understanding the Epidemiologic Triangle through Infectious 
Disease: Working the Epidemiologic Triangle; (no date)  



International Journal of Scientific Research Updates, 2022, 04(01), 329–333 

333 

[17] Niccolai L, Rowhani-Rahbar A, Jenkins H, Green S and Dunne D. Condom effectiveness for prevention of Chlamydia 
trachomatis infection. Sexually Transmitted Infection. 2005 (81) 323–325. 

[18] Family Planning Association FPA. Chlamydia: How can I protect myself from Chlamydia and other sexually 
transmitted infections; 2012a 

[19] Miller K. Diagnosis and Treatment of Chlamydia trachomatis Infection. American Family Physician, 2006 (8) 1411-
1416. 

[20] Geisler M. Management of Uncomplicated Chlamydia trachomatis Infections in Adolescents and Adults: Evidence 
Reviewed for the 2006 Centers for Disease Control and Prevention Sexually Transmitted Diseases Treatment 
Guidelines. Clinical Infectious Disease, 2007 (44) 77–83 

[21] Low N, McCarthy A, Roberts T, Huengsberg M, Sanford E, Sterne J, Macleod J, Salisbury C, Pye K, Holloway A, 
Morcom A, Patel R, Robinson S, Horner P, Barton P and Egger M. Partner notification of chlamydial infection in 
primary care: randomised controlled trial and analysis of resource use. British Medical Journal. 2006 (332)14-29 

[22] Oakeshott P, Kerry S, Aghaizu A, Atherton H, Hay S, Taylor-Robinson D, Simms I and Hay P (2010) Randomised 
controlled trial of screening for Chlamydia trachomatis to prevent pelvic inflammatory disease: the POPI 
(prevention of pelvic infection) trial. British Medical Journal. 2010 (340) 16-42 

[23] Centre for Disease Control and Prevention. Chlamydia Screening and Treatment: Legislator policy brief; 2007. 

[24] National Screening Committee (NSC). Chlamydia (adult): The UK NSC policy on Chlamydia screening in adults; 
2012 

[25] Family Planning Association (FPA). Sexually transmitted infections factsheet: Government policy. 2012b 

[26] Brook. Free online postal Chlamydia testing kits for young people. Press release. 2008, 19th Nov.  

[27] National Health Service (NHS).  Chlamydia: Diagnosis; 2011 

[28] Centre for Disease Control and Prevention. Sexually Transmitted Diseases (STDs): Chlamydia - CDC Fact Sheet; 
2012 

[29] United States Preventive Services Task Force (USPSTP). Screening for Chlamydial Infection: Summary of 
Recommendation and Evidence; 2007 

[30] Shaw K, Coleman D, O’Sullivan M and Stephens N. Public health policies and management strategies for genital 
Chlamydia trachomatis infection Risk Management and Healthcare Policy; Dove press Journal. 2011 (4) 57–65 

[31] National Screening Committee (NSC). Chlamydia (pregnancy): The UK NSC policy on Chlamydia screening in 
pregnancy; 2012b 

[32] Norris AH, Loewenberg Weisband Y, Wiles M, Ickovics JR. Prevalence of sexually transmitted infections among 
Tanzanian migrants: a cross-sectional study. International Journal of STD & AIDS. 2017; 28(10):991-1000. 


