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            DDiiaaggnnoossiiss  ooff  CChhllaammyyddiiaa  ttrraacchhoommaattiiss  
    QQuuiicckk  RReeffeerreennccee  GGuuiiddee  ffoorr  GGeenneerraall  PPrraaccttiicceess 

SCREENING FOR CHLAMYDIA  

Why screen? Prolonged exposure to chlamydia by chronic infection or frequent reinfections cause tubal damage and lead 
to infertility in about 5 -18%%.

1,2     
PID occurs in 10-15% of untreated women attending GUM with chlamydia.

3,4
 
 

Why screen all under 25 years? Prevalence in 15-24 yr olds is 6%
 5,6

 but over 50%  are asymptomatic.
1,7,8 

Therefore offer opportunistic screening to ALL men 
7,8 

and women <25 attending the surgery for any reason.
9,10 

Are you a low tester? There is a great variation in practice sampling from 0.1-30% of 15-24 year old patients
11  

What do my patients think? Patients say they prefer screening in a GP practice and want you to offer them the test. 

How often should I screen? Offer screening at partner change and at least annually. 

What about those over 25 years? Currently, much GP testing is in older women
12 

who are at much lower risk (1% if 
>30years)

6,13
 Patients OVER 25 years should only be screened if new sexual partner in last 12 months.

6,13-15 

SAMPLING 

 

 

A 

 

B 

 

A 

B 

 

B 

 

How long will it take me? As most young patients know about chlamydia it is now much quicker to offer, explain 
the benefits and how to take the specimen. Patient leaflets are available  from the national screening programme. 

How can I maximise return of specimen kits by patients? It is much better to ask the patient to provide the 
specimen before they leave the surgery – patients say they would prefer this.

 

In women: Submit self-taken vaginal swab specifically for Nucleic Acid Amplification Test (NOT a charcoal 
swab).

16,17 
A first void urine specimen may be accepted by some laboratories, check local laboratory preference.  

In men: first void urine. If urine held in bladder for < hour there is a risk of false negatives if mild infection.
18.19

 

Point of care tests: Current evidence does not support routine use of point-of-care tests for chlamydia in primary 
care.

20
 

Reactive arthritis: In reactive arthritis, take urine  and paired serology, which may detect rising titres.
21,22

  

In symptomatic patients or positive chlamydia test, swabs for other STIs should be taken.
23  

Give patient verbal and written information about chlamydia, other STIs, and safer sex. 
 

B                                      ALSO TEST IF SYMPTOMS OR SIGNS SUGGEST CHLAMYDIA 

In sexually active
  
women with: 

24-26
 
 

In sexually active
  
men with:

 27,29,30-33 

 Menstrual abnormalities: post coital/intermenstrual 
bleeding 

25 
 

 Mucopurulent cervical discharge
27

  

 Inflamed/friable cervix (which may bleed on contact) 

 Deep dyspareunia 

 Urethral syndrome: Frequency/dysuria with –ve  MSU 

 Another sexually transmitted infection including warts
23 

 

 Suspected PID (pelvic pain and tenderness) 

 Tubal infertility or ectopic pregnancy
28

 

 Women undergoing cervical instrumentation (IUCD)
13 

 

 Dysuria (frequency is more suggestive of UTI)
31

  

 Urethral discharge 
27

 

 Urethritis
29 

 

 Epididymitis, epididymo-orchitis in sexually active
32

  

 

In men or women if: 

 Reactive arthritis in the sexually active
21

 

 Parents of infants with chlamydial conjunctivitis or 
pneumonitis

34 
 

 Semen and egg donors
35 

TREATMENT OF UNCOMPLICATED INFECTION 

In patients with signs or symptoms strongly suggestive of chlamydia, start treatment without waiting for test 

results and ensure that steps are taken to treat the sexual partner(s). Treatment for STIs is free in GU clinics. 

A First line treatment in women and men.
36 

 Azithromycin 1g PO stat or  

 Doxycycline 100mg bd PO 7 days 

In pregnancy or breast-feeding
37,38

  

 Azithromycin can be used but is ‘off label’ 

 Alternatives include 

 Erythromycin 500mg bd PO 14 days 

 Amoxicillin 500mg tds PO 7 days             

Advise patient and partner to abstain from intercourse or use safe sex until 7 days post-azithromycin or 

completion of other treatment. 

PARTNER NOTIFICATION
39,40    

B  Local arrangements for contact tracing vary; this may no longer be arranged by your NCSP. 

 Treat current partners irrespective of result.  

 Positive patients: Attempt to contact all sexual partners in last 6 months.
39,41

 

http://www.chlamydiascreening.nhs.uk/
http://www.chlamydiascreening.nhs.uk/ps/assets/pdfs/publications/posters/Initiating_conversations_Leaflet.pdf
http://www.chlamydiascreening.nhs.uk/ps/assets/pdfs/publications/posters/Initiating_conversations_Leaflet.pdf
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RETESTING 

B In patients compliant with treatment & no re-infection risk from untreated partner, NO retesting needed.
26,42

 

In pregnancy perform test of cure, which should always be done after 5-6 weeks.
37,43 

 WHEN TO REFER OR SEEK EXPERT ADVICE 

Consider GUM referral: 

 In symptomatic men and women  

 proven chlamydia  

 multiple sexual partners  

 if dual molecular testing for chlamydia and GC is not 
done and there is local high prevalence of gonorrhoea  

 If high antibiotic resistance to gonorrhoea locally 

Urgent referral: 

 Acute, severe PID or lack of response to treatment  

 Pelvic pain in pregnant or possibly pregnant  

Seek expert advice: 

 Pregnant women (if not referred to gynaecology)
43 

 Complicated upper genital tract infection (but start 
treatment) 

 Intolerance of treatment 

 Doubt about diagnosis (eg equivocal test result, 
atypical symptoms) 

 Persistent symptoms following treatment 

 Difficulty with partner notification 

 If high risk of GC and IM ceftriaxone unavailable. 

TREATMENT OF COMPLICATED UPPER GENITAL TRACT  INFECTION 

(PID, EPIDIDYMITIS)
26,44-49 

 

C 

 

 

 

A 

Women:  
First-line treatment: 

 Ofloxacin 400mg BD PO for 14 days plus 

Metronidazole 400mg BD PO for 14 days
47  

Second-line treatment if high risk of GC:
A 46,48,49 

 Ceftriaxone 500mg IM single dose plus 

 Doxycycline 100mg BD PO for 14 days plus 

Metronidazole 400mg BD PO for 14 days
47 

Women pregnant or breast feeding:
43

 
 Erythromycin 500mg BD PO for 14 days (or 

azithromycin 1g PO stat then 500 mg OD for 4 days) 

plus 

Metronidazole 400mg BD PO for 10-14 days plus 

Ceftriaxone 500mg IM single dose  

(warn women about taste of metronidazole in breast milk)
 

Men:  
 Ofloxacin 200 mg BD for 14 days OR 

 Doxycycline 100 mg BD for 14 days  

 

If Gonorrhoea suspected add 
46,48,49 

 Ceftriaxone 500mg IM single dose  

 
 

 

 

 

 

 

 

 REFER ALL COMPLICATED CASES TO GUM 

Grading of guidance recommendations 

Study Design Recommendation Grade 

Good recent systematic review of studies A+ 

One or more rigorous studies, not combined A- 

One or more prospective studies B+ 

One or more retrospective studies B- 

Formal combination of expert opinion C 

Informed opinion, other information D 

Good practice  

 
LOCAL ADAPTATION: 

 We would discourage major changes to the guidance but the Word format allows minor changes to suit local service delivery 

and sampling protocols.  

 To create ownership agreement on the guidance locally, dissemination should be taken forward in close collaboration 
between primary care clinicians, laboratories and secondary care providers.  

 

Treatment advice can be found on our website:  
http://www.hpa.org.uk/Topics/InfectiousDiseases/InfectionsAZ/PrimaryCareGuidance/     

 

We welcome and encourage opinions on the advice given and future topics to cover.  We would be most appreciative if you could 

email any evidence or references that support your requests for change so that we may consider them at our annual review. 

Comments should be submitted to Dr Cliodna McNulty, Head, HPA Primary Care Unit, Microbiology Laboratory, 

Gloucestershire Royal Hospital, Great Western Road, Gloucester GL1 3NN.   Email: jill.whiting@hpa.org.uk 

http://www.hpa.org.uk/Topics/InfectiousDiseases/InfectionsAZ/PrimaryCareGuidance/
mailto:jill.whiting@hpa.org.uk
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SEARCHES:  

For this review we undertook Medline searches from 2000 to 2010 for chlamydia trachomatis with appropriate second 

search terms for each section of the guidance including: men, women, epidemiology, symptoms, asymptomatic, age, 

urethritis, infertility, GUM, diagnosis, serology, reactive arthritis, treatment, pregnancy and PID. We also consulted 

widely with the BIA, HPA, NCSP and other experts in the field. 
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