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Chapter

Chlamydia Infection from 
Androgical Perspective
Ibrahim Duman

Abstract

Chlamydia trachomatis is a microorganism known for years to cause ocular, 
urogenital, and neonatal infections in humans. It usually causes urogenital system 
infections. The pathogen, which is the most common cause of urethritis in males, is 
one of the sexually transmitted microorganisms. As most males are asymptomatic, 
they do not realize they are infected and act as reservoirs. This causes the incidence 
of urethritis due to chlamydia to increase day by day. Chlamydia urethritis, which 
poses a risk to sexual partners, can cause serious complications if left untreated. In 
this section, we assess the approach to male urethritis due to chlamydia, which is very 
common in urology practice and can cause serious problems if left untreated.

Keywords: Chlamydia, male urethritis, sexually transmitted disease

1. Introduction

Urethritis is an inflammation of the urethra, a fibromuscular tube through which 
urine and semen pass. The main cause of urethral inflammation is infection by sexu-
ally transmitted bacteria. Bacterial agents associated with urethritis are classified as 
gonococcal and nongonococcal [1]. Nonspecific urethritis is a term used for urethritis 
caused by nongonococcal and nonchlamydial pathogens [2]. Chlamydia trachomatis 
is one of the leading causes of nongonococcal urethritis [3]. Together with the gono-
coccal pathogen Neisseria gonorrhoeae, they are the most common causes of sexually 
transmitted infections in men and women [4].

Other common pathogens of nongonococcal urethritis are Mycoplasma genitalium, 
Ureaplasma urealyticum, and Trichomonas vaginalis [5]. The role of Ureaplasma par-
vum and Mycoplasma hominis in urethritis is controversial. There is strong evidence 
that M. hominis can cause urethritis at high microbial loads. However, U. parvum is 
regarded more as a commensal bacterium of the normal microflora and is not consid-
ered a urethritis pathogen [6].

Pathogens that are occasionally detected in patients with urethritis but rarely 
identified as causes of infectious urethritis include herpes simplex virus, adenovi-
ruses, Treponema pallidum (endourethral chancre), Haemophilus influenzae, Candida, 
Neisseria meningitis, Escherichia coli, and streptococci. These are transmitted by direct 
contact via the oral, anal, or vaginal route, depending on their location [7].
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In some men with urethritis, no known pathogen can be detected. Some of these 
cases are noninfective. However, there may not be sufficient clinical and laboratory 
findings to clearly distinguish them from possible infective urethritis [8].

Rare causes of noninfectious urethritis include trauma caused by urethral cath-
eterization and instrumentation, foreign body insertion, or cycling; friction due to 
tight clothing or sexual intercourse; and exposure to irritants such as soap, powder, 
and spermicide [9].

C. trachomatis is a small, gram-negative obligate intracellular microorganism in the 
chlamydial bacterial family. It preferentially infects squamocolumnar epithelial cells. 
C. trachomatis has many serotypes, and serovars D-K infect the genital tract [10].

Unlike other bacteria, C. trachomatis has a biphasic life cycle. During this life 
cycle, they assume two forms called the elementary body (EB) and reticular body 
(RB). The EB is a metabolically inactive, infective form that is resistant to envi-
ronmental conditions. In contrast, the RB is a metabolically active form that is not 
infective but has the ability to multiply within host cells. Between 48 and 72 h after 
infection, the host cell ruptures and C. trachomatis returns to the EB form to infect 
other cells. Once inside the epithelial cells, there is a neutrophilic response fol-
lowed by lymphocyte, macrophage, plasma cell, and eosinophilic invasion. Infected 
epithelial cells release cytokines and interferon, initiating an inflammatory cascade. 
Thus, C. trachomatis induces a humoral and cellular response and causes the symp-
toms of urethritis [10].

2. Epidemiology

C. trachomatis was first isolated in the genital tract in the 1950s. However, it was 
not assigned much importance until the 1990s because of the high asymptomatic rate 
in both genders [11]. Since the late 1990s, C. trachomatis has been the most frequently 
reported sexually transmitted disease in Europe and America. In 2017 in the United 
Kingdom (UK), 203,116 people were diagnosed with new C. trachomatis infections, 
while 44,676 were diagnosed with N. gonorrhoeae infections and 7137 were diagnosed 
with syphilis [12].

The actual number of people infected with C. trachomatis is believed to be much 
higher due to the fact that the disease is mostly asymptomatic and goes undiagnosed. 
Its prevalence is 1–40%, depending on the population [11]. In the UK, a screening 
of people aged 15–24 conducted by the National Chlamydia Screening Programme 
detected more than 126,000 genital chlamydia infections [12].

In 2018, the incidence of chlamydial urethritis was 381 per 100,000 men in the 
United States of America (USA), making Chlamydia the most commonly detected and 
reported urethritis pathogen. In the same study, the incidence of gonococcal urethri-
tis was 213 per 100,000. Every year, 4 million Americans are affected by urethritis. 
About 600,000 of these are gonococcal, while 3 million are nongonococcal urethritis, 
half of which are caused by Chlamydia [9]. In one study, N. gonorrhoeae was detected 
in 127 (30%) of 424 male patients with acute urethritis, while Chlamydia was detected 
in approximately 143 (33%) [13]. The reported rate of urethritis increased by 36% 
between 2008 and 2018. This rising trend is also being observed in Europe according 
to a report from the European Centre for Disease Prevention and Control [14]. The 
rate of newly diagnosed chlamydial infections continues to rise. In a study conducted 
in the USA, the rate of newly diagnosed chlamydial infections increased by 4.7% 
between 2015 and 2016 [15].
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This rapid increase in the prevalence of Chlamydia is also related to technological 
advances in diagnostic methods since the 1990s. Advancements in polymerase chain 
reaction technologies in particular led to the development of nucleic acid amplifica-
tion tests (NAATs) [16]. With this method, extracted Chlamydia DNA fragments can 
be replicated to achieve sufficient samples for colorimetric evaluation, increasing 
the applicability and sensitivity of the test [17]. These assays are more effective than 
culture-based methods and could be used more widely in screening and diagnosis, 
resulting in a higher Chlamydia detection rate. However, the high rate of asymp-
tomatic infection causes problems in the evaluation of infected individuals in health 
centers, leading to delays in diagnosis and treatment [18]. Therefore, the actual 
prevalence is much higher [19].

In a similar study, it was determined that the prevalence of Chlamydia infection 
peaked between the ages of 16 and 24 and was comparable in men and women [20]. 
The prevalence of Chlamydia infection was reported to be highest in women between 
the ages of 15 and 30, while in men it is seen between the ages of 20 and 29 [19]. The 
prevalence decreases rapidly after the age of 30 [20].

In a meta-analysis spanning 9 European countries, the prevalence of Chlamydia 
infection was found to be 2.7%, and there was no statistically significant difference 
in prevalence between men and women [19]. Chlamydia has been detected at a higher 
rate in African-Americans than in whites [15].

In a study conducted by Sonnenberg et al. on the British population, the rate of 
Chlamydia infection was found to be higher in those with gonorrhea. This was attrib-
uted to the fact that people with risky sexual behavior are more likely to encounter 
different pathogens. For this reason, gonococcal and nongonococcal infections can 
often occur concurrently [14]. There may be two pathogens in nongonococcal urethri-
tis. The association of M. genitalium and C. trachomatis is not uncommon [7]. In some 
studies, dual infection was identified in up to 10% of cases [21].

In a study by Newbernet et al., adolescents with sexually transmitted diseases had 
twice the risk of contracting HIV infection compared to those without. Similarly, 
those who had a previous genital herpes infection were at increased risk of chlamyd-
ial, gonorrheal, and human papillomavirus (HPV) infection [14]. Other risk factors 
for urethritis include having multiple sexual partners at the same time, insufficient 
condom use, and having more than three different partners who are homosexual 
or bisexual. In addition, alcohol and other drug use can increase urethritis rates by 
contributing to risky sexual behaviors in young people [14].

3. History and physical examination

Chlamydial urethritis is asymptomatic in 75% of women and nearly 50% of men 
[11]. As men are more likely to be symptomatic than women, the diagnosis rate is 
reported to be higher in males [9]. The factors that determine whether the infection 
will be symptomatic or not remain unclear. The more common serovar E is known 
to cause more asymptomatic infections than other less common serotypes. For this 
reason, it is not uncommon for diagnosis and treatment to be delayed and the infec-
tion to persist for months or years. These patients are reservoirs for the disease [11]. In 
chronic chlamydial infection, RBs do not transform into EBs. When the environmen-
tal conditions change, Chlamydia can resume its life cycle [22].

Most patients are young and have history of unprotected sexual intercourse, previous 
urethritis, and antibiotic use. Transmission occurs through direct tissue contact during 
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vaginal, anal, or oral intercourse. Symptoms begin 1–3 weeks after transmission [10] 
and generally include burning, urethral discharge, urethral itching, frequent urina-
tion, urgency, and/or lower abdominal and groin pain. The most common symptom of 
chlamydial urethritis is painful urination. More rarely, it may cause fever, testicular pain 
and tenderness, sore throat, and rectal pain and discharge. These must be differentiated 
from other infectious processes such as epididymitis, pharyngitis, and prostatitis [15].

Ideally, genital examination should be performed 2 h after last urination to detect 
urethral discharge. If discharge is not seen in the urethra, the clinician can attempt to 
express it by placing the thumb on the ventral root and the other four fingers on the 
dorsal surface of the penis and applying gentle pressure toward the urethral meatus. 
Although it is difficult to make a differential diagnosis based on clinical examination 
of discharge, a gray-white mucoid or clear discharge is more common in nongonococ-
cal urethritis, whereas purulent discharge is typically seen in gonococcal infections. 
However, generalization is not reliable. Discharge may be seen continuously or only 
when the penis is milked, in the morning, or the form of underwear staining [15].

In addition, scrotum and testicle examination is performed to assess for epididy-
mitis and orchitis. If prostatitis is suspected, rectal examination should be performed 
[7]. As it can also cause ulcers and lymphadenitis and coexist with other sexually 
transmitted diseases, the skin, pharynx, lymph nodes, and neurological system 
should also be evaluated in addition to the genital area in men with urethritis [23].

Urethritis is usually diagnosed based on history and physical examination, but 
laboratory tests should be used to confirm the diagnosis and identify the causative 
pathogen.

4. Evaluation

In patients whose history and physical examination suggest urethritis, Gram 
staining of urethral discharge is the first-line laboratory test, and detection of >5 
white blood cells (WBC)/per oil immersion field allows a rapid diagnosis of urethri-
tis. In some publications, >2 WBC/high power field (HPF) was used as the threshold 
value based on the argument that this would provide a more sensitive diagnosis. 
However, this has not been supported by other studies. The cut-off value accepted by 
the European Association of Urology (EAU) is >5 polymorphonuclear lymphocytes 
(PMNL)/HPF. This method has high specificity and sensitivity both for the diagnosis 
of urethritis and determining the presence or absence of gonococcal infection [24].

A positive leukocyte esterase test of first-void urine or >10 WBC/HPF in the sedi-
ment of first-void urine is also diagnostic criterion for urethritis [25].

Chlamydia is not detectable by Gram staining because it is a small obligate cell-
borne parasitic bacteria. In a patient with pyuria and suspected urethritis based on his-
tory and physical examination, detecting no bacteria on Gram staining raises a strong 
suspicion of nongonococcal urethritis pathogens, most of which are Chlamydia [26].

All male patients with suspected urethritis should undergo NAATs, which are the 
gold standard for the diagnosis of N. gonorrhoeae and C. trachomatis, the most com-
mon urethritis pathogens. N. gonorrhoeae should be included in the NAAT panel even 
if it was not detected in Gram staining [25]. Even if gonococci were detected in Gram 
staining, there may be a concurrent chlamydial infection, so evaluation with NAATs 
should still be done [7].

Methods used in the diagnosis of C. trachomatis infection include cytological exami-
nation, cell culture, antigen quantification, direct fluorescent antibody tests, enzyme 
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immunoassays, and NAATs if nucleic acid from the pathogen is detected. Among these, 
NAATs have the highest sensitivity [27]. This method has found widespread use world-
wide [16]. Whereas, only urethral swab samples can be used for cultures and hybridiza-
tion tests, NAATs can also be done using a first-void urine sample, with similar efficacy. 
NAATs work by amplifying and detecting chlamydial DNA from a very small number 
of organisms in clinical samples using specific primers and enzymes [10].

C. trachomatis culture is mostly used in treatment failure and to assess resistance 
to administered treatment [2]. As obligate intracellular parasites, Chlamydia can-
not be grown in culture media. The living cell environment is necessary for their 
reproduction [28]. Therefore, as cell culturing requires an experienced team and 
a well-equipped laboratory, is difficult, and takes time, the use of this technique 
in the diagnosis of C. trachomatis has been replaced in recent years by nucleic acid 
screening tests, which are molecular techniques that provide faster results and have 
high specificity and sensitivity. NAAT is the gold standard diagnostic method for 
urogenital chlamydial infection and can be performed using urethral swab samples 
collected with a Dacron- or rayon-tipped plastic swab or cytobrush, or using first-
void urine. Other swabs containing cotton may inhibit C. trachomatis [29]. Sampling 
is done by inserting a dry swab 3−4 cm into the anterior urethra and rotating it within 
the urethra before withdrawing. However, the patient should not have urinated in the 
last 1−2 h [20]. Likewise, for NAATs of first-void urine, the patient should not have 
urinated within the last 20−60 min. A sample of 10−20 mL is collected at the start 
of urination without cleaning the urethra. Some publications indicate that urethral 
swabs are less sensitive than urine in men but have the same specificity [10].

In men who have sex with men, samples for Chlamydia and N. gonorrhoeae testing 
should be obtained from the sites of possible sexual contact [2]. Although a normal 
urine sample is negative in these patients, it should not be forgotten that 70% of 
extragenital (oral and/or anal) sites may yield positive NAAT results [3].

If the urethral smear is normal and symptoms are inconclusive, repeating the 
smear in the morning with first-void urine is recommended. The patient should be 
advised to avoid excessive fluid intake the day before to ensure that urination is not 
urgent in the morning and they can give a first-void urine sample in the laboratory. If 
a symptomatic man has a negative smear, a positive leukocyte esterase test of first-
void urine aids in the diagnosis of urethritis [2].

The EAU guideline also strongly recommends NAATs for chlamydia and gonor-
rhea before empirical treatment, if possible. However, treatment should be initiated 
immediately upon diagnosing urethritis in men with severe symptoms, without 
waiting for the results of chlamydia, gonorrhea, and M. genitalium tests. Patients with 
mild symptoms and microscopically low leukocyte counts (5–15 PMNL/HPF) are 
reevaluated after 3−7 days. A urethral smear is obtained early in the morning. NAAT 
and gonorrhea culture results are also examined when available. Urethritis can some-
times resolve spontaneously without treatment. If laboratory tests are positive and the 
urethritis persists according to microscopic findings, appropriate antibiotic treatment 
targeting the microorganism isolated at this second visit should be initiated, bear-
ing local resistance patterns in mind [2]. If symptoms do not resolve in 3−4 weeks, 
urethritis is classified as persistent. In this case, evaluation with NAATs (including for 
T. vaginalis) should be repeated 4 weeks after the end of treatment [25]. Because men 
with chlamydial, gonorrheal, or trichomonal infections are at high risk of reinfection, 
they should be reevaluated by repeating the tests 3 months later. Although it is not 
an FDA-approved test for Trichomonas and Mycoplasma, NAAT is performed in many 
reference and commercial laboratories [7].
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The immune response can affect the development of nongonococcal urethritis. 
A high microbial load (>1000/copies/mL in first-void urine) is a strong predictor of 
nongonococcal urethritis [2].

5. Treatment/management

The treatment of uncomplicated chlamydial infection aims to cure the patient and 
prevent complications and partner transmission. Sexual partners are also treated to pre-
vent reinfection and transmission to other partners. Risk-reduction counseling should 
be provided and retesting performed to detect recurrent or persistent infection [10].

As Chlamydia is only metabolically active in host cells, it is treated with antibiotics 
that have intracellular activity. Antibiotics that accumulate intracellularly are tetracy-
clines, macrolides, and quinolones. Patients who are diagnosed and treated generally 
have a high cure rate and excellent prognosis [20].

For uncomplicated urethral chlamydial infection, single-dose azithromycin 1 g or 
doxycycline 100 mg twice daily for 1 week is recommended as the primary treatment and 
is reported to have a 95% cure rate [10]. However, a Cochrane study in 2019 indicated that 
7-day doxycycline yielded higher cure rates than single-dose azithromycin [3]. However, 
because the use of azithromycin 1 mg causes resistance in M. genitalium, doxycycline 
100 mg twice a day is now recommended as first-line treatment. If azithromycin is admin-
istered, it is recommended to give 500 mg on the first day, followed by 250 mg daily for 
4 days [2]. However, no difference has been observed between single-dose azithromycin 
and 7-day doxycycline in terms of the resolution of persistent urethritis symptoms. Due to 
the worse adverse effect profile of doxycycline and better patient adherence to single-dose 
azithromycin, the latter continues to be used in clinical practice [3].

In two recent randomized controlled studies conducted in the USA, the efficacy 
of azithromycin and doxycycline in achieving a clinical cure was found to be less 
than 85% [2]. The use of lymecycline 300 mg twice daily for 10 days or tetracycline 
500 mg twice daily for 10 days provided >95% clinical cure rate in Chlamydia-positive 
patients. In addition, these antibiotics did not increase photosensitivity, unlike 
doxycycline [2]. It seems that new approaches may emerge in this direction. Other 
alternative antibiotic regimens for Chlamydia are oral tetracycline 500 mg 4 times 
a day for 7 days, oral erythromycin 500 mg twice a day for 7 days, or oral ofloxacin 
200–400 mg 2 times a day for 7 days [29].

Chlamydial infection is often accompanied by gonococcal infection [29]. If NAAT 
or Gram staining demonstrates the presence of gonococci, a single-dose 250 mg 
intramuscular injection of ceftriaxone is added to the 1 g of azithromycin [15].

Empirical therapy should not be initiated without clarifying a diagnosis of ure-
thritis, because this can cause the symptoms to become permanent [2]. In addition, 
antibiotic resistance and urethritis caused by different microorganisms are other 
reasons to avoid empirical therapy [14]. Empirical treatment can only be given in 
exceptional cases. If the test cannot be performed or if a man with a high risk of infec-
tion is severely symptomatic, empirical therapy can be initiated based on a presumed 
diagnosis. Treatment should cover Chlamydia and gonorrhea [2].

It is difficult to evaluate the effectiveness of treatment because persistent inflam-
mation does not equate to continuing infection. Detectable inflammation can persist 
for an unforeseeable period even if the causative pathogen is eliminated [2]. NAATs 
performed in the first 3 weeks after completing treatment may yield false positive 
results. Therefore, follow-up testing is not recommended in this period [3].
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Men who have frequent unprotected sexual relations with men have a high risk of 
chlamydial urethritis and should be screened more frequently. In one study, it was 
found that single-dose doxycycline decreased the prevalence of chlamydial infec-
tion after suspicious intercourse between men without a condom [3]. However, this 
approach has not yet gained widespread acceptance. It may be beneficial to screen 
treated patients after 3 months and include patients in a follow-up program after 
discussing with them, by this has not been incorporated into routine care [10].

Partner therapy is recommended for patients with urethritis. The partners with 
whom the patient has had sexual intercourse within the last 60 days should be evalu-
ated for sexually transmitted diseases and administered the same treatment regimen 
as the primary patient. The sexual partner should be treated in accordance with the 
principles of patient confidentiality [25].

Expedited treatment without examining the partner is legal in many countries and 
was found to be more effective than recommending partner treatment [3]. In chla-
mydial, gonorrheal, and trichomonal infections, partners should be called for follow-
up testing after 3 months if possible because of the high reinfection rates [14].

Nevertheless, relapse and untreated reinfections from old or infected new partners 
are common [29]. Recurrent nongonococcal urethritis is defined as recurrence of 
symptoms within 30–90 days after acute treatment and occurs at a rate of 10–20% 
[2]. One study indicated that up to 20% of chlamydial infections were persistent or 
recurrent despite initial treatment [14].

Patients with recurrent or persistent symptoms should be reevaluated to determine 
whether they completed the full course of initial treatment and whether they were re-
exposed to the pathogen. The same initial treatment should be repeated for untreated 
patients, received incomplete treatment, or encountered the pathogen again [7].

If only Chlamydia and gonorrhea were initially tested for in men with persistent 
nongonococcal urethritis, NAATs for M. genitalium and T. vaginalis should also be 
performed [2]. M. genitalium is the most common cause of recurrent and persistent 
nongonococcal urethritis. Therefore, a treatment regimen targeting this pathogen is 
important [15]. Coinfection and less common pathogens should also be investigated 
in persistent urethritis. The possibility of a persistent postinfectious immune response 
should be kept in mind. If a cause cannot be identified, underlying urinary tract 
anomalies and urethral pathologies should be evaluated [14].

6. Complications

Reinfection is common, and sequelae associated with complications are likely to 
increase with multiple infections. Untreated or inadequately treated patients may 
develop epididymitis and orchitis. These conditions can develop after urethritis or in 
the absence of urethritis. Symptoms are milder than with other causes of epididymitis 
[20]. It manifests with unilateral testicular pain, tenderness, and palpable swell-
ing along with hydrocele and fever, whereas lymphogranuloma venereum presents 
clinically as a painless genital ulcer. The ulcer is typically small and star-shaped. After 
ulcer formation, inguinal lymphadenitis is also characteristic [29]. Testicular involve-
ment can cause pyogranulomatous changes in the testicle. This may lead to testicular 
degeneration, resulting in serious andrological sequelae [20].

It can also cause serious complications such as chronic prostatitis/chronic pelvic 
pain and infertility. C. trachomatis has been the focus of attention in cases of chronic 
prostatitis/chronic pelvic pain of unclear etiology. Although the evidence is debatable, 
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significantly more Chlamydia bacteria were reportedly detected in the urine, semen, 
and prostate fluid and tissue of patients with chronic prostatitis compared to the 
control group [10]. Studies on this subject are still ongoing, and its etiological role has 
not been fully clarified due to the diagnostic challenges.

Another serious complication of incomplete or untreated chlamydial infection is 
infertility. Asymptomatic persistent infection can negatively affect fertility in couples 
by causing chronic inflammation [11]. Studies evaluating the relationship between 
chlamydial infection and sperm quality have yielded conflicting results. Recent 
studies have generally demonstrated lower ejaculate quality in infected individuals. 
Persistent infection has been observed to cause scarring in the ejaculatory ducts and 
loss of stereocilia. In addition, some studies have associated infection with DNA 
fragmentation and sperm dysfunction, and death [10].

It should be kept in mind that chlamydial infections in women can also cause seri-
ous complications such as infertility, pelvic inflammatory disease, ectopic pregnancy, 
and Fitz-Hugh-Curtis syndrome [9]. C. trachomatis is also a common cause of symp-
tomatic proctitis and proctocolitis in homosexual men [29].

7. Prevention and patient education

The high prevalence of asymptomatic chlamydial urethritis is gradually increasing 
the rate of undiagnosed or untreated infections. Therefore, screening is protective. 
At least annual follow-up of all sexually active women under 25 years of age and 
women over 25 years of age who are at risk for sexually transmitted infections is also 
recommended to reduce the rate of male infection. These screening programs have 
been shown to decrease the prevalence of infection and rates of complications. There 
is insufficient evidence for the efficacy and cost-effectiveness of routine Chlamydia 
screening in sexually active young men. However, in risky and high-prevalence areas, 
performing this screening to the extent allowed by clinical conditions is beneficial [29].

Risk groups include:

• people who have sex with people who have multiple sexual partners.

• people with new or multiple sexual partners.

• people in nonmonogamous relationships who have inconsistent condom use.

• people who pay for sex.

• people who have sex with people who are infected or have a history of infection.

• men who have sex with men.

• HIV carriers.

• women up to 35 years of age and men under 30 years of age who go to prison [29].

Patients with chlamydial infection should also be evaluated for other sexually 
transmitted diseases such as gonorrhea, syphilis, and HIV. The diagnosis and treat-
ment of sexual partners are also important [29].
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In many countries, notification of C. trachomatis infection is mandatory. The 
sexual partner must be informed, examined, and treated. Partner antibiotic therapy 
can also be performed in some cases without face-to-face contact with the patient to 
expedite treatment.

Patients should be informed about the serious risks of chlamydial infection and 
the importance of screening. Those who feel uneasy about urethral swap sampling for 
diagnosis should be tested using a first-void urine sample and prevented from leaving 
without being screened.

In the USA and other developed nations, the prevention of sexually transmitted 
genital infections and their complications is based on annual screening and treatment 
of nonpregnant women under the age of 25. In the presence of a risk factor, other 
women should also be screened. High-risk young men should also be screened if 
resources allow [29].

Health workers and nurses should educate patients about the importance of using 
condoms during sex and provide information about safe sex. Candid communication 
with the patient and helping them feel comfortable are essential in diagnosis, treat-
ment, and follow-up [9].

Early treatment and full-dose antibiotics provide a near-perfect cure rate. Urethral 
infection with C. trachomatis produces a low-level immunological response [20]. The 
rise of chlamydial infections, for which there is not yet a vaccine, can be prevented by 
completed treatment, patient education, and screening.

The American Centers for Disease Control and Prevention (CDC) recommend 
that a sexual history should be obtained from patients and risk reduction strategies 
recommended when deemed necessary. In addition, the U.S. Preventive Services Task 
Force recommends that all sexually active adolescents and adults at risk of sexually 
transmitted infections be provided intensive counseling [3].

Patients should not engage in sexual intercourse for at least 7 days after the 
completion of treatment and sex should only be allowed after their partner has also 
completed treatment and symptoms have fully resolved [3].

Patients with urethritis should be vaccinated for other infectious diseases for 
which vaccines are available (hepatitis A/B, HPV).

The use of condoms reduces the risk. Selective sexual intercourse should be prac-
ticed and uncontrolled intercourse avoided. Circumcision was found to be beneficial 
in terms of genital ulcers and HPV, but ineffective in terms of transmission of C. 
trachomatis and gonorrhea [3].

When a sexually transmitted infection is detected, the patient should be educated 
by a team including physicians and trained healthcare professionals. Adequate sen-
sitivity should be shown to patients regarding partner treatment and recurrence. An 
environment where patients feel safe and comfortable should be provided to enable 
the patient to ask questions and ensure accurate history-taking. If the patient does 
not feel safe, it will be difficult to obtain a detailed sexual history. This causes delays 
in diagnosis and treatment. Providing diagnosis and treatment with a professional 
approach will help curb the rapid rise of this disease [9].

8. Conclusion

Chlamydial urethritis involves difficulties in diagnosis and treatment [14].  
C. trachomatis is an important pathogen in male urogenital system disease. There is 
robust evidence that the bacterium is a cause of epididymitis and orchitis, and also 
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plays a role in the etiopathogenesis of chronic prostatitis and infertility. Early diag-
nosis, complete treatment, and prevention methods are essential for this infection, 
which also poses a serious risk for sexual partners. As its prevalence continues to rise 
substantially, a well-coordinated team approach has become imperative for patients 
infected with C. trachomatis.

© 2023 The Author(s). Licensee IntechOpen. This chapter is distributed under the terms of 
the Creative Commons Attribution License (http://creativecommons.org/licenses/by/3.0), 
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