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Abstract: Although Chlamydia trachomatis is considered the most prevalent sexually transmitted disease (STD) worldwide, its true
incidence and prevalence are not known. The aim of the study was to estimate the prevalence of infection by Chlamydia Trachomatis
and women of reproductive age. This is a cross-sectional carried out over the period October 2010 - January 2011. In mother and child
consultancy room in 4 districts (Tirana, Vlora, Lezha, Fier. Eligible for the study were sexually active women of age less than 40 years
old. 482 women were included in the survey. Rejection rate was 6% whereas the rate of exclusion was 4%. The mean age of women was
30 years old with a range 17 to 40 years old. The reason for examination was: visit after delivery (1.3%), gynecological problems
(66.3%), family planning (15%), pregnancy intention (16.7%) and abortion (1.3%) (fig 1). The prevalence Chlamydia was 7.5% (C195%:
4.51t0 11.5). A program for Chlamydia control should be introduced and also women of younger age should be screened.
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1. Introduction

Although Chlamydia trachomatis is considered the most
prevalent sexually transmitted disease (STD) worldwide, its
true incidence and prevalence are not known. The WHO
estimate that annually almost 100 million new cases occur
worldwide (1), but the majority of women with lower genital
tract infections remains asymptomatic and therefore
undiagnosed (2). In a systematic review reporting on C.
trachomatis among asymptomatic European women the
prevalence ranged from 1.7 to 17% (3). Among young
women attending STD clinics rates are well above 10% (4),
and in population-based studies among under 30-year-old
prevalence was between 2 and 6% in the Netherlands (5),
Denmark (6) and the UK (7). Reported rates of genital
chlamydia infections are rising, but it is unclear whether this
is due to increased testing or to a true increase in incidence
(8). The chlamydia prevalence and test rates reported in
European countries vary and depend highly on the
population tested or screened, and on the national reporting
system of chlamydia positive cases. Chlamydia infections
have been associated with a wide spectrum of complications.
After chlamydia urethritis, males may develop epididymitis
(9), but the contribution of epididymitis to male infertility is
not well understood. Adverse pregnancy outcomes which
have been associated with uncomplicated chlamydia
cervicitis include sporadic and recurrent miscarriage,
preterm

labour, premature rupture of the membranes and low
birthweight, although reports show conflicting results (10).
In the pathogenesis of obstetric complications immunologic
reactions of the host to the micro-organism are considered a
more important trigger than the direct effect of the micro-
organism itself (11). Chlamydia cervicitis may cause
conjunctivitis, nasopharyngitis and pneumonia in newborns
by vertical transmission (12). In women, ascending cervical
infections may cause pelvic inflammatory disease (PID), and
untimely tubal pathology, which increases the risk of ectopic
pregnancy, tubal infertility and chronic abdominal pain. The
aim of the study was to estimate the prevalence of infection
by Chlamydia Trachomatis and women of reproductive age

2. Material and Methods

This is a cross-sectional carried out over the period October
2010 - January 2011. In mother and child consultancy room
in 4 districts (Tirana, Vlora, Lezha, Fier. Eligible for the
study were sexually active women of age less than 40 years
old. Exclusion criteria were: women greater than 40 years
old, taking antibiotic, menstrual cycle, pregnancy. All
specimens were taken by a physician. Analysis of specimen
was done with molecular biology methods of genetic
amplification (PCR Roche Cobas Amplicor CT). The
individual questionnaire included socio-demographic data,
the reason  of consultation, gynecological problems,
contraceptive use

3. Results

482 women were included in the survey. Rejection rate was
6% whereas the rate of exclusion was 4%. The mean age of
women was 30 years old with a range 17 to 40 years old.
The reason for examination was: visit after delivery (1.3%),
gynecological problems (66.3%), family planning (15%),
pregnancy intention (16.7%) and abortion (1.3%) (fig 1).
The prevalence Chlamydia was 7.5% (CI95%: 4.5 to 11.5).
The age group 20-24 years showed the highest prevalence
(11.9%) followed by agegroup 25-29 years (9.1%) and
agegroup >30years (5.8%) presenting a significant
downward trend of prevalence with increasing age (% for rend
=4.7 p=0.01) (fig. 2). 89% of participants displayed clinical
signs whereas 11% of them did not show any signs or
symptoms (fig. 3). Women that reported novel sexual
partners the last six months were 7.5 times more likely to be
infected with Chlamydia, with a significant difference with
women that did not have novel partners,95%CI[2,44-23,8],
p<0.01. Our study found a high prevalence. It must be
emphasized that this is the first study involving molecular
methods of testing. A program for Chlamydia control should
be introduced and also women of younger age should be
screened. Chlamydia case reports likely underestimate the
burden of disease because most infections are asymptomatic
and are neither diagnosed nor reported. At the same time,
because untreated chlamydia can persist, case report data are
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strongly influenced by screening activity, increasing with
extensive screening and decreasing with limited screening.
For these reasons, case report data are not reliable indicators
of either population incidence or population prevalence.
Several studies in literature report that prevalence was
highest among adolescents and young adults aged <25 years.
Young persons might be at increased risk for infection
because of biologic risk factors (e.g., cervical ectopy might
predispose to infection and is more common in younger
women), contextual risk factors (e.g., some young persons
might lack power in relationships to insist upon condom
use), or behavioral risk factors (e.g., younger persons might
be more likely to have sex with new partners or sex with
multiple partners (13). Although infection was more
common among participants with multiple sex partners in
the last year, prevalence among sexually active participants
reporting only one partner in the last year was 1.4%,
suggesting that not having had recent multiple partners does
not eliminate risk for infection. Among sexually active
females, use of oral contraceptives was not associated with
chlamydial infection, although use of these methods might
be confounded by condom use because women using
hormonal contraceptives might be less likely to use barrier
contraceptives. Although previous studies have shown that
use of hormonal contraceptives is associated with
chlamydial infection (14), these studies were not population-
based, and the hormonal contraceptives used were older
formulations.  Longitudinal  studies  using  current
formulations of contraceptives might be useful to better
determine how contraceptive choice, including hormonal
contraceptives and condom use, affects the acquisition of
chlamydial infection. Evidence suggests that chlamydia
screening is cost-effective at prevalence >3% (15).
Prevalence among sexually active young women aged 14-24
years was 4.7% overall, suggesting that routine screening of
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Figure 3: Frequency of clinical signs and symptoms
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