
Lesson of the week
A family cluster of Chlamydia trachomatis infection
C Thompson, M Macdonald, S Sutherland

Chlamydia trachomatis is the commonest curable
sexually transmitted pathogen in the United Kingdom.
Chlamydial infection is often asymptomatic and there-
fore underdiagnosed as there is no routine screening
surveillance outside departments of genitourinary
medicine. The true prevalence of chlamydial infection
in the general population is currently unknown, but it
is estimated to be as high as 10% in people under 20.
Untreated carriers may present with complications of
infection—salpingitis, possibly resulting in pelvic pain
and tubal pregnancy or infertility in women and
epidydimo-orchitis in men.1 Babies can acquire the
infection at birth if their mother’s cervix is infected2;
this results in neonatal ophthalmia or pneumonitis, or
both, and in nasopharyngeal and genital tract
colonisation. The case we report raises the possibility
that vertical transmission of vaginal chlamydial
infection can remain asymptomatic for as long as
six years.

Case report
A 6 year old girl was referred to an ophthalmologist
because her eye was red and sticky and the condition
had failed to respond to fucithalmic drops. The
uniocular conjunctival injection, thickening, and
follicle formation seen at examination suggested
chlamydial infection. A swab from the eye was positive
for C trachomatis by enzyme immunoassay testing (Syva
Microtrak, Syva, CA) confirmed by direct immunofluo-
rescence.3 The symptoms and signs resolved with
topical tetracycline ointment.

The mode of transmission of infection was a source
of concern. Three possibilities were considered: recent
acquisition resulting from child sexual abuse, fomite
contamination from another household member, and
latent infection after vertical transmission.

The child’s mother was seen at the genitourinary
medicine clinic. She gave a clear history of recurring
pelvic pain since age 16 and secondary infertility after
the birth of the patient that had been cured by investi-
gative tubal insufflation. Two months previously, she

had been admitted to the surgical unit with abdominal
pain and had undergone laparotomy, at which time
bilateral pyosalpinges were noted. Her symptoms had
settled with cephalosporin antimicrobial treatment.
The only result related to chlamydial infection in the
mother’s hospital records was a negative endocervical
enzyme immunoassay test undertaken in 1994.3 At the
genitourinary medicine clinic the mother underwent
full screening for sexually transmitted infection; all
results were negative. The investigations included
endocervical swabs for chlamydial testing by enzyme
immunoassay, culture, and ligase chain reaction and
urine for ligase chain reaction.

The mother’s sexual partner for the past five years
was also seen at the department of genitourinary
medicine. He gave no history suggesting past or
current chlamydial infection, and screening for
sexually transmitted infection, including urine testing
by ligase chain reaction, had negative results.

Because of the possibility of sexual abuse, the girl
was examined at the child protection unit, but no
physical stigmata of sexual abuse were noted. Vulval
swabs were positive for C trachomatis by both ligase
chain reaction and culture, and urine was positive for
the organism by ligase chain reaction. At a subsequent
formal interview by the child protection unit, the girl
did not disclose anything to support the suspicion of
abuse. Although her mother could not remember any
early childhood problems with sticky eyes or recurrent
chest infections, the general practitioner’s records
included two attendances for conjunctivitis when the
girl was 4 months and 2 years old; on both occasions
she was treated with chloromycetin ointment.

In view of the mother’s medical history, the
objective signs of tubal infection, and the lack of
evidence to support sexual abuse as a mode of
transmission, the possibility of vertical transmission
was considered. It was felt appropriate to screen the
patient’s sisters, aged 7 years and aged 12 months, for
chlamydial infection (see figure). A urine specimen
from the elder sister was negative for chlamydia by
ligase chain reaction, but a vulval swab from the
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younger sister was positive by ligase chain reaction. No
other specimens were taken, and the vulval examina-
tion of the younger sister was normal. The records of
the elder sister’s general practitioner showed that when
she was 2 years old she had had a course of erythromy-
cin for a chest infection.

It was concluded that our patient’s eye infection
probably originated in autoinoculation from an
asymptomatic genital tract infection and may have
been acquired through vertical transmission at the
time of birth or picked up later. All family members—
including a 2 year old brother who was not screened—
were treated systemically with single dose azithromycin
at a dose appropriate for their age and weight.

Discussion
Chlamydial colonisation of the genital tract after verti-
cal transmission was described first by Dunlop in 1966,
and subsequently by other workers.2 4–6 It has been
reported to persist for as long as three years. Chronic
chlamydial eye infection, acquired at birth and persist-
ing for many years, has also been described.7 8 In Mor-
dhorst’s series of 14 Danish patients with eye
infections, one 9 year old girl was also found to have a
vaginal chlamydial infection, but it is not clear whether
sexual abuse had been excluded as a source of this
genital tract infection.7

Although we could not prove that our patient’s
mother had a chlamydial infection, she had recently
received antimicrobial treatment for directly visualised
salpingitis and had a history of chronic pelvic pain and
secondary infertility, all of which are recognised seque-
lae of chronic chlamydial infection.1 The results of
chlamydial testing were negative in the elder sister.
This could be because the mother acquired her
infection between the births of this child and our
patient, but is much more easily explained by the fact
that the elder sister had had coincidental systemic
antichlamydial treatment when she was 2 years old.
The youngest sister too was found to have a chlamydial
infection, also presumed to have been acquired as a
result of vertical transmission.

The diagnosis would not have been made if the
possibility of chlamydial infection had not been
considered initially by the ophthalmologist and the
appropriate swab taken for chlamydial testing. Dealing
with a sexually transmitted infection in a non-genital
site in a young child had to be dealt with sensitively and
with considerable tact while maintaining openness
about the possible routes of transmission so that the
necessary investigations could be undertaken.

It was important to use as sensitive and specific a
diagnostic test as possible for investigating this family.
The availability of ligase chain reaction testing, with its
enhanced sensitivity and suitability for testing urine
specimens,9 was very helpful, particularly for the elder
sister, who was very unwilling to have a genital
examination and who might otherwise have required
an anaesthetic so that adequate vaginal specimens
could be obtained.

Prepubertal vaginal chlamydial infection is uncom-
mon and has been associated with childhood sexual
abuse.10 Any sexually transmitted infection in a child
should alert the doctor to the possibility of abuse.
Appropriate measures should be taken to investigate

that possibility, and all appropriate multidisciplinary
workers should be involved. In our patient, the close
cooperation of the general practitioner, social work
department, and police enabled us to explore
thoroughly the possibility of child sexual abuse, but
there was no substantiating evidence.

We therefore conclude that the patient may have
acquired her chlamydial infection at birth or picked it
up later and that she developed a symptomatic ocular
infection by activation of a latent ocular infection or by
autoinoculation of the eye from her asymptomatic
vaginal infection.
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Endpiece
Novel reading
The passion of novel reading is intitled to a place
here. In the present age it is one of the great causes
of nervous disorders. The mind that can amuse
itself with the love-sick trash of most modern
compositions of this kind, seeks enjoyment beneath
the level of a rational being. It creates for itself an
ideal world, on the loose descriptions of romantic
love, that leave passion without any moral guide in
the real occurrences of life. To the female mind in
particular, as being endowed with finer feelings, this
species of literary poison has been often fatal; and
some of the most unfortunate of the sex have
imputed their ruin chiefly to the reading of novels.

Trotter T. A view of the nervous temperament, being a
practical enquiry into the increasing prevalence,

prevention, and treatment of those diseases commonly
called nervous, biliary, stomach and liver complaints;

indigestion; low spirits, gout, etc. London: Longman,
Rees, and Orme,1807:90.
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