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Maternal infection during pregnancy by Chlamydia trachomatis (Chlamydia t.) can result in neonatal interstitial
lung disease. It remains difficult for physicians to establish this diagnosis and to select the best treatment, as
there is no recommendation. In these two cases of neonatal low respiratory tract Chlamydia t. infection, we
proposed successfully a diagnosis method based on Chlamydia t. determination by PCR, on any type of sampling,
but more specifically on urinary and pharyngeal specimens; and a management based on oral antibiotic therapy,

Josamycin 50mg/kg/day during 14 days which is commonly well accepted and not invasive.

1. Introduction

The prevalence of the sexually transmitted Chlamydia trachomatis
(Chlamydia t.) infection is 1.5% in the French population and 7.9%
among French pregnant women aged 18 to 24 [1]. Chlamydia t
screening by endo-cervical swab is not currently recommended during
childbirth except during specific circumstances like with patients pre-
senting clinical signs of cervicitis or urinary tract infection with nega-
tive urine test [2]. Contamination of the newborn during delivery is
frequent and the main manifestation is neonatal conjunctivitis. Low
respiratory tract infections are mentioned, but there are limited data
and clinical observations are scarce. Despite the utilization of gene
amplification techniques (PCR) to identify bacteria, diagnosis of neo-
natal Chlamydia t infection remains difficult. There is no re-
commendation concerning treatment of such infection and their middle
and long-term evolution has not been described.

We are reporting two different observations of low respiratory tract
Chlamydia t. infection collected in two French university pediatric
hospitals. Both observations differ by their initial presentation and their
evolution.

2. Observations
2.1. First observation

S. was a 22 days-old female new-born hospitalized for acute non-
oxygenating dyspnea associated with rhinorrhea. She was born at term,
eutrophic, under artificial breastfeeding, with no family history. After
72 hours of observation, signs of respiratory distress, polypnea, mod-
erate oxygen-requery were associated with bilateral diffuse crepitants
without any heart murmur. Oral nutrition was going normally. The rest
of the clinical examination was normal. A lumbar puncture was justi-
fied by the risk of bacteriemia and neuro-meningeal affection. The
evolution was marked by a rapid weaning of the oxygen therapy, a
decrease of the dyspnea, an improvement of the pulmonary ausculta-
tion with a satisfactory height-weight growth (Table 1).

2.2. Second observation

M. was a 2.5 months-old infant admitted for wheezing dyspnea with
weight stagnation. This clinical presentation was distinguished from the
first case by its subacute evolutionary character (5 weeks) with a
bronchial hyper-reactivity during the course of the infection. The evo-
lution was marked by bronchial hyperactivity until 3 months after an-
tibiotic treatment requiring a background treatment with inhaled cor-
ticosteroids (Table 1).
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Table 1
Description of clinical cases.
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1st Observation (S. 22 days)

2nd Observation (M. 2.5 months)

Clinical presentation Acute dyspnea

Imaging Chest X-rays: Bilateral lung interstitial disease
UScardiography: no anomaly
condensation
Treatment Josamycin 50mg/kg/day during 14 days
Development Normalization of the auscultation and the chest X-rays

Quick oxygen weaning

Maternal impairment  Asymptomatic

Subacute dyspnea, wheezing, weight stagnation

Chest CT: predominantly upper and middle-lobe mosaic lungs, diffuse distribution micronodules, subpleural parenchymal

Bronchial hyperactivity up to 3 months requiring inhaled corticosteroid therapy
Leucorrhea in the 1st and 2nd trimesters

Table 2
Biologic results.

1st Observation (S. 22 days) 2nd Observation (M. 2.5 months)

Blood gas measurement: Balanced hypercapnic acidosis

Procalcitonin and C-Reactive Protein: normal

Hepatic and renal function: normal

Hemocultures: sterile

CMV PCR (blood and urine): negative

VRS (pharyngeal specimens): negative

Bordetella Pertussis PCR (pharyngeal specimens): negative

Chlamydia t.PCR (pharyngeal specimens): positive

Chlamydia-positive genital specimens made after diagnosis in children
Chlamydia t. PCR in urine, Chlamydia Chlamydia pneumoniae,

t. PCR in cerebrospinal fluid: Mycoplasma hominis

positive Ureaplasma urealyticum PCR

(pharyngeal specimens): negative

The biological results for both cases are presented bellow (Table 2).
3. Discussion

In these two observations, we proposed successfully a diagnosis
method based on Chlamydia t. determination by PCR, on any type of
sampling, but more specifically on pharyngeal specimens; and a man-
agement based on oral antibiotic therapy, Josamycin 50mg/kg/day
during 14 days which is commonly well accepted and not invasive.

The report of Chlamydia t. interstitial pulmonary diseases in neo-
nate raises one principal issue: the true prevalence of this infection is
not known, and its diagnosis by physicians remains difficult because the
presentation can differ between newborns and infants. This infection
should systematically be considered when a newborn presents a neo-
natal interstitial pneumonitis. Better diagnosis of these infections would
improve our knowledge on this pathology and particularly on the oc-
currence of long-term consequences following that infection.

3.1. Epidemiology and screening

Chlamydia t. infection is one of the most common sexually trans-
mitted infections (STI) in the world. It is currently recommended to
take endo-cervical swabs of pregnant women showing clinical signs of
cervicitis, urinary tract infection or leucocyturia, any kind of sexually
transmitted infection, or in case of multiple partners. The French Public
Health Agency, Haute Autorité de Santé (HAS), is currently conducting
an assessment of practices and it seems that an extension of screening to
all pregnant women need to be considered [3] in France, in line with
the recommendations in England, Scotland, the USA and Canada [4].

3.2. Diagnosis and initial assessment

Chlamydia t. infection in the newborn and the child is neither
consistently suspected nor searched when facing an interstitial lung
disease when Mycoplasma genitalium, Ureaplasma spp, and Mycoplasma
hominis are more usually described. Non-specific signs are usually ob-
served: tachypnea, wheeze, coughing fits appearing within the first

4-11 weeks of life, with usually no fever but with conjunctivitis for
nearly half of the observations [5]. In France, the HAS currently re-
commends molecular biology with PCR as first examination for any
collection site, all kinds of samples and for any clinical form, but the
validity of this test is recognized only for vaginal, urinary, rectal and
pharyngeal specimens. Serologic testing is not recommended except for
infants.

3.3. Therapeutic management

There is no consensus for the therapeutic management of interstitial
Chlamydia t. lung diseases. The usefulness of the treatment is still un-
answered. These data should make us wonder whether or not it is ne-
cessary to treat an infant with Chlamydia t. infection in early neonatal
period. Since no additional studies are available, it remains difficult not
to initiate curative antibiotic therapy when faced with newborn infants
with acute respiratory distress. Antibiotics with a good intracellular
penetration are the only ones that are active against Chlamydia t.
(Tetracyclines, Macrolides, Fluoroquinolones, and Rifampicin). The
traditional treatment used is the Erythromycin 50mg/kg/day in 4
doses, 14 days. The Public Health Agency of Canada recommends for
children under 1 month: Erythromycin for 14 days (first week of life:
20mg/kg/day if < 2000g, 30mg/kg/day if > 2000g, from 1 week to
1 month: 40mg/kg/day) and for Children older than 1 month:
Azithromycin, 12-15mg/kg/day, maximum 1g single dose or
Erythromycin 40 mg/kg/day, in 4 divided doses for 14 days or
Sulfamethoxazole 75mg/kg/day, maximum 1g, in 2 doses/day for 10
days. Josamycin (50 mg/kg/day, 14 days) has been favored in these
two cases observed for its action on intracellular pathogens, and its
good tolerance compared with the other molecules of this class (less risk
of cardiac rhythm disorder). In front of a more severe respiratory in-
fection and/or bacteriemia, a longer treatment time would probably
have to be considered with a change in administration route.

3.4. Evolution

Despite the efficacity of antibiotic therapy during the acute phase, it
is suspected that long-term complications such as broncho-pulmonary
dysplasia might occur. Since 1998, about twenty clinical studies in
newborn children suffering from atypical pulmonary infection have
reported a significant association between the colonization of the re-
spiratory tract by Ureaplasma Urealitycum within 24-72 hours of birth
and the appearance of broncho-pulmonary dysplasia [6]. An experi-
mental study in young mice has brought out the fact that Chlamydia
Pneumoniae pulmonary infection may result up until adulthood with
respiratory sequelae in the form of bronchial hyperactivity, fibrosis and
reduced lung volumes [7]. Because of the potential respiratory se-
quelae, systematic long-term monitoring seems appropriate. As for
antibiotic therapy, the studies showed no conclusive evidence of its
benefit in the prevention of asthma but early-life exposure to antibiotics
seems to improve asthma with a dose-response relationship [8].
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4. Conclusion

These two observations help to enrich the rare descriptions of
Chlamydia t. lung disease in the infancy, whose management remains
unclear. A diagnosis method based on systematic Chlamydia t. de-
termination by PCR, specifically on urinary and pharyngeal specimens,
when facing an interstitial lung disease in newborns or infants seems to
be indicated. The treatment of Chlamydia t. infection with Josamycin
50mg/kg/day during 14 days seems to be an effective treatment. The
middle-term follow-up of these infants is justified.

This research did not receive any specific grant from funding
agencies in the public, commercial, or not-for-profit sectors.

Conflicts of interest

None.

Respiratory Medicine Case Reports 28 (2019) 100852

References

[1]
[2]
[3]
[4]
[5]

[6]

[71

[8]

Bertille de Barbeyrac, Current aspects of Chlamydia trachomatis infection, Presse
Medicale (Paris, France 42 (4 Pt 1) (1983) 440-445 avril 2013.

ANAES. Prévention anténatale du risque infectieux bactérien, Recommandations
pour la pratique clinique. Septembre 2001.

HAS. Stratégie de dépistage des infections a Chlamydia Trachomatis. Feuille de
route, Juin 2016.

ANAES. Evaluation du dépistage des infections uro-génitales basses a Chlamydia
Trachomatis en France, Tome 2, Février 2003.

Wainberg MA. Numazaki, J. McDonald, et al., Chlamydia trachomatis infections in
infants, CMAJ: Can. Med. Assoc. J. 140 (6) (15 mars 1989).

J. Lowe, W.J. Watkins, M.O. Edwards, et al., Association between pulmonary ur-
eaplasma colonization and bronchopulmonary dysplasia in preterm infants: updated
systematic review and meta-analysis, Pediatr. Infect. Dis. J. 33 (7) (Jul 2014)
697-702.

Madhulika Jupelli, K. Shimada, N. Chiba, et al., Chlamydia pneumoniae infection in
mice induces chronic lung inflammation, iBALT formation, and fibrosis, PLoS One 8
(10) (25 octobre 2013).

M. Korppi, et al., Bacterial infections and pediatric asthma, Immunol. Allergy Clin. N.
Am. 30 (4) (Novembre 2010 Nov) 565-574.


http://refhub.elsevier.com/S2213-0071(18)30385-X/sref1
http://refhub.elsevier.com/S2213-0071(18)30385-X/sref1
http://refhub.elsevier.com/S2213-0071(18)30385-X/sref5
http://refhub.elsevier.com/S2213-0071(18)30385-X/sref5
http://refhub.elsevier.com/S2213-0071(18)30385-X/sref6
http://refhub.elsevier.com/S2213-0071(18)30385-X/sref6
http://refhub.elsevier.com/S2213-0071(18)30385-X/sref6
http://refhub.elsevier.com/S2213-0071(18)30385-X/sref6
http://refhub.elsevier.com/S2213-0071(18)30385-X/sref7
http://refhub.elsevier.com/S2213-0071(18)30385-X/sref7
http://refhub.elsevier.com/S2213-0071(18)30385-X/sref7
http://refhub.elsevier.com/S2213-0071(18)30385-X/sref8
http://refhub.elsevier.com/S2213-0071(18)30385-X/sref8

	Neonatal low respiratory tract chlamydia trachomatis infection: Diagnostic and treatment management
	Introduction
	Observations
	First observation
	Second observation

	Discussion
	Epidemiology and screening
	Diagnosis and initial assessment
	Therapeutic management
	Evolution

	Conclusion
	Conflicts of interest
	References




