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Mycoplasmas belong to the Mollicutes classification. The first 
species was discovered in 1898 by Nocaard & Roux in a case of 
pneumonia. In this classification four species have a higher impact 
on a bovine pneumonia case. The Ureaplasma genus focusing on 
the Urealiticum and Parvum species may be related with prob-
lems during pregnancy or even with perinatal impact(1), whereas 
the Mycoplasmas genus represented by the hominis and the geni-
talium species are more related to disturbances in the genitals, but 
can also have an impact on pregnancy(1). Among these, Mycoplasma 
genitalium (MG) stands out regarding its pathogenicity, especially 
the growing resistance to antibiotics as shown in recent studies(2,3).

In terms of pathogenicity, Chlamydia trachomatis (CT) can be 
compared with MG. It was first described in 1907, in Berlin, by the 
zoologist and microbiologist Stanislaus von Prowazek, who defined 
the existence of inclusion corpuscles of Chlamydia in trachoma cases.

After their discovery, both MG and CT were studied as to their 
pathogenicity mechanisms; however, most studies have been accen-
tuating the Chlamydia bacterium. However, several factors have 
led to an increasing concern regarding MG, requiring more studies. 

At first, MG differs from CT in its microbiological structure, 
since it does not show a cytoplasmic membrane(4), which allows the 
resistance to all antimicrobial agents that have their action mecha-
nism addressed to that organelle. But the pathogenicity mechanisms 
are similar to this bacterium: both attach closely to the cells so that 
these can be included through receivers(4). In addition to their very 
small size (the MG is the smallest existing bacterium), it requires 
intracellular parasites(4).

MG is different than the Ureaplasma and the Mycoplasma 
hominis species, which can compose the vaginal microbiome(5). 
However, a study showed the presence of MG not associated with 
the pathogenicity(6).

The prevalence of CT is around 10% in the young population, whereas 
MG has been reported in about 1 to 2% of the women(7). Despite this 
difference, MG has been shown to be increasing; a review of the liter-
ature pointed to progressively higher rates by comparing more recent 
studies(8). While Manhart et al.(9) reported 7% of MG prevalence in 
the symptoms of cervicitis in 2003, Gaydos et al.(10), also evaluating 
cervicitis, found this microorganism in 19.3% of the cases in 2009.

It is important to note that a large group of entities can be asso-
ciated with both CT and MG, which can include cystitis, cervicitis, 
changes to the vaginal environment, and even pelvic inflammatory 
disease, with consequent implication on fertility(11). These situa-
tions are fundamentally important to conduct our diagnostic “clues” 
towards these agents.

Regarding the diagnosis of both CT and MG, if we wait for signs 
and symptoms we will miss the diagnoses in about 70 to 80% of the 
time, since both behave so insidiously; they are known as “silent 

epidemic” agents. It would be ideal for us to base the laboratory 
diagnosis on molecular biology testing(12). These diagnostic meth-
ods are sensitive, and in case of CT they should be used for track-
ing, especially among teenagers, as it is not usually applied in case 
of MG. MG should be considered in cases of chronic cystitis, cer-
vicitis or pelvic process, even when the first suspicion leads to CT 
and this agent’s treatment.

As far as treatment is concerned, studies show the difference 
between MG and CT. MG has been categorically more and more 
resistant to numerous agents that act on CT(3). In general terms it is 
possible to state that doxycycline provides 60% of resistance and, 
therefore, proved to be an ineffective drug to treat MG(12). Long 
clinical signs or symptoms that lead us to think of MG as the agent 
involved involve azithromycin as the first treatment option(10). 
However, studies refer to 30% of resistance to this drug(2), and it 
seems that increasing the time of administration of a single dose of 
1 g (used for treating cervicitis by CT) to 5 or even 7 days does not 
reduce such resistance(13). Moxifloxacin has been used in case of 
resistance to azithromycin, although a resistance of more than 5% 
to moxifloxacin has already been mentioned(14).

In conclusion, we have observed that MG is an emerging patho-
gen, affecting the reproductive health. It is difficult to be clinically 
diagnosed and has growing resistance to antibiotics, which makes 
it more aggressive than CT. Therefore, it should get more attention 
from the community that works with both male and female genital 
tract infections.
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