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AbsTrACT
Objectives although rapid screening and treatment 
programmes have been recently implemented to 
tackle Stis, testing Mycoplasma genitalium (Mg) 
among asymptomatic populations is not currently 
recommended due to the lack of scientific evidence 
and the emergence of antibiotic resistance. the main 
objective of this study was to estimate the prevalence 
of Mg and macrolide resistance among asymptomatic 
people visiting a point of care service for rapid Sti 
screening and to identify risk factors associated with 
the acquisition of this infection.
Methods Between October 2017 and January 2018, 
a total of 890 asymptomatic individuals attending to 
the Sti screening service Drassanes exprés in Barcelona, 
Spain, were tested for Mg and macrolide resistance 
using the molecular resistancePlus Mg assay (SpeeDx, 
australia). asymptomatically infected individuals were 
invited to attend the Sti Unit for resistance-guided 
antimicrobial therapy.
results Overall, the prevalence of Mg was 7.4% 
(66/890; 95% ci 5.8% to 9.3%), being higher among 
men who have sex with men (MSM) (46/489) compared 
with heterosexual men and women (20/401; p=0.012). 
Macrolide resistance was found in 32/46 (69.6%; 
95% ci 54.2% to 82.3%) MSM, while only 2/20 
(10.0%; 95% ci 1.2% to 31.7%) infections among 
heterosexuals presented macrolide resistance-mediated 
mutations (p<0.001). MSM behaviour, receptive anal 
intercourse, HiV positive status, syphilis history and 
high-risk sexual activity (more than five sexual partners 
in the last 3 months) were significantly associated 
with Mg infection. Furthermore, the resistance-guided 
therapy approach was implemented in 36/66 (54.6%) 
individuals.
Conclusions the research provides further data 
regarding the prevalence of Mg and macrolide resistance 
among asymptomatic individuals. it also identifies 
higher risk subpopulations which might be targets for 
Mg screening. nevertheless, there is insufficient data to 
justify Mg testing among asymptomatic individuals and 
current Sti guidelines should be followed until evidence 
shows the cost and effectiveness of screening.

InTrOduCTIOn
STIs are a major problem worldwide. In fact, the 
WHO incorporated this issue in the 2030 Sustain-
able Development Goals where, for example, an 
ambitious 90% reduction in the incidence of Neis-
seria gonorrhoeae (NG) globally was proposed as 
a key target.1 Despite the efforts executed by the 
medical community, the number of reported infec-
tions caused by Chlamydia trachomatis (CT) and 
NG continues to rise annually; particularly among 
high-risk subpopulations such as men who have sex 
with men (MSM).2

NG and CT infections were traditionally 
managed only when patients presented with symp-
toms. However, rapid testing and treatment STI 
services have been recently implemented in asymp-
tomatic individuals to putatively reduce compli-
cations and control STI transmission and spread 
since most infections are asymptomatic and may 
persist in time. Furthermore, current international 
guidelines already recommend routine screening 
for NG and CT; especially among sexually active 
young people and MSM.3 4 Although not widely 
evidenced, these screening programmes may, 
indeed, reduce the prevalence of STIs.5 In addition, 
these programmes may also result in selection pres-
sure for antibiotic resistance development not only 
in NG6 but also in Mycoplasma genitalium (MG) if 
an undetected co-infection is present and azithro-
mycin is prescribed.7

MG is a major cause of urethritis, accounting for 
15%–20% of non-gonococcal urethritis (NGU) in 
men.8 In women, this STI is associated with cervi-
citis, pelvic inflammatory disease (PID), preterm 
birth and spontaneous abortion.8 9 Since doxycy-
cline demonstrated very poor efficacy eradicating 
MG infections,10 11 azithromycin has instead been 
used and remains the recommended first-line treat-
ment.12 However, the widespread use of this anti-
biotic for the syndromic management of STIs may 
have contributed to the emergence of macrolide 
resistance (McrR) in MG worldwide.3 3 4 4–18 Testing 
for MG among asymptomatic individuals has been 
suggested19; but experts currently plead to avoid 
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widespread asymptomatic screenings due to the lack of scien-
tific evidence, the disturbing emergence of antibiotic resistance 
in MG, particularly to azithromycin, and the consequent use of 
costly antibiotics (that may also cause serious side effects).7 12 20 
In fact, recent studies attempt to evaluate the impact and effec-
tiveness of these screening strategies but ultimately recommend 
further empirical work to improve understanding on MG and 
elucidate the real impact of these proposals.21 22

In response to this challenge, the primary objective of this 
study was to estimate the prevalence of MG and McrR among 
asymptomatic people visiting a point of care (POC) service for 
rapid STI screening. Second, we aimed to identify factors associ-
ated with the acquisition of MG infection since certain subpop-
ulations with large MG endemicity could be potential targets 
for screening strategies. Also, we evaluated a resistance-guided 
therapy (RGT) approach for MG treatment.

METhOds
A cross-sectional study was conducted, between October 2017 
and January 2018, among asymptomatic people attending a 
POC STI screening service (Drassanes Exprés-DrasExp) located 
in Barcelona. A written information report about the study 
was provided to all attendees and those who accepted signed 
an informed-consent document. The inclusion criteria were 
complete STI screening done and acceptance to participate in the 
study. Thus, in addition to the routine STI screening provided at 
DrasExp, participants were also tested for MG and McrR.

drassanes Exprés
DrasExp Programme is a publicly funded POC service for rapid 
STI screening belonging to Vall d’Hebron University Hospital in 
Barcelona, Spain. Thus, not only HIV and syphilis but also CT 
and NG testing is routinely offered to asymptomatic men and 
women (older than 18 years).

On arrival at DraExp, users complete a short epidemiolog-
ical questionnaire into the Laboratory Internal Software (LIS) 
including: age, gender, gender of sex partners, country of origin, 
sexual practices (oral, vaginal and/or anal sex), number of sexual 
partners in the last 3 months and HIV and syphilis history. Based 
on the self-reported answers pointed, the LIS suggests the spec-
imens required for the appropriate screening. Then, a self-sam-
pling collection is performed by the users. Nursing staff also 
collect blood samples for HIV and syphilis testing if required. 
Finally, samples are delivered to the laboratory where the micro-
biological testing takes place. As soon as the results are available 
and validated (<6 hours), the LIS automatically delivers them 
to users by SMS/email. Those with positive results are then 
invited to attend to the STI Unit Vall d’Hebron-Drassanes, also 
belonging to Vall d’Hebron University Hospital, for the proper 
management of the infection.

Users excluded of this screening service are: patients reporting 
symptoms, sexual contacts of known infected partners sent to 
the STI Unit for specific clinical attendance and those individuals 
having been screened at DrasExp in the last 3 months as stated by 
the STI guidelines.3 4

Laboratory and clinical procedures
STI screening tests are routinely performed at the laboratory of 
DraExp. Additionally, attendees enrolled in the study were also 
tested for MG and McrR genotypic markers using the Resistan-
cePlus MG kit (SpeeDx, Australia) according to the manufactur-
er’s instructions. First-void urines (Vacumed Urine (FL Medical, 
Italy), 10 mL container), vaginal and rectal flocked swabs 

(DeltaSwab ViCUM (Deltalab, Spain), 2 mL transport media) 
were collected and used for this MG screening. The Resistan-
cePlus MG assay is a multiplex real-time PCR for detection of 
MG and five mutations (A2058G, A2059G, A2058C, A2059C 
and A2058T; Escherichia coli numbering) located in domain V 
of the 23S ribosomal RNA (rRNA) and associated with pheno-
typic McrR.23 Briefly, 200 µL of sample was extracted using the 
MagNA Pure 96 platform (Roche Diagnostics, USA) and eluted 
in 100 µL of MagNA Pure elution buffer with the SV Viral NA 
extraction kit on the Universal Pathogen protocol (Roche Diag-
nostics). Then, 5 µL of DNA was amplified in a 20 µL reaction 
volume using a LightCycler 480 Instrument II (Roche Diagnos-
tics). Analysis of the results was performed using the supplied 
software. McrR-mediating mutations found in MG were retro-
spectively confirmed by sequencing using a previously described 
methodology.17

Since the MG screening result was delayed by few days, 
individuals recruited received a second SMS/email regarding, 
exclusively, the study result. Thus, those patients testing posi-
tive for MG were invited to attend the STI Unit for RGT.12 24 25 
Treatment outcomes were retrospectively registered through a 
comprehensive review of the medical record. Cured was defined 
as a negative microbiological test of cure (TOC), executed at least 
3 weeks after antibiotic therapy.12 Infected participants who did 
not return for clinical control were classified as lost to follow-up 
and no active-recruitment strategies were implemented.

descriptive and statistical analyses
Characteristics of the study cohort were collected from the LIS 
questionnaire. Sexual conduct was defined regarding the gender 
of sexual partners reported by the participant. Statistical analyses 
were performed using Stata (StataCorp, USA). Univariate anal-
yses were performed to examine the relationships between each 
variable and MG infection. ORs and their corresponding 95% 
CIs were calculated. Differences with p<0.05 were considered 
statistically significant.

rEsuLTs
A total of 1189 users attended to DrasExp during the study 
period. Of them, 890 (74.9%) accepted to participate in the 
study. Online supplementary table in supplementary material 
compares the sociodemographic characteristics of both recruited 
and non-recruited individuals. There were more MSM among 
the participants (54.9% vs 39.5%, p<0.001), contributing also 
to a major proportion of high-risk sexual activity and syphilis 
history among the recruited population. Thus, a total of 1404 
specimens were collected and tested for MG and McrR. Samples 
consisted of 519 rectal swabs, 222 vaginal swabs and 663 first-
void urines.

Characteristics of study population
The characteristics of the study population grouped by sexual 
behaviour are summarised in table 1. The main screened group 
were MSM, with 489 (54.9%; 95% CI 51.6% to 58.2%) subjects 
of whom 52 (10.6%; 95% CI, 0.8% to 13.7%) also reported 
engaging in heterosexual behaviours. The proportion of partici-
pants reporting more than five sexual partners in the preceding 
3 months was much higher among MSM (38.9%; 95% CI, 
34.5% to 43.3%) compared with the heterosexual population 
(16.0%; 95% CI 12.5% to 19.9%; p<0.001). The majority of 
MSM recruited reported receptive anal intercourse (96.3%; 
95% CI 94.2% to 97.8%) while this sexual practice was only 
occasional among women (26.1%; 95% CI 20.5% to 32.4%).
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Table 1 Characteristics of the 890 asymptomatic individuals studied for Mycoplasma genitalium and macrolide resistance grouped by sexual 
behaviour

Characteristics
MsM (n=489)
no.; % (95% CI)

MsW (n=179)
no.; % (95% CI)

Women (n=222)
no.; % (95% CI) P value*

Median age (IQR) 34.1 (27.7 to 41.8) 30.5 (26.5 to 37.4) 28.9 (24.3 to 36.7) <0.001

Origin

  Spanish 311; 63.6 (59.2 to 67.9) 99; 55.3 (47.7 to 62.7) 117; 52.7 (45.9 to 59.4) 0.011

  Non-Spanish 178; 36.4 (32.1 to 40.8) 80; 44.7 (37.3 to 52.3) 105; 47.3 (40.6 to 54.1)

Sexual partners (last 3 months)

  1–5 299; 61.1 (56.7 to 65.5) 153; 85.5 (79.4 to 90.3) 184; 82.9 (77.3 to 87.6) <0.001

  6–20 162; 33.1 (29.0 to 37.5) 24; 13.4 (8.8 to 19.3) 27; 12.2 (8.2 to 17.2)

  >20 28; 5.7 (3.8 to 8.2) 2; 1.1 (0.1 to 4.0) 11; 5.0 (2.5 to 8.7)

HIV positive 84†; 17.2 (13.9 to 20.8) 0; 0.0 (0.0 to 2.0) 0; 0.0 (0.0 to 1.6) <0.001

Syphilis history 177; 36.2 (31.9 to 40.6) 1; 0.6 (0.0 to 3.1) 1; 0.5 (0.0 to 2.5) <0.001

Specimens

  Rectal swab 471; 96.3 (94.2 to 97.8) – 58; 26.1 (20.5 to 32.4)

  Vaginal swab – – 222; 100.0 (98.4 to 100.0)

  First void urine 489; 100.0 (99.2 to 100.0) 179; 100.0 (98.0 to 100.0) –

CT infection 48‡; 9.8 (7.3 to 12.8) 11; 6.1 (3.1 to 10.7) 18§; 8.1 (4.9 to 12.5) 0.310

NG infection 67; 13.7 (10.8 to 17.1) 0; 0.0 (0.0 to 0.2) 9; 4.1 (1.9 to 7.6) <0.001

*χ2 tests for categorical variables and Mann-Whitney U test for quantitative variables.
†Five HIV positive cases were new diagnoses.
‡Eleven MSM individuals had a CT and NG co-infection.
§One woman was co-infected with CT and NG.
MSM, men who have sex with men; MSW, men who have sex with women; CT, Chlamydia trachomatis; NG, Neisseria gonorrhoeae.

Table 2 Prevalence of Mycoplasma genitalium and macrolide 
resistance among asymptomatic individuals

Population

Mycoplasma genitalium prevalence

Macrolide resistance prevalence

resistant MG
n.; % (95% CI)

Total MG
n.; % (95% CI)

Total individuals 
tested (n)

Women 1; 10.0 (0.3 to 44.5) 10; 4.5 (2.2 to 8.1) 222

  Vagina 1; 14.3 (0.4 to 57.9) 7*; 3.2 (1.3 to 6.4) 222

  Rectum 0; 0.0 (0.0 to 60.2) 4; 6.9 (1.9 to 16.7) 58

MSW† 1; 10.0 (0.3 to 44.5) 10; 5.6 (2.7 to 
10.0)

179

MSM 32; 69.6 (54.2 to 
82.3)

46; 9.4 (7.0 to 
12.3)

489

  Urethra 8‡; 88.9 (51.8 to 
99.7)

9‡; 1.8 (0.8 to 3.5) 489

  Rectum 27; 67.5 (50.9 to 
81.4)

40; 8.5 (6.1 to 
11.4)

471

Total 34; 51.5 (38.9 to 
64.0)

66; 7.4 (5.8 to 9.3) 890

Percentages of macrolide resistance are calculated from the MG infections reported.
*One woman had infections in both vagina and rectum.
†All infections in MSW occurred in urethra.
‡Three MSM had infections in both urethra and rectum.
MG, Mycoplasma genitalium; MSM, men who have sex with men; MSW, men who 
have sex with women.

Regarding the routine STI screenings performed at DraExp, 
five new HIV cases (one co-infected with MG), all in MSM, 
were diagnosed during the study period. Additionally, overall CT 
prevalence was 8.7% (95% CI 6.9% to 10.7%) with no statisti-
cally significant differences between groups (p=0.310). On the 
other hand, overall NG infection prevalence was slightly lower 
(8.5%; 95% CI 6.8% to 10.6%) being more prevalent among 
MSM compared with MSW and women (p<0.001).

Prevalence of MG and macrolide resistance
The table 2 shows the prevalence of MG and McrR grouped by 
sexual behaviour. A total of 70 specimens (5.0%; 95% CI 3.9% 
to 6.3%) from 66 people (7.4%; 95% CI 5.8% to 9.3%) were 
positive for MG.

The prevalence of rectal MG infections among MSM reporting 
anal intercourse was 8.5% (95% CI 6.1% to 11.4%), like the one 
reported in women (6.9%; 95% CI 1.9% to 16.7%, p=0.678). 
On the other hand, the prevalence of urethral MG infection 
among MSW was 5.6% (95% CI 2.7% to 10.0%), signifi-
cantly higher than among MSM (1.9%; 95% CI 1.9% to 3.5%, 
p=0.011). Furthermore, those MSM engaging also heterosexual 
behaviours had a significantly higher prevalence of urethral 
infection (5.8%; 95% CI 1.2% to 15.9%) compared with MSM 
with no female sexual partners (1.4%; 95% CI 0.5% to 3.0%, 
p=0.026). In fact, there were no differences in urethral infection 
prevalence between MSW and bisexual men (p=0.960). Overall, 
men reporting vaginal sex had higher risk for urethral MG infec-
tion (4.28; 95% CI 1.61 to 11.43).

McrR was detected in 37 MG-positive specimens (52.9%; 
95% CI 40.6% to 64.9%) from 34 individuals (51.5%; 95% CI 
38.9% to 64.0%).

No statistical differences in MG infection (p=0.621) and 
McrR (p=1.000) were found between women and MSW. 
However, prevalence of MG infection (p=0.012) and McrR 
(p<0.001) was markedly higher among MSM compared with 
heterosexual men and women. Six out of 52 MSM reporting 
bisexual behaviours (11.5%; 95% CI 4.4 to 23.4) had a MG 
infection, higher prevalence if compared with MSM with 
no female sexual partners (9.2%; 95% CI 6.6% to 12.3%, 
p=0.578).

The sequencing of the 23S rRNA confirmed 29 of the 34 McrR 
cases. Thus, 18 infections (62.1%; 95% CI 42.3% to 79.3%) 
harboured SNPs at position A2058G, nine (31.0%; 95% CI 15.3% 
to 50.8%) at position A2059G and two (6.9%; 95% CI 0.8% to 
22.8%) were mixed infections with mutants at both A2058G and 
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Table 3 Risk factors associated with Mycoplasma genitalium infection

Characteristic (n=890) People with characteristics (n, %) MG infections (n, %) Crude Or (95% CI) P value*

Age (IQR) 32.1 (26.5–40.0) 33.8 (28.2–40.1) 1.01 (0.98 to 1.03) 0.624

Sexual conduct

  Women 222 (24.9) 10 (4.5) 1

  MSW 179 (20.2) 10 (5.6) 1.25 (0.51 to 3.08) 0.621

  MSM 489 (54.9) 46 (9.4) 2.20 (1.09 to 4.45) 0.028

Origin

  Spanish 527 (59.2) 33 (6.2) 1

  Non-Spanish 363 (40.8) 33 (9.1) 1.50 (0.90 to 2.47) 0.115

Sexual partners (last 3 months)

  1–5 636 (71.5) 37 (5.8) 1

  6–20 213 (23.9) 22 (10.3) 1.87 (1.07 to 3.24) 0.027

  >20 41 (4.6) 7 (17.1) 3.33 (1.38 to 8.02) 0.007

Active oral sex

  No 192 (21.6) 10 (5.2) 1

  Yes 698 (78.4) 56 (10.6) 1.59 (0.79 to 3.17) 0.191

Receptive anal intercourse

  No 361 (40.6) 14 (3.9) 1

  Yes 529 (59.4) 52 (9.8) 2.70 (1.47 to 4.95) 0.001

HIV positive

  No 806 (90.6) 53 (6.6) 1

  Yes 84 (9.4) 13 (15.5) 2.60 (1.35 to 5.00) 0.004

Syphilis history

  No 711 (79.9) 45 (6.3) 1

  Yes 179 (20.1) 21 (11.7) 1.97 (1.14 to 3.40) 0.015

CT co-infection

  No 813 (91.3) 60 (7.4) 1

  Yes 77 (8.7) 6 (7.8) 1.07 (0.45 to 2.58) 0.868

NG co-infection

  No 814 (91.5) 60 (7.4) 1

  Yes 76 (8.5) 6 (7.9) 1.06 (0.44 to 2.54) 0.895

*χ2 tests for categorical variables and Mann-Whitney U test for quantitative variables.
CT, Chlamydia trachomatis;MG, Mycoplasma genitalium; MSM, men who have sex with men; MSW, men who have sex with women; NG, Neisseria gonorrhoeae.

A2059G positions. The remaining five individuals that tested posi-
tive for resistant MG were unable to be sequenced.

Additionally, MG co-infection was found in 8.5% (95% CI 
4.5% to 14.4%) of participants testing positive for CT or NG.

Factors associated with MG infection
The univariate analyses described in table 3 suggests that the main 
risk factors associated with MG infection were: MSM behaviour, 
receptive anal intercourse, HIV positive status, syphilis history 
and high-risk sexual behaviours (more than five sexual partners 
in the last 3 months).

Treatment outcomes
Of the 66 participants infected with MG during the study 
period, 36 (54.6%) returned for clinical attendance and were 
treated following the RGT (figure 1). The median time between 
the DrasExp visit and the beginning of treatment was 15 days 
(IQR 9–22 days). A total of 24 (66.7%) users completed the 
proper treatment follow-up with a negative TOC. The median 
time between treatment and the TOC was 35 days (IQR 32–42).

Only one putative treatment failure case was detected in a 
wild-type infection treated with extended-dose azithromycin. In 
this case, not only MG but also a new CT infection was detected 
in the TOC, 3 months later. Furthermore, the individual 
reported condomless anal intercourse with multiple partners. 

Unfortunately, the McrR status was not determined in this 
second episode. Since the individual had been previously treated 
with azithromycin, the patient received moxifloxacin and cured.

dIsCussIOn
Despite MG being isolated in 1981, nucleic acid amplification 
tests were not developed until the early 1990s.8 Henceforth, its 
pathogenic role has since been established and MG has become 
a serious concern, especially after the emergence and spread of 
McrR worldwide.14–18

The study aimed to estimate the prevalence of MG and McrR 
among asymptomatic people visiting a POC service for rapid 
STI screening. The overall prevalence of MG in our cohort was 
7.4%, with higher estimates among MSM (9.4%) compared with 
heterosexuals (5.0%). There are few investigations on asymp-
tomatically MG-infected people,26–28 all reporting lower prev-
alence. To our knowledge, there are no previous estimates of 
McrR in MG among asymptomatically infected people. Thus, 
the overall prevalence of McrR was 51.5% in our cohort, being 
seven times more prevalent among MSM if compared with heter-
osexuals. Similar resistance rates have been recently reported but 
in different settings in Spain.14

The statistical analyses revealed that MSM behaviour, recep-
tive anal intercourse, HIV positive status, syphilis history and 
high-risk sexual activity (more than five sexual partners in the 
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Figure 1 Cases and outcomes of resistance-guided treatment (RGT) for Mycoplasma genitalium asymptomatic infections. aTwo individuals received 
not the extended but the single-dose 1 g azithromycin regimen due to co-existing Neisseria gonorrhoeae and Chlamydia trachomatis, respectively.

last 3 months) were significantly associated with MG infec-
tion. Furthermore, the study showed that MSW and bisexual 
men had a similar prevalence of urethral MG infection, much 
higher when compared with MSM with no female sexual part-
ners. Several studies have reported that urethral MG infection is 
more associated with unprotected vaginal sex rather than anal 
sex.28 29 Behavioural patterns, but also a better environment for 
MG fitness in vagina, resulting in higher bacterial loads, could 
explain this fact. Some investigations conclude that vaginal inter-
course is a major route of transmission for MG and suggest that 
strengthening the screening of this bacterium among bisexual 
men could be an important strategy to control the infection.28

Additionally, the study evaluated a RGT approach for MG 
screening using the workflow of DrasExp. Despite the limited 
number of MG infected individuals who returned for clin-
ical assistance, no treatment failures were detected among 
macrolide-resistant infections using moxifloxacin and only 
one probable azithromycin failure case was reported in a wild-
type infection. Similar rates of McrR selection were previously 
reported using a guided sequential-treatment approach.25

Despite the arguments against MG screening, there are some 
other points that should be considered when discussing this 
issue. First, MG usually causes urethritis in men but it is also 
associated with very serious adverse outcomes in women ranging 
from cervicitis to preterm birth, spontaneous abortion, PID and 
infertility.8 9 12 Second, although poorly established, the relation 
between MG and HIV suggests that the bacterial infection may 
facilitate HIV acquisition through disruptive and inflammatory 
processes in the anogenital mucosa during exposure.30 Last, the 
present study demonstrates that MG prevalence is similar to the 
prevalence of CT and NG. Given the similarities, it may be para-
doxical why for instance NG screening, which also may select for 

antimicrobial resistance,6 is widely recommended while MG is 
not.3 12 Additionally, CT and NG screening strategies may facili-
tate McrR spread in MG if an undetected co-infection (8.5% in 
our cohort) is present and azithromycin is prescribed.7

Considering that a sample of subjects was selected, some limi-
tations to our report must be addressed. First of all, there were 
more MSM among the recruited population, contributing also to a 
higher proportion of high-risk sexual activity and syphilis history. 
This may have biased the results overestimating the prevalence 
of MG and McrR among the study population. Additionally, we 
should note that the study population, as a group attending sexual 
health testing, is at higher risk STIs than the general population. 
Second, the epidemiological information was collected from a 
computer-based questionnaire that users had to complete, always 
assisted by nursing staff. Consequently, the information may be 
susceptible to misreporting. Third, no active-recruitment strategies 
were implemented for the MG-positive individuals to be treated; 
so, only the information report given at DrasExp and the automat-
ically delivered SMS accounted for the low adherence of partici-
pants to the RGT protocol. Of note, likely asymptomatic people 
are not fully aware and worried about the impact of MG infection 
on health. In addition, registrations of treatment outcomes were 
collected retrospectively and there were many tracking losses that 
could have also limited the strength of the results. However, our 
results showed that individuals who followed the RGT had a high 
cure rate, in accordance with results by Read et al.25 Regarding the 
laboratory techniques, 200 µL of neat urine was extracted without 
any concentration procedure. This may have underestimated MG 
infection in urethra although the positivity rate in this location is 
the expected one compared with previous investigations.28 Finally, 
the cross-sectional design of the study cannot provide key evidence 
about the possible impact of MG screening on public health.
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In conclusion, the research provides additional data regarding 
the prevalence of MG and McrR among asymptomatic people at 
risk to acquire STIs. Furthermore, the results of the investigation 
also point subpopulations and sexual practices at higher risk for 
MG infection, which could be potential targets for MG screening 
in terms of infection control. Lastly, the research successfully 
engages MG testing to a POC service for rapid STI screening, 
establishing the basics for future screening strategies. Nevertheless, 
current available evidence is insufficient to justify MG screening 
among any defined asymptomatic population. So, current guide-
lines should be followed until more empirical studies improve the 
understanding of MG natural history and assess the cost and effec-
tiveness of screening.

Key messages

 ► The prevalence of Mycoplasma genitalium (MG) 
asymptomatically infected individuals among people visiting 
a point of care service for rapid STI screening was 7.4%.

 ► The prevalence of MG and macrolide resistance was much 
higher among men who have sex with men compared with 
heterosexual men and women.

 ► The resistance-guided therapy protocol demonstrated high 
efficacy eradicating MG infections and preventing new MG 
macrolide-resistant cases.

 ► The current limited understanding in MG infection natural 
history is insufficient to justify MG testing and treatment 
among asymptomatic individuals.
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