1174 and prolonged than those of reinfection. The pneumonitis of C. pneu-

moniae pneumonia resembles that of Mycoplasma pneumonia in that
leukocytosis is frequently lacking and patients often have prominent
antecedent upper respiratory tract symptoms, fever, nonproductive
cough, mild to moderate illness, minimal findings on chest auscultation, and small segmental infiltrates on chest x-ray. In elderly patients,
pneumonia due to C. pneumoniae can be especially severe and may
necessitate hospitalization and respiratory support.
Chronic infection with C. pneumoniae has been reported among
patients with chronic obstructive pulmonary disease and may also play
a role in the natural history of asthma, including exacerbations. The
clinical symptoms of respiratory infections caused by C. pneumoniae
are nonspecific and do not differ from those caused by other agents of
atypical pneumonia, such as Mycoplasma pneumoniae.
dIAgNoSIS
Serology, PCR amplification, and culture can be used to diagnose
C. pneumoniae infection. Serology has been the traditional method
of diagnosing infection by C. pneumoniae. The gold standard serologic test is the MIF test (see section on diagnosis of C. trachomatis
genital infection, above). Any antibody titer above 1:16 is considered
significant evidence of exposure to chlamydiae. According to a CDCsponsored expert working group, the diagnosis of acute C. pneumoniae
infection requires demonstration of a fourfold rise in titer in paired
serum samples. There are no official recommendations for diagnosis
of chronic infections, although many research studies have used high
titers of IgA as an indicator. The older CF tests and EIAs for LPS are not

recommended, as they are not specific for C. pneumoniae but identify
the chlamydiae only to the genus level. The organism is very difficult
to grow in tissue culture but has been cultivated in HeLa cells, HEp-2
cells, and HL cells. Although NAATs are commercially available for
C. trachomatis, only research-based PCR assays are available for C.
pneumoniae.
treatMeNt

C. pneumonIae InfecTIons

Although few controlled trials of treatment have been reported,
C. pneumoniae is inhibited in vitro by erythromycin, tetracycline,
azithromycin, clarithromycin, gatifloxacin, and gemifloxacin.
Recommended therapy consists of 2 g/d of either tetracycline or
erythromycin for 10–14 days. Other macrolides (e.g., azithromycin)
and some fluoroquinolones (e.g., levofloxacin and gatifloxacin) also
appear to be effective.
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