Prevalence and Antimicrobial Susceptibility of Mycoplasma infections among Sexually Active Patients Attending the Regional Hospital Annex of Dschang, Cameroon

ABSTRACT
Background: Ureaplasma urealyticum (UU) and Mycoplasma hominis (MH) are the principal Mycoplasma bacteria species responsible for male non-gonococcal urethritis, female cervical infections, and spontaneous abortion, among other conditions. Mycoplasma can also cause extra-urogenital infections like meningitis in adults and infective endocarditis; therefore, they are considered to pose a threat to community health. 
Aim: The objective of this study was to determine the prevalence of Mycoplasma infections and their susceptibility profiles to antibiotics among sexually active patients attending the Regional Hospital Annex of Dschang, Cameroon, presenting symptoms of sexually transmitted infections.
Methods: A hospital-based cross-sectional study involving 160 sexually active male and female participants was conducted between the period of March and July 2024 at the Regional Hospital Annex of Dschang, Cameroon. Questionnaires were administered to each consenting participant to collect sociodemographic information, clinical signs and predisposing factors to Mycoplasma infections. Urethral and endocervical specimens were collected by swabbing. Culture and antibiotic susceptibility testing were performed using the Mycoplasma-System Plus Gallery (Liofilchem). Collected data were entered and analysed on Microsoft Office Excel 2013 and EPI-INFO 7.2.1.  A P-value <5% was considered significant. 
Results: The mean age of the participants was 30.50±8.723 years. An overall prevalence of 68.75% (110/160), with a high frequency of Ureaplasma urealyticum (41.25%) against 13.13% for Mycoplasma hominis and 14.38% for co-infection with both Ureaplasma urealyticum and Mycoplasma hominis, was obtained.  In this study, women were more infected (69.84%) than men (61.76%) and participants of the age group [26-30] were highly associated with mycoplasma infection (OR:52; P: 0.13). U. urealyticum, M. hominis and co-infection of both showed good sensitivities to Pefloxacin at 78.79%, 80.95% and 56.52% respectively. However, U. urealyticum/M. hominis co-infection was highly resistant to Erythromycin (76.19%).
Conclusion: Mycoplasma infection is high among sexually active patients presenting symptoms of sexually transmitted infections. Mycoplasma species were highly susceptible to Pefloxacin and highly resistant to Erythromycin. 
Keywords: Ureaplasma urealyticum, Mycoplasma hominis, Sexually Active Patients, Antimicrobial Susceptibility.
INTRODUCTION 
Sexually transmitted infections are common among sexually active populations. According to WHO, more than one million people acquire sexually transmitted infections each day in the world, with 374 new cases due to Chlamydia trachomatis, Treponema pallidum, Neisseria gonorrhoea and Trichomonas vaginalis [1].  However, Mycoplasma is also responsible for sexually transmitted infections among sexually active people. Ureaplasma urealyticum (UU) and Mycoplasma hominis (MH) are the principal Mycoplasma bacteria species responsible for male non-gonococcal urethritis, female cervical infections, and spontaneous abortion, among other conditions [2]. Similarly, Mycoplasma genitalium is a newly emerged sexually transmitted disease pathogen and an independent risk factor for female cervicitis and pelvic inflammatory disease. If left untreated, M. genitalium can grow along the reproductive tract and cause salpingitis, leading to infertility and ectopic pregnancy (Yu et al., 2023). 
Mycoplasma can also cause extra-urogenital infections like meningitis in adults and infective endocarditis; therefore, they are considered to pose a threat to community health [3]. Mycoplasma infections outside the urogenital tract are rare; however, the prevalence of these infections, including bacteremia, septic arthritis, central nervous system infections, and surgical wound infections, has gradually increased in recent years (Li et al., 2025). UU and MH are generally referred to as genital Mycoplasma that are part of the genital commensal flora of a great number of people. Moreover, MH can be found in the vagina in less than 10% of healthy women, while UU species could be up to 50% [3]. 
MH and UU are both urogenital tract infections transmitted among sexually active individuals and can be initially asymptomatic but progress and lead to organ-specific chronic infections, complications and threaten reproductive health [4]. Coinfection by the two species remains common and can be associated with multiple factors such as: young age, low socioeconomic status, multiple sexual partners and unprotected sex [5]. One of the challenges clinicians faced is the identification of these bacteria and their asymptomatic nature (Hosseininasab-Nodoushan et al., 2022). This disease has a variable prevalence with respect to gender and can. Chronic infection can lead to the development of antibiotic resistance over time. It is important to note that knowledge on the prevalence and susceptibility of these sexually transmitted infections is essential to put in place effective preventive and control measures to reduce the transmission of STIs and related complications, and therefore specific antibiotic treatment to completely eradicate these infections. Treatment of mycoplasma infections is becoming difficult because of the development of resistance. Abused usage of antibiotics, non-standardised drugs, and repeated infections contribute to the development of resistance of UU and MH to commonly used antibiotics and making it very difficult for clinicians to put in place appropriate treatment. Thus, the main objective of this study was to evaluate the prevalence of UU, MH, and UU/MH co-infection and their susceptibility to antibiotics among sexually active symptomatic patients attending the Regional Hospital Annex of Dschang (RHAD).

MATERIALS AND METHODS 
Study design
 	This study was a hospital-based cross-sectional study, conducted among patients of both sexes aged 15 years and above attending the RHAD from March to July 2024.
Study area
This study was conducted at the RHAD. Dschang is a Subdivision located in the Menoua Division of the West region of Cameroon at an altitude of about 1500 m.  It is the second largest town in the West Region after Bafoussam. Dschang has a population of about 200,000 inhabitants, the majority of whom are students, with the Bamilékés being the predominant ethnic group. It covers a surface area of 262 km² and spreads into 20 urban communities and 96 rural communities (National Institute of Statistics, 2020). The Main Communities are: Foto (99 km²), Foréké-Dschang (86 km²), Fongo-Ndeng (31 km²). The RHAD located in Foréké -Dschang was founded in 1903 following the initiative of those responsible for the Berezick of Dschang, created by the Germans (Map of National Institute of Statistics 2020).
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Figure 1: The Dschang district area 
(National institute of statistics 2020, Google map).
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Target population
 All patients and persons of both sexes aged 15 years and above attending the RHAD for consultation for urogenital infections during this study period. Eligible participants who presented with symptoms of urogenital infections and who gave their consent. Non-included were those on antibiotics.

Data collection tools
Socio-demographic information, knowledge on the Mycoplasma infection and clinical symptoms were collected using a pre-tested (pre-standardised) questionnaire, information from the patient’s record and interview. Data was collected by a trained laboratory technician and symptoms from the patient's medical record, and by interviewing patients or caregivers. All microbiological data were collected following the standard operating procedures and laboratory guidelines. Tools used included: questionnaires, consent form, pens, registers, and log book. Materials used were the Mycoplasma System plus kit, swab, speculum, and a watch.

Specimen collection
For male patients, a sterile cotton ball was used to clean the urinary meatus, and a sterile cotton swab was then inserted 1–2 cm with rotation into the urinary meatus for urethral secretion collection for examination. For female patients, a sterile cotton swab was used to wipe the mucus from the cervical surface. Then, a special swab was inserted 1–2 cm into the vagina and rotated four to five times to collect sample for examination.

Culture, identification and drug sensitivity of Mycoplasma
Culture, identiﬁcation, and drug sensitivity of Mycoplasma was done using the Mycoplasma System plus kit (Liofilchem®2020). All the reagents were used within the validity period. Drugs used for this study belong to the families of Tetracycline: Tetracyclines (TET), doxycycline (DO), minocycline (MN); Fluoroquinolones: Pefloxacin (PEF), Oflaxacin (OFX) and Macrolide/Lincosamide: Erythromycin (E) clarithromycin (CLA), Clindamycin (CD) and Azithromycin (AZM). Both high and low concentrations of each drug were used. The diluent was added to the 2.9 mL mark of the dry powder bottle of the culture medium, shaken well, and then 200 µL was transferred to the control well C. The swab was then put into the culture solution, squeezed, and rotated to completely dissolve the sample, and 200 µL of the culture solution was put into each well, and 1 drop of liquid parafﬁn was added into the wells with the exception of well 6 TR/YE. The samples were incubated at 37°C for 24 to 48 hours. UU results were read after 24 hours, and MH results after 48 hours. If the colour of the culture well changed from yellow to red, this indicated that there was Mycoplasma growth (+); if there was no colour change (yellow), this indicated no Mycoplasma growth (–). The enumeration for both UU and MH was observed in their respective wells (UU/MH ≥ 104 CCU/ml). Sensitivity to the drugs was checked as follows: when the indicator well showed that there was growth of UU or MH and the well containing the drug did not turn red, the microorganism was considered sensitive (S); when the low concentration well turned red and the high concentration well remained unchanged, it was considered intermediary (I); and when the high and low concentration wells turned red, it was considered resistant (R).
Statistical methods
[bookmark: _Toc171594708]Questionnaires were verified for complete filling before being typed on an Excel Sheet 2010. Data transferred on EPI-INFO version 7.2 software was analysed on Microsoft Excel. The frequencies of the variables were measured with reference to the margin of significant error at 5% (0.05) and confidence interval at 95% (p ≤ 0.05 or p ≥ 0.05). Also, the Chi-squared statistical test was used to compare the prevalence of the different variables. Furthermore, correlation of variables and calculations on averages and summation were used, then presented in tables and graphs based on individual characteristics collected from the questionnaire, like age, sex, marital status, number of sex partners, level of education, and profession.
RESULTS 
Distribution of the study population according to socio-demographic characteristics
Among the 160 participants who met the criteria for inclusion and were examined in the present study, 126 females and 34 males were enrolled.  The mean age of the study population was 30.50± 8.723. Age group between [31-35] years was the most represented with a frequency of 36.9% (59/160), followed by ages [26-30] years with 30% (48/160). Age group [46-62] years was the least represented with 5.6% (9/160). The level of education was stratified into four. The most represented was secondary level with 50% (80/160), followed by the higher educational level with 41.3% (66/160), then primary 7.5% (12/160), and least by non-schooled at 1.2% (02/160). Also, the professions of participants were stratified into two sectors: the formal, 87.2% (140/160) and the informal, at 12.5% (20/160). Concerning marital status, singletons were more represented at 53.1% (85/160) than married persons at 46.9% (75/160). Table 1 below shows the socio-demographic characteristics of the present study.
Table 1: Socio-demographic characteristics of the study population.
	Characteristics 
	Frequencies
	Percentages (%)

	Sex
	
	

	Male
	34
	21.25

	Female
	126
	78.75

	Total
	160
	100

	Age                             
	Mean: 30.50± 8.723

	

	[15-20]
	16
	10

	[21-25]
	28
	17.5

	[26-30]
	48
	30

	[31-35]
	59
	36.9

	[46-62]
	9
	5.6

	Total
	160
	100

	Level of education
	
	

	Non schooled
	2
	1.2

	Primary
	12
	7.5

	Secondary
	80
	50.0

	University
	66
	41.3

	Total
	160
	100

	Religion 
	
	

	Christian
	148
	92.4

	Islamic
	6
	3.8

	Animist
	6
	3.8

	Total
	160
	100

	Occupation
	
	

	Formal sector
	140
	87.5

	Informal sector
	20
	12.5

	Total	
	160
	100

	Marital status	
	
	

	Single
	85
	53.1

	Married
	75
	46.9

	Total
	160
	100


Prevalence of mycoplasma infection among the study population
In all, 160 participants were examined for genital mycoplasma infections. The results showed an overall infection rate of 68.75% (110/160). With 41.25% (66/110) participants being positive for UU, 13.13% (21/110) positive for MH and 14.38% (23/110) positive for co-infection of both UU and MH. Figure 2 below shows the prevalence of Mycoplasma infection in the study population. 



Figure 2: Overall prevalence of infections caused by Mycoplasma.







Prevalence of genital mycoplasma according to Socio-demographic factors 
[bookmark: _Toc171445116]The prevalence of mycoplasma infections based on gender shows that the female gender presented a higher percentage of infection, 69.84% (89/126), compared to their male counterparts, 61.76% (21/34).  Also, the age group [31-35] was the most infected by Mycoplasma, 71.19% (42/110), compared to other age groups. With regards to marital status, unmarried people were more infected, 65.88% compared to married people, 70.66%. The majority of the study participants had no knowledge of the disease and were highly infected, 60.96%. No significant difference was observed between the socio-demographic characteristics of the study population and mycoplasma infection (P>0.05). Table 2 below illustrates the prevalence of genital mycoplasma according to socio-demographic factors.  
Table 2: Prevalence according to correlation of socio-demographic factors.
	Parameters
	
	
	Number 
	Number of positive cases
	Prevalence (%)
	
	p-value

	Sex
	
	
	
	
	
	
	0.4

	Male
	
	
	34
	21
	61.76
	
	

	Female
	
	
	126
	89
	69.84
	
	

	Age
	
	
	
	
	
	
	0.5

	[15-20]
	
	
	16
	11
	68.75
	
	

	[21-25]
	
	
	28
	19
	67.85
	
	

	[26-30]
	
	
	48
	29
	60.47
	
	

	[31-35]
	
	
	59
	42
	71.19
	
	

	[46-62]
	
	
	9
	8
	88.88
	
	



	Level of study
	
	
	
	0.78

	Not in school
	2
	2
	100.00
	

	Primary
	12
	8
	66.66
	

	Secondary
	80
	55
	68.75
	

	University
	66
	44
	66.66
	

	Occupation
	
	
	
	0.4

	Formal sector
	20
	12
	60.00
	

	Informal sector
	140
	97
	69.29
	



	Religion 
	
	
	
	0.6

	Christian
	148
	102
	68.91
	

	Islamic
	6
	3
	50.00
	

	Animist
	6
	4
	66.66
	

	Marital status	
	
	
	
	0.53

	Single
	85
	56
	65.88
	

	Married
	75
	53
	70.66
	



	Knowledge of the disease
	
	
	
	0.4

	Yes
	15
	09
	60.00
	

	No
	145
	100
	60.96
	

	Sexual activity	
	
	
	
	0.5

	Yes
	158
	108
	60.00
	

	No
	02
	01
	34.48
	


.
Prevalence of Urogenital mycoplasma infection according to mycoplasma species
The identification of the species of Mycoplasma involved in the infection showed the following: the prevalence of UU was the greatest at 66 (41.25%), followed by co-infection 23 (14.38%) and MH 21 (13.13%). Figure 3 below shows the prevalence of Mycoplasma infection based on Mycoplasma species.

Figure 3: Prevalence of Mycoplasma infection according to species
Distribution of the population based on history of miscarriage
Among the 126 women who were enrolled on the study, 10% of pregnant women involved had a history of miscarriage.

Figure 4: Distribution of study population according to reported  cases of miscarriage
General Population knowledge of the disease
Among the 160 participants examined, 15 (9.4%) had knowledge of the cause of the disease, while 145 (90.6%) were not aware of the cause or existence of the mycoplasma infection. The number of sexually active individuals was 158 (98.7%), whereas 2 (1.3%) were not sexually active or had stayed for long without engaging in sexual activities. Those who had single treatments, 85 (53.1%), were greater than those who had undergone treatments with their partners, 75(46.9%). Table 3 below shows the population`s knowledge of the disease.
Table 3: Breakdown of the population based on general knowledge of the disease.
	Characteristics 
	Frequencies
	Percentages (%)

		Knowledge of the disease
	



	
	

	Yes
	15
	9.4

	No
	145
	90.6

	Total
	160
	100

	Cause of the infection
	
	
	
	
	

	Yes
	
	
	15
	
	9.4

	No
Total
	
	
	145
160
	
	90.6
100

	Sexual activity	
	
	
	
	
	

	Yes
	
	
	158
	
	98.7

	No
Total
	
	
	02
160
	        
	1.3
100

	Treament	
	
	

	Single
	85
	53.1

	Coupled
	75
	46.9

	Total
	160
	100



Factors predisposing the population of the study to Mycoplasma infection
[bookmark: _Toc171445117]No statistically significant difference was observed between predisposing factors and Mycoplasma infection. The female gender had about two times the risk of getting infected with Mycoplasma [OR: 1.9; p:0.14] compared to the male gender. People having primary level of education were more prone to having the disease compared to others [OR: 1.3; p:0.7] and people of the age group [26-30] had five times the risk of getting the disease followed by those of the age group [21-25] [OR: 3.2; p:0.13]. Equally, singles were more vulnerable [OR: 1.21; p:0.5] to mycoplasma infections compared to married participants. Table 4 below illustrates the prevalence of genital mycoplasma according to predisposing factors.
Table 4: Predisposing factors to mycoplasma infection.
	Parameters
	Number of cases
	Number of positive cases
	Odds Ratio(OR)
	confidence interval at 95%
	p-value

	Sex
	
	
	
	
	

	Male
	34
	21
	   -
	        -
	      -

	Female
	126
	88
	1.9
	0.81 -4.44
	0.14

	Age
	
	
	
	
	

	[15-20]
	16
	11
	3.6
	0.35-37.45
	0.27

	[21-25]
	28
	19
	3.7
	0.41-35.1
	0.24

	[26-30]
	48
	29
	5.2
	0.6-45.3
	0.13

	[31-35]
	59
	42
	3.2
	0.76-27.9
	0.28

	[46-62]	
	9
	8
	-
	-
	-

	Level of study
	
	
	
	
	

	Primary
	12
	8
	1.3
	0.32-5.43
	0.7

	Secondary
	80
	55
	1.1
	0.47-2.13
	0.98

	University
	66
	44
	   -
	          -
	-

	Occupation
	
	
	
	
	

	Formal sector
	20
	12
	    -
	          -
	-

	Informal sector
	140
	97
	1.92
	0.65-5.7
	0.24

	Religions 
	
	
	
	
	

	Christian
	148
	102
	0.45
	0.09-2.32
	0.56

	Animist
	6
	4
	0.5
	0.049-5.15
	0.34

	Islamic
	6
	3
	-
	-
	- 

	Marital status
	
	
	
	
	

	Single
	85
	56
	    -
	           -
	     -

	Married
	75
	53
	0.9
	0.36 -2,20
	0.8

	Knowledge of the disease
	
	
	
	
	

	Yes
	15
	09
	-
	-
	-

	No
	145
	100
	0.66
	0.21-1.96
	0.4

	Treatment	
	
	
	
	
	

	Single
	85
	56
	1.21
	0.61-2.38
	0.5

	Coupled
	75
	53
	   -
	        -
	-



Antimicrobial susceptibility patterns



The susceptibility of UU, MH and UU/MH co-infection to nine antimicrobials was reported. UU, MH and UU/MH co-infection showed a greater sensitivity to Pefloxacin at 78.79%, 80.95% and 56.52% respectively. Also, UU and UU/MH co-infection showed sensitivity to Doxycycline at 69.69% and 56.52% respectively. The highest rate of resistance for UU was observed with Clarithromycin (34.85%), while MH was highly resistant to Minocycline (28.57%). UU/MH co-infection was highly resistant to Erythromycin (76.19%). Table 5 below shows the antibiotic susceptibility profile of Mycoplasma species.



Table 5: Antibiotic sensitivity profile for Mycoplasma germs.
	
	Ureaplasma urealyticum (UU)
	Mycoplasma hominis

       (MH)
	Ureaplasma urealyticum/Mycoplasma Hominis
(UU/MH)

	
	Sensitivity
n (%)
	Intermediate
n (%)
	Resistance
n (%)
	Sensitivity
n (%)
	Intermediate
n (%)
	Resistance
n (%)
	Sensitivity
n (%)
	Intermediate
n (%)
	Resistance
n (%)

	Tetracyclines
	
	
	
	
	
	
	
	
	

	Tetracyclines(TET)
	26 (39.39)
	22 (33.33)
	18 (27.27)
	16 (76.19)
	02 (09.52)
	03 (14.29)
	06 (26.61)
	04 (17.39)
	13 (56.52)

	Doxycyclines (DO)
	46 (69.69)
	08 (12.12)
	12 (18.18)
	15 (71.43)
	03 (14.29)
	03 (14.29)
	13 (56.52)
	06 (26.09)
	04 (17.39)

	Minocycline (MN) 
	41 (62.12)
	10 (15.15)
	15 (22.73)
	13 (61.91)
	02 (09.52)
	06 (28.57
	12 (52.17)
	04 (17.39)
	07 (30.43)

	Fluoroquinolons
	
	
	
	
	
	
	
	
	

	Pefloxacin (PEF) 
	52 (78.79)
	06 (09.09)
	08 (12.12)
	17 (80.95)
	03 (14.29)
	01 (04.91)
	13 (56.52)
	05 (21.74)
	5 (21.74)

	Oflaxacin (OFX)
	31 (46.97)
	25 (37.88)
	10 (15.15)
	12 (57.14)
	07 (33.33)
	02 (09.52)
	09 (42.86)
	10 (43.48)
	04 (17.79)

	Macrolide/Lincosamide
	
	
	
	
	
	
	
	
	

	Erythromycin (E)
	43 (65.15)
	13 (19.69)
	10 (15.15)
	14 (66.67)
	03 (14.29)
	04 (19.05)
	04 (17.79)
	03 (13.04)
	16 (76.19)

	Clarithromycin (CLA)
	34 (51.52)
	15 (22.73)
	17 (25.76)
	14 (66.67)
	04 (19.05)
	03 (14.29)
	10 (43.48)
	02 (08.69)
	11 (47.83)

	Clindamycin (CD)
	31 (46.97)
	12 (18.18)
	23 (34.85)
	15 (71.43)
	04 (19.05)
	02 (09.52)
	10 (43.48)
	02 (08.69)
	11 (47.38)

	Azithromycin (AZM)
	45 (68.18)
	11 (16.67)
	10 (15.15)
	14 (66.67)
	03 (14.29)
	04 (19.05)
	12 (52.17)
	03 (13.04)
	08 (34.78)




Discussion
Ureaplasma urealyticum and Mycoplasma hominis can cause serious and damaging infections to the reproductive system, especially when not well managed. Infection caused by Mycoplasma can be responsible for pyelonephritis, vaginitis, and pelvic inflammatory disease (PID). It can also lead to miscarriage in women. Mycoplasma infections are frequent in women but rarely cause urinary tract infection and prostatitis in men [7]. Sexually active people are more prone to Mycoplasma infections, especially during unprotected sex. Several studies have reported the prevalence of Ureaplasma urealyticum among sexually active populations [7, 8, 9 and 10]. The present study conducted among sexually active patients shows a prevalence of 68.75% for Mycoplasma infections, with 41.25% for Ureaplasma urealyticum, 13.13% for Mycoplasma hominis and 14.38% for UU/MH co-infection. This prevalence is closer to 73.8% reported by Nda Mefo’o and collaborators in 2023 in Douala among sexually active women [11]. The same study reported a prevalence of 34.1% for Ureaplasma urealyticum which is less than that noted by the present study; this could be due to the mixed gender in this study. Also, they reported a high prevalence of 54.4% for co-infection, which is higher than what is observed in our study. The different co-infection rates can be attributed to differences in risk exposure [11]. However, the global prevalence reported in the present study is greater than the 65% reported in Yaounde, Cameroon and 27% in Ndjamena, Chad. This is an indication that mycoplasma infection varies from one geographical area to another, and also in the study population [12, 13].  In the present study women were more infected than men, this could be explained among other factors by the anatomical differences which make the female reproductive track more favourable to microbial growth, and fluctuations of the vaginal microbiome disrupted particularly by factors like hormonal changes, sexual activity, or antibiotic use. This disruption can create an environment where Mycoplasma can flourish [7]. This result is consistent with that of a similar study conducted in Yaoundé, Cameroon by Ahouga et al. (2020) that reported 89.2% prevalence of mycoplasma infections in women compared to 10.8% in men [14]. Seminal fluids can raise the pH of vagina favouring growth of mycoplasma and having multiple sexual partners is reported to be one of the factors that can increase vaginal pH [15]. Participants of the age group [26-30] were highly associated with mycoplasma infection (OR:5.2; P: 0.13), followed by the age group [21-25] (OR:3.7; p:0.24). This could be attributed to the fact that the majority of people are sexually active during this age range.  These results are in line with a study conducted by Ahouga et al. in Yaoundé, 2020 that reported a high prevalence of mycoplasma infection in participants in the middle and most sexually active ages between 26-35 years old [16]. There was no correlation between risk factors and Mycoplasma infections. 
U. urealyticum, M. hominis and UU/MH co-infection showed a greater sensitivity to Pefloxacin at 78.79%, 80.95% and 56.52% respectively. U. urealyticum, M. hominis and UU/MH co-infection were highly resistant to Erythromycin (76.19%). In the present study, genital Mycoplasmas showed great variability in the susceptibility profile to the antibiotics tested. The greatest sensitivities of U. urealyticum were observed with Pefloxacin (78.79%), Doxycycline (69.69%) and Azithromycin (68.18%).  Romeo et al. (2022) also had satisfactory results for Pefloxacin, which was among the most active antimicrobials against the bacterium [17].  M. hominis was more sensitive to one of the fluoroquinolones, Pefloxacin (76.19%) and to Tetracyclines with a sensitivity rate of 76.19%. In contrast to the high sensitivity to fluoroquinolone observed in this study, Roger et al. (2020) rather obtained an opposite effect where M. hominis strains were more sensitive to Doxycycline [4]. This species was highly resistant to Clindamycin (9.52%), Azithromycin (19.05%) and Clarithromycin (14.29%).  This could be explained by the fact that these antibiotics are commonly used to treat sexually transmitted infections in our area, and over-prescription can lead to drug-induced resistance and also through positive selection of resistant strains. Co-infection with UU/MH was highly resistant to Erythromycin (76.19%), making it not suitable for the treatment of coinfection. Coinfection pathogens are also resistant to Doxycycline, making treatment complicated when monotherapy is applied using only this drug [4].
This study had some limitations, including the involvement of only a few pregnant women. It was also limited to only one hospital in the study area. The study did not include asymptomatic participants. Lowe number of males participated in the study.
Conclusion
The study showed that there is a high prevalence of Mycoplasma infections among sexually active patients presenting symptoms of sexually transmitted infections at the Dschang Regional Annex Hospital. Ureaplasma urealyticum was the most prevalent species identified. Participants of the age group [26-30] were highly associated with Mycoplasma infection. U. urealyticum, M. hominis and UU/MH co-infection showed a good sensitivity to Pefloxacin. U. urealyticum/M. hominis coinfection was highly resistant to Erythromycin. Attention should be paid to Mycoplasma while diagnosing sexually transmitted infections among sexually active patients. 

Ethical considerations
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