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CLINICAL NOTE

ABSTRACT

Lymphogranuloma venereum (LGV) is a sexually transmitted 
infectious disease caused by serovars L1, L2 and L3 of Chlamydia 
trachomatis. The initial presentation is usually a painless ulcerated 
papule on the genitalia or distal proctitis. The progression of the 
infection can lead to major complications: rectal strictures, intestinal 
obstruction or perforation. We present five cases of LGV proctitis as 
the initial presentation of the disease. All patients were male, mean 
age 44.6 years, with positive serology to human immunodeficiency 
virus (HIV) and promiscuous men who have sex with men (MSM). 
The initial diagnosis was made by rectosigmoidoscopy indicated for 
pain and anal discharge. All cases were confirmed by polymerase 
chain reaction technique in rectal tissue. Endoscopic images obtained 
showed a great variety of rectal lesions, from mild erythema of the 
mucosa and ulcers to deep ulcers with elevated borders and purulent 
exudate. All cases were resolved after treatment with doxycycline 
for 3 weeks. It emphasizes the importance of suspecting this 
re-emerging disease in patients with risk factors (HIV and MSM), 
with the aim of early treatment and to avoid major complications.
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INTRODUCTION

Lymphogranuloma venereum (LGV) is a sexually trans-
mitted infectious disease caused by serovars L1, L2 and L3 
of Chlamydia trachomatis. Before 2003, it was considered 
a rare disease in industrialised countries but it was endemic 
in parts of Africa, Asia, South America, and Caribbean 
countries. The first European case was detected in Rot-
terdam, the Netherlands, in February 2003 and since then 
there have been clusters of cases in European countries, 
North America and Australia. The first case in Spain was 
reported in 2005 in Barcelona (1).

The clinical course of the disease includes three stages. 
First, after an incubation period of 3 to 30 days, it is char-
acterized by the appearance of small painless ulcerated 
papule in the site of inoculation (prepuce or glans in males 
and vulva or vaginal wall in women). This lesion is self-
limiting and may pass unnoticed by most patients. In the 
second stage which begins a few weeks or even months 
after the primary lesion, loco-regional lymphatic chains 
in the site of inoculation are affected and painful inguinal 
lymphadenopathy usually appears. Anal ulcers or proctitis 
may also arise by direct inoculation of the bacteria in the 
rectal mucosa, a more common presentation in women or 
men who have sex with men (MSM). These patients report 
anal pain and/or rectal bleeding often accompanied by fever 
or chills. At rectosigmoidoscopy several lesions can be seen 
in distal rectum, from a nodular mucosal erythema to ulcers 
with mucopurulent exudate. In the third stage, which occurs 
when the disease progresses untreated, lymph node necroin-
flammation leads to obstruction of lymphatic drainage and 
genital elephantiasis. In this context, rectal involvement may 
be complicated by fistulae and rectal strictures (2).

The current standard method for diagnosing LGV is the 
direct identification of Chlamydia trachomatis in tissue or 
fluids from the patient. Initially laboratory diagnosis was 
based on cultures, today used only in specific cases, or in 
the nucleic acid amplification test followed by genotyp-
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ing with polymerase chain reaction (PCR). Since 2005, 
molecular biological techniques based on high specificity 
detection of the membrane protein H gene by PCR are used 
(3). Serology has also been replaced by direct detection 
tests, but still may have some utility in selected cases (e.g. 
in patients with symptoms when samples or PCR tech-
niques are not available), as high titers of serum antibodies 
is very suggestive of LGV.

The treatment of choice is doxycycline 100 mg orally 
twice daily for 3 weeks. Other alternatives are erythromy-
cin 500 mg orally four times daily for 3 weeks or a single 
oral dose of azithromycin 1 g once weekly for 3 weeks. 
Response to antibiotic treatment is usually complete after 
3 or 6 weeks and all lesions disappear in most patients. 
In case of complicated disease with fistulas or anal stric-
tures, and after antibiotic treatment, surgery or aspiration 
and drainage of lymph nodes may be needed. Up to now, 
and in our knowledge, there has been no reported case of 
endoscopic dilation in anal strictures, although it could be 
an alternative procedure to consider.

CASE REPORTS

We report 5 cases of LGV in white men with proctitis as 
the initial presentation lesion who were diagnosed between 
February 2011 and February 2012. The mean age was 44.6 
years and all cases were seropositive for human immuno-
deficiency virus (HIV). Four were receiving antiretroviral 
treatment and had undetectable viral load at the time of 
infection with Chlamydia trachomatis. The other case was 
diagnosed with HIV infection in this episode (Table I). 
All of them were MSM and had multiple sexual partners 
in the last months. The symptoms that led to the request 
of a rectosigmoidoscopy were anal pain in three of them 
and anal rectal discharge associated with rectal bleeding 
in the others. Endoscopic involvement was limited to the 

distal rectum in the first three cases and to the middle and 
distal rectum in the last two. The lesions ranged from mild 
and nonspecific hyperemic mucosa (case 5, figure 1) to a 
circumferential ulceration with elevated geographical bor-
ders and mucopurulent exudate (case 3; figures 2 and 3). 
Pathological examination of rectal biopsies showed granu-
lation tissue, increase in polymorphonuclear leucocytes, 
fibrin exudate associated with fibrosis and stromal con-
gestion. There were no granulomas or viral inclusions in 
the samples. Periodic acid-Schiff and Ziehl-Nielsen stains 
were negative. All cases were confirmed with PCR for L 
serotypes of Chlamydia trachomatis in rectal tissue. Case 3 
showed inguinal lymphadenopathy in pelvic computed 
tomography. All patients were treated with doxycycline, 
100 mg orally twice daily for 3 weeks, with complete reso-
lution of all lesions. Mucosal healing was confirmed by 
sigmoidoscopy within 2 to 4 weeks after the treatment. In 
both cases with more severe mucosal injury (cases 3 and 4) 

Table I. Patients characteristics with LGV proctitis

Case Gender Age HIV (viral load) CD4+ HCV Afectation Lesion

1 Male 54
+ (undetectable) 
HAART

> 500 c/ml HCV Ab: -
Distal 
rectum

Aphthas and superficial ulcers 
with purulent exudate and fibrin

2 Male 45 + (undetectable) 
HAART

> 500 c/ml HCV Ab: - Distal 
rectum

Aphthas and superficial ulcers 
without purulent exudate or fibrin

3 Male 34 + (undetectable) 
HAART

> 500 c/ml HCV Ab: + viral 
load < 15 UI/mL

Distal 
rectum

Geographical circumferential 
ulcers with elevated borders

4 Male 43 + (undetectable) 
HAART

> 500 c/ml HCV Ab: - Distal and 
middle 
rectum

Circumferential ulceration and 
fibrin in rectum from 10 cm to 
anal margin

5 Male 40 + (14,400 copies/
ml) no treatment

> 500 c/ml HCV Ab: - Distal and 
middle 
rectum

Mild mucosal erythema without 
ulcers

HIV: Human immunodeficiency virus; HCV Ab: Hepatitis C virus antibodies; HAART: Antiretroviral therapy.

Fig. 1. Mild mucosal erythema in rectum (case 5).
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distal rectal scarring remained, without stenosis or other 
complications. After a mean follow up of 15.2 months, all 
patients were asymptomatic without rectal lesions.

DISCUSSION

There has been a resurgence of LGV in the last ten years 
in urban areas of developed countries, particularly among 
MSM. Recent publications show a significant prevalence 
of co-infection with HIV (up to 70 % in European series) 
(4) and a high proportion of these cases are promiscuous 
MSM. It has been observed also a co-infection with other 
sexually transmitted diseases such as syphilis, gonorrhea 
or hepatitis C virus (5). It seems that these individuals do 
not represent a reservoir of the disease. The co-existence 
of both infections is not only the result of high sexual risk 
behavior but it could be a synergistic effect between HIV 
and LGV (6). Furthermore, it is not considered an opportu-
nistic infection as most of the cases described were under 
antiretroviral treatment and with normal CD4 lymphocyte 
count. Some authors suggest that the increase of cases 
reported in recent decades is due to the development of 
diagnostic tests for serotypes L1, L2 and L3 of Chlamydia 
since 2003, which have emerged these infections previ-
ously undiagnosed. Other authors speculate that a change 
in antibiotics prescribing practices for urethritis and other 
genital infections in the 90´s, with a decrease in the use of 
doxycycline and an increase in azithromycin, would have 
re-emerged Chlamydia endemic infections (7).

In the reappearance of this disease its presentation has 
changed and, today, proctitis is the most common initial 
clinical manifestation. Thus, in over 90 % of the cases 
reported in France, the UK and the Netherlands, rectal 
discomfort and proctitis were the initial complaint of 
the patients (8-10). Then differential diagnosis of LGV 
includes other sexually transmitted diseases such as syphi-

lis, gonorrhea or proctitis caused by herpes simplex virus 
or cytomegalovirus. In severe rectal lesions, endoscopic 
images can mimic an inflammatory bowel disease (11), a 
rectal carcinoma or a lymphoma.

In this series of five cases, all patients were promiscu-
ous MSM. Despite HIV infection there was no immune 
deficiency as in all patients CD4 lymphocytes count was 
in normal range. The route of inoculation of the micro-
organism was the anal sexual activity, but the presenting 
symptoms ranged from mild discomfort to rectal anal sup-
puration and rectal bleeding, perhaps related to the severity 
of proctitis or to the time from infection. Also notable is 
the variety of rectal mucosal lesions induced by Chlamydia 
trachomatis and that are showed in the pictures. Two of the 
patients had full circumference rectal ulcers and mucopu-
rulent exudate that mimicked anal carcinoma or Crohn’s 
disease, particularly when those lesions were detected on 
the digital rectal exploration. By contrast, in two other 
patients, one of whom was diagnosed of HIV infection 
in that episode, the rectal findings were minimal showing 
mild mucosa erythema and some aphthas, so the infection 
could be passed unnoticed.

LGV is a public health problem. Case detection and 
study of contacts to prevent the spread of the disease is 
a challenge for all health professionals. It is necessary to 
define the diagnostic targets and the monitoring of risk 
populations to prevent the increase in cases and the con-
comitant infections. Gastroenterologists are beholden to 
suspect this emerging disease when compatible symptoms 
are present, especially in MSM, and not ignore an endo-
scopic examination and mistaken this disease with trivial 
anal problems. The endoscopist, due to the large spectrum 
of possible rectal lesions, should take biopsies routinely 
for LGV and other sexual transmitted disease and request 
the laboratory for PCR in tissue of Chlamydia trachomatis 
serovars L when suspecting this disease.

Fig. 2. Geographical ulcers in rectum (case 3). Fig. 3. Distal rectum mucosa with a 100 % circumferential ulceration 
and fibrin, in retroflexed view (case 3).
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