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Chlamydia trachomatis in humans:
Clinical Spectrum 

Serovars A, B, Ba, C

Serovars B, D to K

Serovars L1, L2, L3

Conjunctivitis (trachoma)

Urethritis

Cervicitis

Proctitis

Pelvic inflammatory disease

Epididymitis

Conjunctivitis

Neonatal pneumonitis

Reactive arthritis

Lymphogranuloma venereum

LGV in era of PreP
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LGV in era of PreP

• “Genital ulcer-adenopathy syndrome”

• endemic in tropical regions and recognised worldwide for centuries

• 1980s

• Original descriptions of US men with LGV-proctitis

• Then “outbreak” of LGV reported from 2003 onwards

• Retrospective analysis of GBM rectal specimens 2000-2003 – 126 

cases Amsterdam, Paris and London

• Subsequently cases of LGV proctitis in GBM reported worldwide 

Historical perspective of LGV

LGV in era of PreP
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Several reports from Australia1-5 & New 
Zealand6 followed international reports
• majority anal infections in GBM & serovar L2b

All symptomatic (often severe proctitis)
• mainly HIV+, often HCV+

Why important to distinguish from non-
LGV-CT?
• Serious sequelae

• prolonged Ab Rx

• ? ↑ risk of HIV & HCV transmission

Frequently misdiagnosed…

LGV: why it’s important

6
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(4) Templeton et al. Sex Transm Dis 2011;38:48-9

(5) Templeton et al. Sex Health 2013;10:190-1

(6) Robertson et al. Sex Health 2008;5:369-70

(1) Stark et al. J Clin Microbiol 2007;45:1029-31

(2) Morton et al. Sex Health 2006;3:189-90

(3) Lee et al. Aust NZ J Public Health 2009;33:94
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Misdiagnoses of LGV…
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LGV in era of PreP

Non-LGV CT

– mucosal columnar epithelial cells

LGV

– Predom. affects lymphatic tissue

– Regional LNs  thrombo/peri-lymphangitis

– Necrosis & inflammation

Pathogenesis

LGV in era of PreP
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Sydney-based HIM & pH studies, 2005-7

• 2082 & 521 tests in HIV- & HIV +

• HIM: 34 anal, 9 urine, 3 pharyngeal CT+

• No LGV at any site in HIV- cohort

• pH: 13 anal, 3 urine, 2 pharyngeal CT+

• One rectal LGV in HIV+ cohort

LGV in era of PreP

Melbourne SOPVs, 2001-2

• All (n=39) RCT+ isolates genotyped

• No LGV

Clinic-based study, Sydney 2011-12

• 1732 RCT tests, 75 (4.3%) positive

• 3 LGV (L2b) - all sympt & HIV+

• No LGV in any of 59 asymp RCT+

Public Health

Surveillance

LGV in era of PreP
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Australasian jurisdictions with current 
mandatory LGV notification to PHUs
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LGV in era of PreP

 














LGV removed from list of Australian 

nationally notifiable diseases in 2001 

after 5 consecutive years with no LGV 

notifications

LGV in era of PreP

37 doctors interviewed: diagnosed ≈75% of 88 anorectal LGV

• all inner-Sydney residents & L2b serovar

• almost 90% S100 prescribers working in high-caseload clinics

• symptoms in >95% for median 8 days (range 2–1825)

• almost one-third diagnosed with concurrent STI

22 patients interviewed:

• >80% HIV+ 

• reported other STIs in past year

• all reported condomless anal sex

• median no. CMPs 5 (range 0–100)

Likely huge testing bias in NSW LGV diagnoses
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LGV in era of PreP

Kotevski D, Lam M, Selvey C, 

Templeton DJ, Donovan L, 

Sheppeard V. Epidemiology of 

LGV in New South Wales, 

2006-2015
(submitted Nov 2017)

Site of infection n %

Anorectum 179 86.1%

Anorectum and throat 1 0.5%

Genitourinary tract 8 3.8%

Genitourinary tract and anorectum 9 4.3%

Genitourinary tract and other 1 0.5%

Other 1 0.5%

Unknown/missing site 9 4.3%

Total 208 100%

Anatomical sites of LGV infection in males, NSW, 2006-2015

*Data courtesy of NSW Health Protection, SESLHD Public Health Unit and SLHD Public Health Unit

NSW LGV notifications, males, 2008-2016*
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*Data courtesy of NSW Health Protection, SESLHD Public Health Unit and SLHD Public Health Unit

NSW LGV notifications, males, 2008-2016*
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*Data courtesy of NSW Health Protection, SESLHD Public Health Unit and SLHD Public Health Unit

NSW LGV notifications, males, 2008-2016*
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LGV - Clinical Features - 1° stage
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LGV in era of PreP

• Incubation period 3-30 days

• Symptomatic disease M>>F

• 3 stages

• Primary Stage
– Papule (site of inoculation)

– May  painless ulcer

– Mostly unnoticed 

• Sites
– Genital

– anorectal

– extragenital

LGV - Clinical Features - 2° stage

18

LGV in era of PreP

“Inguinal Syndrome” 

• wks after 1° lesion

• Buboes – pain +/-, unilateral 

inguinal ± femoral LAN

• “Groove sign” in 10-20%

• 20% relapse; 30% rupture

Acute proctitis in GBM

- rectal pain

- tenesmus

- constipation

- lower abdo cramps

- rectal discharge/bleeding
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LGV - Clinical Features - 3° stage
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LGV in era of PreP

• F>M

• Chronic inflammatory lesions 
lead to anogenital scarring

• Rectal abscesses, strictures, 
stenoses, fistulae

• Lymphatic obstruction
– Lymphorrhoids

– Elephantiasis of genitalia

Diagnosis and management

20

LGV in era of PreP

• NAAT diagnosis has largely superseded serological Dx

• Dramatic response of acute stage; bubonic stage slower

• Aspiration of fluctuant buboes

• Surgery for late complications

http://tmcr.usuhs.mil/tmcr/chapter20/large20/20-09.jpg
http://tmcr.usuhs.mil/tmcr/chapter20/large20/20-09.jpg
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For Rx rectal LGV Rx in GBM

Pooled Rx efficacy of 100mg

doxycycline BD x 21 days           

= 98.5%  

(95%CI 96.3%–100%)

Asymptomatic LGV – does it exist?

(1) Ward et al. STI 2009;85:173-5; (2) Haar et al Emerging Infect Dis 2013;19:488-92 (3) Rodriguez-Dominguez et al. Clin

Microbiol Infect 2014;20:219-25; (4) Saxon et al. Emerg Infect Dis 2016; 22:112–116; (5) de Vrieze et al. STD 2017;44:547-550

Studies performing LGV testing on consecutive GBM clinic attendees

• asymptomatic anorectal LGV

• UK STI clinics1 2009 (n≈7,000): 5% of 61

• German STI clinics 20102 (n≈1800): 53% of 15 

• Spanish STI clinics 2009-113 (n>3,000): 11% of 82

• UK STI clinics4 2012 (n>10,000): 22% of 54

• Amsterdam STI clinic5 2014-15 (n>12,000): 36% of 108

• asymptomatic urethral LGV

• UK STI clinics1 2009 (n≈5000): 50% of 2

• Spanish STI clinics3 2009-11 (n≈2500): 0% of 10

• Amsterdam STI clinic5 2014-15: 57% of 7

• asymptomatic pharyngeal LGV

• Case reports only, rare, but occas. symptomatic

YES

LGV in era of PreP
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3.3% 8.3%

1.7% of UCT

0.06% overall prevalence

4/7 (57%) symptomatic 

10.8% of RCT

0.9% overall prevalence

39 (36%) symptomatic

• Ur v R: 15X lower 

prevalence

• Other modes of transmission 

likely 

• GBM with anorectal

(v. urethral) LGV sig more 

likely to be HIV+ (84 v. 43%, 

p= 0.02

Is it all behaviour

or does

immunodeficiency

play a role???

LGV in era of PreP
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Why the discrepancy in anorectal vs. urethral LGV?

1. Nieuwenhuis et al. Clin Infect Dis 2004;39:996–1003.

2. Van der Bij et al. Clin Infect Dis 2006; 42:186–194.

3. Bax et al. Sex Transm Infect 2011;87:503–7.

4. Jeffrey  et al. Infect Immun 2010;78:2544–53.

5. Versteeg et al. BMC Infect Dis 2014;14:464.

• Although initially suggested1 – sharing sex toys and 

fisting have subsequently been dismissed2

• No indication for tissue tropism between anatomic sites3-5

LGV in era of PreP

24



15/11/2017

13

Could LGV acquired orally via rimming pass through 
the GI tract to cause anorectal LGV proctitis???

• Neonates infected perinatally with nasopharyngeal & 

conjunctival CT several wks later tested pos at anorectal sites 

Schachter et al. J Infect Dis 1979;139:232–4

• Chlamydiae in almost all natural animal hosts are transmitted 

faecal-orally & reside naturally in GIT for long periods without 

causing disease/inflammation
Rank et al. Clin Infect Dis 2015;60:1585-6

• Mice infected orally with the C. muridarum become infected in 

the lower GI tract & are unable to clear the infection
Igietseme et al. Infect Immun 2001;69:1832-40

LGV in era of PreP
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Could LGV acquired orally via rimming pass through 
the GI tract to cause anorectal LGV proctitis???

Oral infection could result in 

pharyngitis & organisms pass 

thro’ GI tract to rectum where 

L2b strains could induce LGV 

proctitis or asympt infection 

contributing to ongoing 

transmission
de Vries HJ. Sex Transm Dis 2016; 43:420–2

LGV in era of PreP
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EPIC-NSW enrolments by end Oct 2017

LGV in era of PreP
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• Test all GBM with anal symptoms for LGV (if CT+)

• Case finding by intensive contact tracing

• Test for CT (then LGV if CT+) at all 3 sites in GBM 

contacts of LGV (and Rx with 3/52 doxy whilst awaiting 

result)

• Test all CT Rx failures for LGV

• Education of non-sexual-health clinicians on LGV risk 

factors, presentation, Ix & Mx

Conclusions (1)

28

LGV in era of PreP
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• Urgent need for research on LGV typing of asymptomatic 

GBM with anorectal CT attending Australasian clinics to 

inform screening guidelines

• Prevalence of asymptomatic LGV

• Risk factors

• and…….

Conclusions (2)

29
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LGV in era of PreP

….don’t fuck donkeys….


