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We present four cases of proctitis in HIV-infected men 
having sex with men (MSM) living in the Czech Republic. 
The causative agent in all cases was the lymphogranu-
loma venereum (LGV) biovar of Chlamydia trachomatis. 
The spread of proctitis caused by C. trachomatis sero-
vars L1–3 among MSM has been observed in several 
European countries, the United States and Canada 
since 2003. To our knowledge, no LGV cases in eastern 
Europe have been published to date. 

Between February 2010 and February 2011, four men 
who have sex with men (MSM) infected with human 
immunodeficiency virus (HIV), who were under regular 
observation for HIV infection at the Bulovka University 
Hospital AIDS Center in Prague, Czech Republic, devel-
oped symptoms of acute proctitis. The most promi-
nent symptom in all four patients was intensive rectal 
pain lasting on average 10 days (range: 7–21 days). 
Other symptoms included blood in the stool or pinkish 
mucous discharge, constipation and tenesmus. Case 1 
also had one enlarged, painful inguinal lymph node. 
Anoscopies were performed on Case 1 and Case 3 and 
revealed congested, irritated mucous membranes with 
a whitish coating. None of the patients had urethritis, 
fever, or other systemic symptoms (see Table).

To our knowledge, these cases are the first LGV infec-
tions detected in the region.

Background
Lymphogranuloma venereum (LGV) is a sexually trans-
mitted disease (STD) caused by Chlamydia trachomatis 
serovars L1–3 [1]. Rare in industrialised countries, LGV 
is most often restricted to Africa, Asia, South America 
and the Caribbean [1,2]. Outbreaks of LGV proctitis 
in HIV-infected MSM have, however, been reported 

in several European countries, the United States and 
Canada [3-9]. Infections with LGV serovars, mainly L2, 
have been reported in North America and in Belgium, 
Denmark, France, the Netherlands, Portugal, Spain, 
the United Kingdom and Sweden, but to the best of our 
knowledge, there have been no publications to date 
reporting cases in eastern Europe.

Clinical and behavioural information
Three cases were regular visitors of gay clubs where 
they repeatedly had protected receptive anal inter-
course with casual partners, but also used sex toys 
without condoms. One case reported having had 
unprotected anal sex and used sex toys with only one 
partner during the year before diagnosis. The identity 
and possible symptoms of the partner remain unknown 
to us. All but one of the cases were taking combina-
tion antiretroviral therapy (cART) and their mean CD4+ 
T cell count was 540/μL (range: 414–602/μL). Their 
median age was 46 years (range: 39–47 years) and the 
average time since the diagnosis of HIV infection was 
27.75 months (range: 9–39 months). Three of them had 
already been treated for one episode of STD in the past 
(Table).

Laboratory investigation
Rectal swabs were taken from all cases for culture 
and PCR for Neisseria gonorrhoeae and for PCR for 
C.  trachomatis (Cobas CT/NG, Roche). All cases were 
screened serologically for syphilis. The PCR tests for 
C. trachomatis were positive in all four cases. In Case 1, 
PCR was also positive for N. gonorrhoeae. The samples 
positive for C. trachomatis were stored at -80 °C for fur-
ther identification of the LGV genotype, which became 
available in the Czech Republic in May 2011.
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The LGV genotype was identified by PCR amplifica-
tion of a 262 bp fragment of target DNA using the 
dual-priming oligonucleotide primers (DPO) test. This 
method targets the pmp-H gene and enables simulta-
neous detection of LGV-serovars and differentiation of 
L1–3 from other serovars [10].

Treatment
Therapy with oral azithromycin 1 g once per week for 
three weeks was started in Case 1, who had been con-
comitantly diagnosed with a N. gonorrhoeae infection. 
The anorectal symptoms resolved, but the lymph node 
abscessed and needed to be punctured. The puncture 
was also PCR-positive for C. trachomatis. A consecutive 
treatment with oral doxycycline, 100 mg twice per day 
for five weeks, was started, with the enlarged lymph 
node eventually regressing after this therapy. The 
other three cases were treated with oral doxycycline, 
100 mg twice per day for 14 to 21 days, and in all of 
them the symptoms resolved during the therapy.  The 
post-treatment rectal swabs for PCR of C.  trachomatis 
were negative in all four patients. The Table summa-
rises details of the patients’ risk factors, clinical symp-
toms and therapy.

Table. Risk factors, clinical symptoms, therapy and 
sexually transmitted disease history of lymphogranu-
loma venereum cases, Czech Republic, February 2010 
to February 2011 (n=4)

Discussion and conclusions
The Czech cases of LGV infection were very similar to 
the cases reported both in North America and western 
Europe [4]. All cases were HIV-infected MSM who used 
sex toys; three of them had had numerous sexual con-
tacts. Furthermore, the clinical symptoms were very 
similar and their intensity corresponded to what is 
typical for LGV proctitis [11]. Although the method we 
used to identify LGV DNA cannot differentiate between 
L1, L2 and L3 genotypes, it distinguishes L1–3 from 

other serovars; the presence of the LGV infections in 
the region of eastern Europe is therefore evident.

The recommended therapy for LGV proctitis is oral dox-
ycycline, 100 mg orally twice per day for three weeks 
[12]. Two of our cases were treated with the recom-
mended dose of doxycycline, but only for two weeks. 
This shorter regimen was chosen because the LGV 
aetiology was not known, as the method for the iden-
tification of LGV biovars was introduced in the Czech 
Republic in May 2011. Nevertheless, even the two-week 
therapy with doxycycline proved effective enough in 
our cases.

The increased frequency of identification of LGV sero-
types of C.  trachomatis in developed countries in 
recent years is certainly connected to the introduction 
of modern molecular diagnostic methods into routine 
practice; on the other hand, it also closely correlates 
with the rapid increase in the incidence of syphilis 
among MSM in the same regions, including the Czech 
Republic [13-15]. This situation probably demonstrates 
decreasing awareness on the part of MSM about the 
risk of transmission of STDs. The frequent use of sex 
toys among patients with LGV proctitis indicates that 
these objects may play an important role in the trans-
mission of LGV biovars of C. trachomatis [16,17].

This new epidemiological situation requires thorough 
analysis in order to adapt interventional strategies 
especially for population groups at particular risk such 
as HIV-infected MSM. Active case-finding and contact 
tracing for LGV infection should be included in routine 
healthcare for such high-risk populations.

In addition, the cases described here document that 
the spread of LGV strains of C. trachomatis has reached 
eastern Europe, and further reports of the identifica-
tion of this pathogen in this region can be expected 
soon after the introduction of appropriate diagnostic 
methods in this region.

Table 
Risk factors, clinical symptoms, therapy and sexually transmitted disease history of lymphogranuloma venereum cases, 
Czech Republic, February 2010 to February 2011 (n=4)

Case Risk factors Symptoms Therapy Other STDs cART

1
Protected sexual intercourse 
with multiple sexual 
partners, use of sex toys

Rectal pain, constipation,
blood in stool, tenesmus,
unilateral inguinal painful 
lymphadenopathy

Azithromycin (1 g orally every 
five days for three weeks); 
doxycycline (100 mg twice 
per day for five weeks)

Coinfection with 
N. gonorrhoeae,
syphilis in anamnesis

Lopinavir/ritonavir + 
zidovudin + lamivudin

2
Unprotected sexual 
intercourse with a stable 
partner, use of sex toys

Rectal pain, constipation,
mucous discharge with 
blood, tenesmus

Doxycycline
(100 mg orally twice per day 
for two weeks)

Syphilis in 
anamnesis

Tenofovir + zidovudin 
+ lamivudin

3
Protected sexual intercourse 
with multiple sexual 
partners, use of sex toys

Mucous pinkish stool,
constipation, tenesmus

Doxycycline
(100 mg orally twice per day 
for two weeks)

No
Lopinavir/ritonavir 
+ tenofovir + 
emtricitabine

4
Protected sexual intercourse 
with multiple sexual 
partners, use of sex toys

Rectal pain,
mucous pinkish stool,
constipation, tenesmus

Doxycycline
(100 mg orally twice per day 
for three weeks)

Gonorrhoea in 
anamnesis No

cART: combination antiretroviral therapy; STD: sexually transmitted disease.
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