
1www.eurosurveillance.org

Research articles

Lymphogranuloma venereum among men who have sex 
with men in the Netherlands: regional differences in 
testing rates lead to underestimation of the incidence, 
2006-2012

N E Koper1, M A van der Sande1,2, H M Gotz 3, F D Koedijk (femke.koedijk@rivm.nl)1, on behalf of the Dutch STI clinics4

1. Epidemiology and Surveillance Unit, Centre for Infectious Disease Control, National institute for Public Health and the 
Environment, Bilthoven, the Netherlands

2. Academic Medical Centre Utrecht, University of Utrecht, Utrecht, the Netherlands
3. Department of Infectious Disease Control, Rotterdam Rijnmond Public Health Service, Rotterdam, the Netherlands
4. The participants are listed at the end of the article

Citation style for this article: 
Koper NE, van der Sande MA, Gotz HM, Koedijk FD, on behalf of the Dutch STI clinics. Lymphogranuloma venereum among men who have sex with men in the 
Netherlands: regional differences in testing rates lead to underestimation of the incidence, 2006-2012. Euro Surveill. 2013;18(34):pii=20561. Available online: 
http://www.eurosurveillance.org/ViewArticle.aspx?ArticleId=20561

Article submitted on 20 September 2012 / published on 22 August 2013

Since 2003, an epidemic of lymphogranuloma 
venereum (LGV) has been ongoing in men who have 
sex with men (MSM) in Europe. Of 92,271 MSM con-
sulting sexually transmitted disease (STI) clinics in 
the Netherlands between 2006 and 2011, 63,228  
(68%) were tested for anorectal Chlamydia infec-
tion, with 6,343 (10%) positive diagnoses. In 4,776 
of those (75%), LGV testing was performed, with 
regional variation from 7% to 97%. In total 414 LGV 
cases were diagnosed, a mean annual positivity rate 
of 8.7%, decreasing from 14% in 2007 to 6% in 2011, 
but increasing to 13.1% during 2012 (184 new cases). 
Risk factors for LGV were human immunodeficiency 
virus (HIV) positivity (odds ratio (OR)=4.1; 95% confi-
dence interval (CI): 3.2–5.3), STI symptoms (OR=4.1; 
95% CI: 3.1–5.4), more than 50 sex partners in the 
past six months (OR=3.7; 95% CI: 1.1–12.4), older age 
(40–44 years: OR=2.1; 95% CI: 1.5–2.8), no condom 
use (OR=2.2; 95% CI: 1.2–3.9) and homosexuality 
(as opposed to bisexuality; OR=2.2; 95% CI: 1.1–4.2). 
Regional differences in LGV testing rates limit national 
LGV surveillance, leading to an underestimation of the 
real incidence. Characteristics of MSM with LGV did 
not change over time, so existing prevention strate-
gies should be intensified.

Introduction
Men who have sex with men (MSM) are generally con-
sidered to be at increased risk for a range of sexually 
transmitted infections (STIs), including gonorrhoea and 
human immunodeficiency virus (HIV) infection [1]. This 
is supported by the observation that in the Netherlands 
in 2010, 19% of MSM attending an STI clinic were diag-
nosed with one or more STIs, compared with 12% of 
heterosexual attendees [1].

Since 2003, an epidemic of lymphogranuloma venereum 
(LGV) has been ongoing among MSM in Europe [2]. The 
first cases of the epidemic were reported in Rotterdam, 
the Netherlands [3,4]. Before 2003, the incidence of 
LGV in the Netherlands had been approximately five 
cases annually, and LGV was considered to be a rare 
tropical disease endemic in other areas of the world, 
including Africa, India, Asia and the Caribbean [5]. The 
1,693 cases reported during this epidemic showed sev-
eral similarities: they were all male, specifically MSM, 
over 25 years-old, and the majority (80–100%) was 
HIV-positive [6]. After careful investigation of this first 
Dutch outbreak, sexual contacts of these patients were 
traced to Belgium, France, Germany and the United 
Kingdom [4], which could explain the rapid spread of 
the disease throughout Europe.

LGV is a bacterial infection caused by the L1, L2 or L3 
serovars of the intracellular bacterium Chlamydia tra-
chomatis [7]. C. trachomatis infection with serovars D 
to K is mostly associated with mild to asymptomatic 
infection. However, LGV is considered to be a more 
invasive infection that results in symptomatic infection 
in the majority of cases [8]. The ulcerative nature of LGV 
has been suggested to be associated with increased 
STI transmission, for example of HIV and other blood-
borne infections such as hepatitis C [3,7].

After the first cluster of LGV cases was reported in 
January 2003, enhanced surveillance of the disease was 
implemented in the Netherlands [9]. Increased aware-
ness of the disease resulted in the development of a 
European guideline advising on control measures [10]. 
The two main recommended interventions were partner 
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notification and monitoring patients until all symptoms 
have disappeared, to prevent further spread.

The primary guideline for LGV testing at STI clinics 
in the Netherlands was developed by the National 
Preparedness and Response Unit of the Dutch Centre 
for Infectious Disease Control (CIb/LCI) at the National 
Institute for Public Health and the Environment (RIVM) 
[11]. This guideline recommends LGV testing for all 
MSM presenting with clinical symptoms. Furthermore, 
the Dutch Society for Dermatology and Venereology 
(NVDV) published in 2005 their recommendation that 
LGV testing should be performed for all MSM with ano-
rectal chlamydia [12]. The guideline developed by the 
NVDV is a broader second-line guideline, which may 
also be considered by STI clinics in addition to the RIVM 
guidelines. However, it is currently being discussed 
whether only HIV-positive MSM and MSM showing STI 
symptoms should be tested for LGV.

This study aims to provide an update on how the epi-
demic of LGV among MSM in the Netherlands devel-
oped over the period from January 2006 to December 
2012, and its implications for current and future control 
policy, by analysing quantitative STI surveillance data. 

Methods

Study sample and design
 This study is a time-trend analysis of surveillance data, 
including data on MSM attending any STI clinic in the 
Netherlands between 1 January 2006 and 31 December 
2011. MSM were defined as men who have sexual con-
tacts either exclusively with men or with both men and 
women. The dataset contained 92,271 consultations by 
MSM in this time period, and data collection did not 
allow for identification of repeat visits of the same indi-
vidual. In addition, preliminary data on LGV testing and 
diagnoses of the first half of 2012 were included.

Data collection
At the STI clinics, STI consultations were conducted 
anonymously and reported to the RIVM facilitated by 
a web-based application called SOAP. For all clients, 
information on demographics and behavioural risks 
was collected by an interview with a nurse or medical 
doctor. Each STI consultation involved laboratory test-
ing and medical examination. Clients were routinely 
tested for chlamydia, gonorrhoea, syphilis and HIV 
infection [1]. 

LGV diagnosis is a two-step process. First, samples 
obtained from clinic attendees were routinely tested 
for chlamydia. According to the Dutch guidelines, ano-
rectal testing for chlamydia was performed based on 
reported risk behaviour and/or symptoms [11,12]. If the 
anorectal chlamydia test is positive, further testing for 
LGV serovars can be performed.

Data analysis
Characteristics of MSM were investigated by applying 
descriptive statistics. Within the group of MSM tested 
for LGV, chi-square testing was applied to investigate 
whether there was a significant association (p<0.05) 
between the characteristics and LGV test result. 

Based on the dates of the consultations, time trends for 
the positivity rate for LGV were investigated. Positivity 
rates were obtained by calculating the proportion of 
LGV-positive cases among all MSM in whom LGV testing 
was performed. Furthermore, the proportion of anorec-
tal chlamydia-positive MSM for whom LGV testing was 
performed was calculated to investigate whether there 
were geographical differences in testing practice. We 
followed the division of the Netherlands into eight dif-
ferent regions with one central STI clinic per region, as 
described in Vriend et al. [1].

Univariate logistic regression analysis was performed 
to  select  relevant variables to be included in multi-
variate logistic regression analysis for risk factors for 
LGV infection. Variables with a significance of p<0.20 
were included in subsequent analyses. The effect of 
the variables was investigated for LGV-positive MSM 
compared with LGV-negative MSM. LGV-negative MSM 
were defined as MSM with an anorectal Chlamydia 
infection, but with a negative LGV test result. MSM 
with a negative anorectal chlamydia test were defined 
as anorectal chlamydia-negative MSM. MSM without 
an anorectal chlamydia test were defined as not ano-
rectally tested MSM. 

A backward stepwise approach was  selected  to inves-
tigate which variables were significant risk factors for 
LGV infection. For multivariate analysis, the confidence 
level for statistical significance was set at p≤0.05. To 
investigate time trends, these analyses were also per-
formed after stratification by year. All statistical analy-
ses were carried out using IBM SPSS Statistics 19.

In addition, a crude estimation was made to investigate 
how many cases could potentially be missed among the 
anorectal chlamydia-positive MSM for whom LGV test-
ing was not performed. This estimation was made by 
extrapolating positivity rates for significant risk factors 
to the population of anorectal chlamydia-positive MSM 
for whom LGV testing was not performed.  Differences 
in diagnostics and number of LGV patients between STI 
clinics were not taken into account in this estimation.

Results

Study population
In 63,228 of the 92,271 (69%) consultations of MSM 
between 2006 and 2011, an anorectal Chlamydia infec-
tion was tested for, with 6,343 positive anorectal chla-
mydia diagnoses, a positivity rate of 10%. In 4,776 of 
these 6,343 consultations (75%), LGV testing was per-
formed and between 2006 and 2011, 414 cases of LGV 
were diagnosed (Table 1). 
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Table 1
Characteristics of MSM with an anorectal Chlamydia infection, MSM tested for LGV, MSM diagnosed with LGV and LGV 
positivity rate of MSM visiting an STI clinic in the Netherlands, 2006–2011 (n=6,343)

Anorectal 
CT-positive MSM

MSM tested for 
LGV LGV-positive MSM p value

Number Number Number % positive
Total 6,343 4,776 414 8.7

Year of consultation

2006 572 342 34 9.9

<0.001

2007 710 464 65 14.0
2008 1,061 772 98 12.7
2009 1,082 867 82 9.5
2010 1,381 1,136 66 5.8
2011 1,537 1,195 69 5.8

Age groupa

<35 2,788 2,008 97 4.8

<0.00135–39 998 806 81 10.0
40–44 991 774 109 14.1
>45 1,565 1,188 127 10.7

Originb

The Netherlands 4,941 3,565 303 8.5

<0.001

Turkey/Morocco 69 58 2 3.4
Suriname/Antilles 250 203 26 12.8
Eastern Europe 148 108 5 4.6
Sub-Saharan Africa 44 39 2 5.1
Middle and South America 197 189 17 9.0
Asia 202 177 5 2.8
Other/unknown 492 437 54 12.4

STI symptomsc
No 3,336 2,470 83 3.4

<0.001Yes 1,900 1,568 244 15.6
Unknown/missing 1,107 738 87 11.8

Notifiedc
No 3,918 3,022 248 8.2

<0.001Yes 1,315 1,006 76 7.6
Unknown/missing 1,110 748 90 12.0

Sexual preference Bisexual 658 392 10 2.6 <0.001Homosexual 5,685 4,384 404 9.2

Intravenous drug use 
No/yes, ever 6,140 4,616 401 8.7

0.007Yes, in past six months 20 18 5 27.8
Unknown 183 142 8 5.6

Commercial sex worker 
No 6,154 4,541 408 8.8

0.164Yes 148 110 4 3.6
Unknown 41 25 2 8.0

Client of commercial sex 
worker 

No 6,243 4,716 412 8.7
0.193Yes 59 34 0 0.0

Unknown 41 26 2 7.7

Number of sexual 
partners in past six 
monthsd

0–1 424 216 5 2.3

<0.001
2–5 1,873 1,209 47 3.9
6–50 1,726 1,287 108 8.4
≥51 99 70 8 11.4
Unknown/missing 2,221 1,994 246 12.3

Condom use in last 
sexual contacte

No 2,148 1,425 15 2.4
<0.001Yes 1,092 633 97 6.8

Unknown/missing 3,103 2718 302 11.1

History of STI infectionf
No 3,900 2,827 140 11.5

<0.001Yes 1,647 1,222 191 6.8
Unknown 796 727 83 11.4

Previous HIV status
Negative 3,466 2,510 96 3.8

<0.001Positive 1,833 1,574 292 18.6
Unknown 1,044 692 26 8.9

STI co-infectionsg
Gonorrhoea 1,418 1,060 107 10.1 0.061
Infectious syphilis 398 292 37 12.7 0.012
HIV (new infection) 307 244 11 4.5 0.018

CT: Chlamydia trachomatis; HIV: human immunodeficiency virus; LGV: lymphogranuloma venereum; MSM: men who have sex with men; STI: 
sexually transmitted infection. 
a For one person, information on age was missing.
b Combination of two questions: self-defined origin (compulsory until 2010, voluntary in 2011) in which missing values for 2011 were filled 

with values for the new question: origin based on country of birth (voluntary in 2010, compulsory in 2011). Other/unknown: contained cases 
from other countries (in Europe) and cases with unknown origin.

c Optional question in 2007, compulsory since 2008.
d Optional question in 2006–09, compulsory question in 2010–11.
e Optional question 2006–2010, compulsory question in 2011.
f Gonorrhoea, chlamydia or syphilis infection in the past two years. 
g Only those STIs are presented for which every client was tested.
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The annual number of reported LGV cases among MSM 
tested for LGV started with 34 in 2006, and in 2011, 69 
cases were reported by the STI clinics (Figure 1). Over 
this period, the annual number of reported cases fluc-
tuated. Recent data from 2012 showed that 184 LGV 
cases were diagnosed in 2012.

The main differences between LGV-negative and LGV-
positive MSM were in age and HIV status. Among ano-
rectal chlamydia-positive MSM and MSM tested for LGV, 
approximately 15% were 40 to 44 years-old, whereas 
26.3% (n=109) of LGV cases belonged to this age group 
(p<0.001). Furthermore, among MSM who were tested 
for LGV, 33.0% (n=1,574) were HIV-positive, and among 
LGV cases, 70.5% (n=292) were HIV-positive (p<0.001). 
Analyses of the characteristics of LGV cases by year 
showed no significant trends (data not shown).

Overall, 75.3% (n=4,776) of all cases of anorectal 
chlamydia were tested for LGV (Table 1). In 2010 and 
2011, these were 85.8% (n=1,136) and 82.5% (n=1,195) 
respectively. Figure 2 illustrates that LGV testing rates 
differed per region, ranging from 6.5% to 98.3%.

Positivity rate
Over the period from 2006 to 2011 the overall positiv-
ity rate for LGV testing was 8.7% (Table 1). Since 2006, 
the annual number of LGV tests performed has steadily 

increased from 342 in 2006 to 1,195 in 2011 (Figure 1). 
Until 2008, the increase in the number of tests was 
reflected in an increase in the number of LGV cases 
diagnosed. After 2008, the number of tests increased 
while the number of cases diagnosed did not, resulting 
in a decreasing positivity rate from 2007 onwards, with 
6% in 2010 and 2011. In 2012, a rise in positivity rate 
was seen (13.1%).

Risk factors
Risk factors for LGV infection were investigated using 
MSM who tested negative for LGV as the reference 
population (Table 2). The two risk factors for LGV infec-
tion with the highest odds ratios were HIV positivity 
(OR=4.1, 95% CI:3.2–5.3) and symptoms at the time 
of consultation (OR=4.1, 95% CI:3.1–5.3). Other identi-
fied risk factors for LGV were having had more than 50 
sexual partners in the past six months (OR=3.7, 95% 
CI: 1.1–12.4), no condom use during last sexual contact 
(OR=2.2, 95% CI:1.2–3.9), homosexuality (as opposed 
to bisexuality; OR=2.2, 95% CI:1.1–4.2) and increas-
ing age with a peak in the group aged 40–44 years 
(OR=2.1, 95% CI:1.5–2.8). 

Underestimation of cases
By restricting the testing policy to a specific population 
of MSM positive for anorectal chlamydia, cases may 
be missed. Two strong risk factors identified in this 

Figure 1
Number of diagnoses (n=598), tests performed (n=6,181), and positivity rate for lymphogranuloma venereum, the 
Netherlands, January 2006–December 2012

LGV: Lymphogranuloma venereum.
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study were HIV positivity and clinical symptoms at the 
time of consultation (OR=4.1). If the testing policy for 
LGV was restricted according to either one or both of 
these factors, this would result in an underestimation 
of the actual number of cases. In the period from 2007 
to 2011, 22.5% (n=87) of LGV cases were diagnosed 
among MSM who did not exhibit clinical symptoms, 
and 24.5% (n=95) of LGV cases were diagnosed among 
MSM who were HIV-negative (data on clinical was 
symptoms was not available before 2007). Moreover, 
in this period, 9.0% (n=35) of LGV cases were diag-
nosed among attendees who were neither HIV-positive 
nor exhibited clinical symptoms. Of the HIV-positive 
MSM among LGV cases, 21.8% (n=52) did not exhibit 
STI symptoms.

Combining data from 2010 and 2011, 2,719 cases of 
anorectal chlamydia were diagnosed among MSM. For 
84.1% of these cases (n=2,286), LGV testing was per-
formed. We estimated that 27 cases of LGV could have 
been missed in this period. With a recorded combined 
incidence over these two years of 136 cases, this would 
imply an underdiagnosis of 19.9%.

Discussion
The results indicate that while the incidence of LGV 
fluctuated during the period from 2006 to 2011, there 
was no clear increasing or decreasing trend. However, 

the reported incidence remained consistently higher 
than before the first outbreak in 2003 [5]. Data from 
2012 showed a further increased number of reported 
LGV cases as well as a higher rate of positive tests. 
Since the proportion of MSM with an anorectal chla-
mydia infection tested for LGV remained stable over 
time (around 75%), the increase seems to be a real 
increase in positivity rate, rather than an increase 
due to more diagnostic testing. Although it remains 
unknown how the epidemic will develop in the future, 
current data underline the importance of active testing 
and continuous monitoring of the infection. After 2005, 
the annual number of LGV tests increased sharply, 
maybe due to widespread uptake and implementation 
of the RIVM and NVDV guidelines by municipal health 
centres. Until 2008, the number of LGV diagnoses also 
showed a slight increase, suggesting that implemen-
tation of these guidelines had improved case detec-
tion. It is therefore worrisome that in several regions 
LGV testing rates were low among MSM positive for 
anorectal chlamydia. This not only hampers national 
surveillance, but also detection and treatment of LGV 
infections. 

The present study showed that older age (>40 years), 
clinical symptoms, sexual preference, having many 
partners in the past six months (>50), not using con-
doms, and HIV positivity remained the main risk 

Figure 2
Geographical differences in lymphogranuloma venereum testing rates among anorectal Chlamydia-positive men who have 
sex with men, the Netherlands, 2010–2011 (n=6,343 )

CT: Chlamydia trachomatis; LGV: lymphogranuloma venereum.
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Table 2
Risk factors for LGV infection among MSM tested positive for LGV compared to MSM with a non-LGV anorectal 
Chlamydia infection at an STI clinic in the Netherlands, 2006–2011

Risk factors Total Number
LGV-positive MSM

Univariate Multivariate
Number OR (95% CI) p value OR (95% CI)

Total 4,776 414

Year

2006 342 34 1.0

<0.001

1.0
2007 464 65 1.5 (1.0–2.3) 1.1 (0.7–1.7)
2008 772 98 1.3 (0.9–2.0) 0.7 (0.3–1.7)
2009 867 82 1.0 (0.6–1.4) 0.6 (0.2–1.3)
2010 1,136 66 0.6 (0.4–0.9) 0.3 (0.1–0.8)
2011 1,195 69 0.6 (0.4–0.9) 0.3 (0.1–0.8)

Age group

<35 2,008 97 1.0

<0.001

1.0
35–39 806 81 2.2 (1.6–3.0) 1.4 (1.0–2.0)
40–44 774 109 3.2 (2.4–4.3) 2.1 (1.5–2.8)
≥45 1,188 127 2.4 (1.8–3.1) 1.8 (1.4–2.4)

Origina

The Netherlands 3,565 303 1.0

<0.001 NS

Turkey/Morocco 58 2 0.4 (0.1–1.6)
Suriname/Antilles 203 26 1.6 (1.0–2.4)
Eastern Europe 108 5 0.5 (0.2–1.3)
Sub-Saharan Africa 39 2 0.6 (0.1–2.4)
Middle and South America 189 17 1.1 (0.6–1.8)
Asia 177 5 0.3 (0.1–0.8)
Other/unknown 437 54 1.5 (1.1–2.1)

STI symptomsb

No 2,470 83 1.0
<0.001

1.0
Yes 1,568 244 5.3 (4.1–6.9) 4.1 (3.1–5.3)
Unknown/missing 738 87 3.8 (2.8–5.3) 1.7 (0.8–3.7)

Notifiedb

No 3,022 248 1.0
0.002 NSYes 1,006 76 0.9 (0.7–1.2)

Unknown/missing 748 90 1.5 (1.2–2.0)

Sexual preference
Bisexual 392 10 1.0

<0.001
1.0

Homosexual 4,384 404 3.9 (2.1–7.3) 2.2 (1.1–4.2)

Intravenous drug use 
No/yes,ever 4,616 401 1.0

0.025 NSYes, past six months 18 5 4.0 (1.4–11.4)
Unknown 142 8 0.6 (0.3–1.3)

Commercial sex 
worker 

No 4,641 408 1.0
0.104 NSYes 110 4 0.4 (0.1–1.1)

Unknown 25 2 0.9 (0.2–3.8)

Client of commercial 
sex worker

No 4,716 412 1.0
0.044 NSYes 34 0 0.0

Unknown 26 2 0.9 (0.2–3.7)

Number of sexual 
partners in past six 
monthsc

0–1 216 5 1.0

<0.001

1.0
2–5 1,209 47 1.7 (0.7–4.3) 1.3 (0.5–3.4)
6–50 1,287 108 3.9 (1.6–9.6) 2.4 (0.9–6.2)
>50 70 8 5.5 (1.7–17.2) 3.7 (1.1–12.4)
Unknown/missing 1,994 246 5.9 (2.4–14.6) 1.8 (0.6–4.9)

Condom use in last 
sexual contactd

Yes 633 15 1.0
<0.001

1.0
No 1,425 97 3.0 (1.7–5.2) 2.2 (1.2–3.9)
Unknown/missing 2,718 302 5.2 (3.0–8.7) 2.4 (1.3–4.3)

History of STI 
infectione

No 2,827 191 1.0
<0.001 NSYes 1,222 140 1.8 (1.4–2.2)

Unknown 727 83 1.8 (1.4–2.3)

Previous HIV status
Negative 2,510 95 1.0

<0.001
1.0

Positive 1,574 292 5.8 (4.6–7.4) 4.1 (3.2–5.3)
Unknown 692 27 1.0 (0.7–1.6) 0.9 (0.6–1.5)

CI: confidence interval; HIV: human immunodeficiency virus; LGV: lymphogranuloma venereum; MSM: men who have sex with men; NS: not 
significant; OR: odds ratio; STI: sexually transmitted infection. 
a Combination of two questions: self-defined origin (compulsory until 2010, voluntary in 2011) in which missing values for 2011 were filled 

with values for the new question: origin based on country of birth (voluntary in 2010, compulsory in 2011). Other/unknown: contained cases 
from other countries (in Europe) and cases with unknown origin.

b Optional question in 2006–07, compulsory since 2008.
c Optional question in 2006–09, compulsory question in 2010–11.
d Optional question in 2006–10, compulsory question in 2011 .
e Gonorrhoea, chlamydia or syphilis in the past two years. Optional question 2006–07, compulsory since 2008.
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factors for LGV infection. These findings are similar 
to previous studies in which the majority of LGV infec-
tions were symptomatic, contrary to infection with 
other C. trachomatis serovars [13,14], and in which HIV 
seropositivity was a strong risk factor for infection 
[15,16]. Taken together, these observations suggest 
that LGV infection is still primarily located in a specific 
population.

That the two most used guidelines for LGV diagnosis 
and treatment at Dutch STI clinics recommend different 
testing policies for LGV, can have caused the diverg-
ing testing policies observed, which may have resulted 
in an underdiagnosis. As shown in the present study, 
restricting the testing policy according to, for example, 
the risk factors of showing symptoms and HIV positiv-
ity results in underdiagnosis. However, health benefits 
gained by increased detection will always need to be 
weighed against the costs for such testing. Additional 
research is needed into the consequences of a certain 
degree of underdiagnosis resulting from a restricted 
testing policy in the Netherlands.

In particular, it is not known whether a shorter treat-
ment regimen would be sufficient to treat asympto-
matic LGV infections. All people attending Dutch STI 
clinics are routinely tested for chlamydia. Since LGV is 
caused by C. trachomatis L serovars, cases are already 
prescribed treatment for this infection. The standard 
treatment regimen for anorectal chlamydia is one week 
of doxycycline. If the standard treatment regimen for 
non-LGV serovars were sufficient to treat asympto-
matic LGV infections, the focus could shift towards the 
detection of symptomatic infections requiring addi-
tional treatment and the impact of the resulting under-
diagnosis on the health situation in the Netherlands 
would be reduced.

STI surveillance is instrumental in monitoring the dis-
ease situation and contributes to the evaluation of 
implemented control strategies. Currently, STI clinics 
can prioritise their policy according to the local situ-
ation. This became evident by investigating LGV test 
rates for anorectal chlamydia-positive MSM in differ-
ent regions, and was also evident in conversations 
with experts in the field. Different regions applied dif-
ferent testing criteria, and a consequence may be that 
national trends identified by surveillance are distorted 
and opportunities to interrupt transmission were 
missed. Furthermore, different guidelines provide dif-
ferent advice. Attempts to harmonise different guide-
lines are ongoing. A new version of the secondary care 
guideline is currently in development and is expected 
to be published at the end of 2013.

Since the start of the epidemic of LGV in 2003, the 
infection has remained limited to the MSM population. 
Spread of the infection to the general population, for 
example through bisexual MSM to heterosexual women, 
could be an important risk. There have recently been 
reports describing cases of rectal and bubonic LGV in 

women [17,18]. These reports indicate that expansion 
of LGV infection to other populations remains a real-
istic possibility. Therefore, it is important to remain 
vigilant for LGV infections also in heterosexual men 
and women with anorectal Chlamydia infections. Taken 
together, our results indicate that on the one hand, LGV 
mainly occurs in a specific population of MSM and it 
is only rarely observed among heterosexual males and 
females. On the other hand, it remains important to 
prevent and treat LGV in heterosexual men and women. 
Surveillance of these populations may allow to detect 
an expansion of the infection at an early stage.

A limitation of the present study is that LGV is not a 
notifiable disease in the Netherlands. Only data col-
lected during STI consultations at STI clinics were 
available. However, reports from experts in the field 
suggest that a substantial proportion of LGV cases may 
be diagnosed at other sources of care such as hospi-
tals. Another limitation is that the study was based 
on routinely collected surveillance data. Previous 
research shows that specific high-risk behaviour is an 
important risk factor for LGV infection [8]. Therefore, 
additional research could be performed to investigate 
in more detail which risk behaviours are risk factors for 
LGV infection among MSM in the Netherlands. If spe-
cific sexual practices result in increased risk, targeted 
prevention strategies could be developed.

Conclusion
Since LGV emerged as an STI among MSM in 2003, the 
incidence has been fluctuating around a level consist-
ently higher than before the first outbreak. Over time, 
the infection has affected the same population as the 
one in which it originally emerged. Furthermore, recent 
case reports describe cases of LGV among women, 
and data for the first half of 2012 showed again an 
increased number of reported cases of LGV. Taken 
together, these observations underline the importance 
of tracing and monitoring the infection by strengthen-
ing and harmonising LGV diagnostic testing among 
MSM who are positive for anorectal chlamydia.

Dutch STI clinics
A van Daal (East), AP van Leeuwen (North-Holland Flevoland), 
F de Groot (North), AM Niekamp (Limburg), M Langevoort 
(Utrecht), AM van Camerijk (South-Holland North), J van de 
Sande (Zeeland-Brabant), V Wieërs (South-Holland South)
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