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United Kingdom (UK) national data show a sharp 
increase in diagnoses of lymphogranuloma venereum 
(LGV) since 2012. Most cases are in men who have sex 
with men (MSM) living in London, with high rates of 
co-infection with HIV and other sexually transmitted 
infections. In light of these data, and the recent find-
ing that one quarter of LGV infections may be asymp-
tomatic, clinicians should be vigilant in testing for 
LGV, including in asymptomatic HIV-positive MSM.

Laboratory diagnoses of lymphogranuloma venereum 
(LGV) in the United Kingdom (UK) declined between 
2010 and 2012, but the most recent data show near 
doubling of cases since 2012 to unprecedented levels 
in 2014 (679 cases). This trend has continued into 2015, 
with 683 cases diagnosed by 30 September. In 2014, 
most cases were in men who have sex with men (MSM) 
and around three quarters were HIV-positive. Here we 
report national surveillance data showing trends in LGV 
diagnoses in the UK from 2003 to September 2015.

Testing protocol and data sources
Rectal, genital or urine samples from patients with 
symptoms compatible with LGV and diagnosed with 
Chlamydia trachomatis in England, Wales and Northern 
Ireland, and their sexual contacts with C. trachomatis, 
are submitted by local laboratories for LGV typing to 
the Public Health England national reference labora-
tory, the Sexually Transmitted Bacteria Reference Unit 
(STBRU) in London. Scottish samples from sympto-
matic patients are similarly submitted to the Scottish 
Bacterial Sexually Transmitted Infections Reference 
Laboratory (SBSTIRL) in Edinburgh. In addition, since 
2007, samples from asymptomatic HIV-positive 
MSM diagnosed with C. trachomatis are also sent to 
SBSTIRL. During the reporting period, (January 2003 

to September 2015) STBRU and SBSTIRL diagnoses 
accounted for all confirmed LGV cases diagnosed in 
the UK. Duplicates were excluded and repeat diagno-
ses within 42 days (used to define a single episode 
of care across surveillance systems in England) were 
counted as a single episode [1].

Additional data, including sexual behaviour and clinical 
information, were collected through nationally coordi-
nated enhanced surveillance of LGV in the UK between 
2004 and 2010 [2]. However, the most recent laboratory 
dataset lacks this enhanced information. We there-
fore matched laboratory reports for LGV diagnoses 
to the Genitourinary Medicine Clinic Activity Dataset 
(GUMCADv2), an anonymised patient-level electronic 
dataset, for all cases in England in 2014. All commis-
sioned sexual health services in England have been 
mandated to return GUMCADv2 data, which include 
patient characteristics, other sexually transmitted 
infection (STI) diagnoses and services provided, since 
2009 [3]. A code for LGV diagnosis was introduced in 
2011, such that most cases are now reported through 
GUMCADv2. LGV diagnoses in female or heterosexual 
male patients in GUMCADv2 were excluded from this 
analysis because they may represent miscoding (six 
cases).

Trends in confirmed laboratory reports
Between 1 January 2003 and 30 September 2015, there 
were 4,124 LGV diagnoses in the UK (36 from Scotland 
since 2011). Of these, 4,111 (99.7%) were in men, and 
242 had repeat diagnoses. LGV was first reported in 
the UK in 2003 (one case) and in 2004, 28 cases were 
reported (Figure).
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Since 2003, the overall trend in LGV cases has been 
upward, with three rapid increases in 2005 (220 cases), 
2010 (510 cases) and 2014 (679 cases), and interven-
ing periods of stable or falling numbers between 2006 
and 2009 (136 to 201 cases) and 2011 and 2012 (389 
and 376 cases). There has been a sustained increase 
in diagnoses since 2012, such that diagnoses in 2014 
were 81% higher than in 2012 (376 cases), and in the 
first quarter of 2015, there were 195 LGV diagnoses 
compared with 163 diagnoses in the same time period 
in 2014.

Case characteristics among clinical reports
In 2014, 11,468 diagnoses of C. trachomatis among 
MSM and 633 LGV cases were reported to GUMCADv2. 
Of the LGV cases, 434 (69%) could be matched to the 
laboratory dataset. Among the matched MSM cases, 
the median (IQR) age at LGV diagnosis was 37 (range: 
31–44) years, and most were white (320, 74%), born in 
the UK (239, 55%) and living in London (323, 74%). Most 
cases were HIV-positive (321, 74%) and of these, nearly 
all were diagnosed with HIV before or at the same time 
as their LGV diagnosis (313, 98%). Many patients were 
diagnosed with another STI or blood borne virus infec-
tion at any time during 2014 (272, 63%), including gon-
orrhoea (219, 50%), syphilis (76, 18%) and hepatitis C 
(13, 3%) (Table).

Background
LGV is a STI caused by the invasive L serovars of C. tra-
chomatis. An outbreak among MSM was first reported 
in the Netherlands in 2003 and LGV outbreaks in MSM 
have since been reported by many high-income coun-
tries, with HIV co-infection being a common feature 
[4-8]. Most reported infections are rectal, and the most 
common presentation is proctitis, associated with rec-
tal pain, discharge and bleeding [5,9]. Some cases of 
LGV, particularly in the beginning of the outbreak, were 
misdiagnosed as Crohn’s disease [10,11]. The complica-
tions of incorrectly treated or untreated LGV are seri-
ous, particularly for immunocompromised individuals, 
including genital ulcers, fistulas, rectal strictures and 
genital elephantiasis. LGV acquisition is associated 
with concurrent STI infections and reported behaviours 
such as condomless anal intercourse, fisting and the 
use of sex toys [2].

Discussion
Since 2003, LGV diagnoses have increased over a 
twelve-year period, with a steep rise since 2012, to 
reach unprecedented levels in 2015, suggesting high 
levels of ongoing transmission. Infection remains con-
centrated in white MSM living in London, many with 
HIV co-infection and other STIs.

Figure
Number of cases diagnosed with lymphogranuloma venereum, per quarter, United Kingdom, 2003 to end September 2015 
(n=4,124)

LGV: lymphogranuloma venereum.
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The strength of this study lies in the unique national 
dataset of laboratory confirmed LGV diagnoses, which 
we linked to clinical data for the most recent com-
plete year. During the study period, LGV testing was 
only recommended for symptomatic patients and LGV 
contacts. However, a large multicentre case-finding 
study in the UK found that 27% of LGV infections were 
detected in patients without rectal symptoms, suggest-
ing that infections might be missed [12,13]. Patients 
might also be treated presumptively without LGV test-
ing or never seek care, leading to further underesti-
mation of LGV cases in the population. Other external 
factors might have influenced requests for LGV testing 
and the trends observed. These include the introduc-
tion of charging laboratories for LGV diagnostic testing 
(April 2014) and increased awareness of LGV among 
clinicians and microbiologists, which might have led to 
increased testing. We lack data on symptoms associ-
ated with LGV infection in this surveillance dataset.

The increase in LGV diagnoses coincides with upward 
trends in other STIs and sexually transmissible enteric 
infections among MSM, such as gonorrhoea, infec-
tious syphilis, verotoxin-producing Escherichia coli and 
Shigella [14-17]. Contributory factors might include sex-
ual networks with high rates of partner change facili-
tated by social media networking sites and chemsex, 
and we know that HIV-positive MSM who engage in HIV 
sero-adaptive behaviours and have condomless sex 
with other HIV-positive men remain at particularly high 
risk [15-17]. Our data suggest a need for a strength-
ened public health response to raise awareness of 
LGV among clinicians and patients. Social media might 
offer a means of rapid, low-cost dissemination of pub-
lic health messages, with an additional benefit of facil-
itating user interaction [18].

There are also important implications for clinical man-
agement and microbiologists, including the need for 
robust partner notification, testing and treatment, and 
testing of HIV-positive MSM with asymptomatic C. tra-
chomatis infection for LGV [19]. LGV treatment requires 
an extended course of antibiotics over non-LGV C. tra-
chomatis, such that some patients may unnecessarily 
receive multiple courses of antibiotics; this risks intro-
ducing selection pressure for antimicrobial resistance 
[20]. Clinicians should maintain a high index of suspi-
cion for LGV in HIV-positive MSM with rectal symptoms, 
and consider treating presumptively for LGV according 
to national guidelines [21,22].
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Characteristics Number Percentage
Total number of patientsa 434 100 
Ageb 

Median (IQR) 37 31–44 
16–24 20 5
25–34 146 34
35–44 165 38
45–54 86 20
55–64 12 3
≥65 2 < 1
Other STI or blood borne virus infection diagnosed in 2014c 

Gonorrhoea 219 50
Syphilis 76 18
Genital herpes 36 8
Genital warts (Condyloma acuminata) 26 6
Hepatitis C 13 3
HIV status 
Positive 321 74
Negative or unknown 113 26
Proximity of HIV diagnosis to LGV diagnosisb 

HIV > 3 months before LGV 234 73
HIV 0–3 months before LGV 30 9
Same date 49 15
HIV 0–3 months after LGV 5 2
HIV > 3 months after LGV 3 1
Area of patient residence 
London 323 74
Manchester 18 4
Brighton 7 2
Birmingham 7 2
Other 79 18
Country of birthb 
United Kingdom 239 57
Outside United Kingdom 177 43
Ethnicityb 
White 320 77
Asian 16 4
Black 20 5
Mixed 28 7
Other 29 7

Table
Characteristics of MSM patients from STBRU laboratory 
reports matched to GUMCADv2 dataset, United 
Kingdom, 2014 (n=434)

GUMCADv2: Genitourinary Medicine Clinic Activity Dataset; IQR: 
interquartile range; LGV: lymphogranuloma venereum; MSM: 
men who have sex with men; STBRU: sexually transmitted 
bacteria reference unit; STI: sexually transmitted infection.

a Of 677 positive LGV test results in 2014, 440 were successfully 
matched to GUMCADv2. Six of these were excluded because they 
were recorded as female or heterosexual in GUMCADv2, leaving 
434 matched patients.

b For patients with information available.
c All other STI diagnoses were new except for 14 recurrent cases of 

genital herpes and 17 recurrent cases of genital warts.
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