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Introduction

Sexually Transmitted Infections (STIs) are increasingly report-
ed mainly those caused by Neisseria gonorrhoeae, Treponema 
pallidum and Chlamydia trachomatis particularly the serotypes 
L1, L2 and L3 that may lead to lymphogranuloma venereum [1, 
2]. Risk factors are people harboring the Human Immunodefi-
ciency Virus (HIV) or those using pre-exposure prophylaxis to 
prevent HIV [3,4]. Increased incidence is also observed in men 
who have sex with men (MSM), and people with multiple sex-
ual partners [1,5,6]. In the bowel STIs are usually presented as 
Infectious Proctitis (IP), defined as inflammation of the rectum 
that may also be associated with inflammatory bowel disease 
[7,8]. Co-infection by 2 or more agents is described in 10% of 
MSM with IP [9-11]. Clinical, endoscopic, and histological pre-
sentation of infectious and noninfectious proctitis are similar. 

Inflammatory Bowel Disease (IBD) limited to the rectum and 
proctitis related to C. trachomatis infection may therefore be 
easily misdiagnosed [12-14]. The final diagnosis of these infec-
tions requires cultures, serological studies or DNA amplifica-
tion tests, whereas the serological test in the case of chlamydia 
do not discriminate an old infection from a recent one [5] and 
the molecular tests are not widely available. Consequently, STI 
proctitis usually is managed with empirical therapy [9]. Here, 
we report a case of a young man with chlamydia inflammation 
extending beyond the rectum into the sigmoid colon who re-
fused to have sex with another man.

Case report 

A 29-year-old male patient was presented with a 30-day 
history of bloody diarrhea and tenesmus without other sys-
temic symptoms. Medical, family and drug history were un-
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remarkable. On physical examination, his abdomen was soft. 
The liver and spleen were not palpable and no palpable lymph 
nodes were found. Hemorrhoids were observed on the rectal 
examination. Routine laboratory studies were as follows and 
are summarized in Table 1 white blood cell count, 7,490/mm3 
with 35% neutrophils and 53% lymphocytes; hemoglobin, 13.1 
g/dL; platelets, 186.000/mm3; blood urea nitrogen, 9.8 mg/dL; 
creatinine, 0.9 mg/dL; C-reactive protein within normal values; 
ESR: 5 mm/hr. HIV testing was negative as well as testing for IgA 
deficiency. No Shigella or Salmonella was grown from the stool 
culture and Clostridium difficile toxins were not identified. Cam-
pylobacter ssp and Yersinia cultures were negative.

Table 1: Laboratory tests done during the investigation.

Laboratory test Value (Normal limits)

Leukocytes 7.49x103/ml (4-10x103/ml)-35% neutro-
phils, 53% lymphocytes

Hemoglobin 13.1 gr/dl (12.2-17.1 g/dl)

Platelets 186x103/ml (150-400x103/ml)

ESR 5 mm/h (0-15 mm/h)

Blood urea nitrogen 9.8 mg/dl (7-20 mg/dl)

Creatinine 0.9 mg/dl (0.7-1.3 mg/dl)

CRP 0.8 mg/dl (0.3-1 mg/dl)

IgA in Serum 5.17 g/L (0.7-4 g/L)

Stool culture
Negative for Shigella, Salmonella, 
Yersinia, Campylobacter, Clostridium 
difficile toxins

Treponema pallidum IgM, IgG Negative

RPR Negative

Chlamydia trachomatis IgA 250 (>11 titer positive)

Chlamydia trachomatis IgG 250 (>11 titer positive)

Culture of urogenital tract 
samples

Negative for Candida spp, Mycoplasma 
hominis, Ureoplasma urealyticum

HIV Negative

Ileocolonoscopy detected recto-sigmoidal inflammation 
with edema and mucosal friability accompanied by rectal and 
sigmoid ulcers surrounded by raised margins (Figure 1).

Histological examination showed minor derangement of the 
crypt architecture with normal mucus and edema and moder-
ate inflammation of the submucosa. The infiltrate was patchy 
and consisted of lymphocytes, neutrophils, plasmacytes and 
eosinophils. Several crypt abscesses were found. Erosions of 
the epithelium were also found. The findings were considered 
as compatible with IBD, possibly Crohn’s disease. The patient 
was initially treated with ciprofloxacin 500 mg b.i.d and metro-
nidazole 500 mg t.i.d for 2 weeks without significant improve-
ment. Treatment with mesalazine suppositories 2 gr daily for 3 
weeks was also ineffective. Sigmoidoscopy showed no signs of 
healing (Figure 2).

The histological examination showed colon mucosa with 
patchy prominent lymphoid aggregates. The lamina propria 
was infiltrated with mononuclear cells. At one area over a lym-
phoid aggregate ulceration is noted with regenerated epithe-
lium on both sides (Aphthous ulcer). PAS Stain was negative 
for intranuclear inclusion. Findings were compatible with IBD. 
Seropositivity for T. pallidum was negative. Rectal swabs for N. 

Gonorrhoeae were negative and cultures for Candida spp, My-
coplasma hominis and Ureoplasma urealyticum were negative. 
However, seropositivity for C. trachomatis was detected, with 
IgA and IgG antibodies positive leading to a diagnosis of Lym-
phogranuloma venereum recto-sigmoiditis. No serovars were 
identified. The patient persistently refused having sex with 
other men or multiple sexual partners despite persistent inter-
rogation. Doxycycline 100 mg b.i.d was given orally for 14 days 
followed by complete clinical remission. Sigmoidoscopy done 
two months later revealed significant improvement (Figure 3). 

The latest sigmoidoscopy done 6 months later, showed com-
plete remission in accordance with patient’s status, who report-
ed formed stools without any mucus or bleeding (Figure 4).

Discussion

Infection by C. trachomatis is the commonest STI worldwide, 
with over 100 million people diagnosed each year [15] with an 
increasing incidence over the last decades [16]. The incubation 
period is 7-10 days usually after a receptive anal intercourse. 
Women with chlamydial urethritis or cervicitis may suffer from 
rectal infection due to direct spreading [17]. Serotypes of C. tra-
chomatis cause several sexually transmitted diseases, such as 
cervicitis, endometritis, urethritis (serotypes D-K), and the com-
monest etiology of infectious blindness, trachoma endemicum 
(serotype A-C). All 15 serovars of C. trachomatis can cause proc-
titis. Whereas non-Lymphogranuloma Venereum (LGV) proctitis 
caused by serovars A-K produces mild inflammation confined to 
the rectal mucosa and causes few or no symptomatic infections. 
LGV proctitis, also called Nicolas-Favre disease, caused by se-
rovars L1-3 produces more severe inflammation [18-20]. L1-L3 
serovars are found mostly in HIV-positive patients and are of-
ten associated with other STIs [19,21]. Non-LGV serovars cause 
inflammation of the epithelium and are usually asymptomatic. 
Symptomatic patients may present with anal pain, mucopuru-
lent or bloody discharge and tenesmus [7] as did our patient. 
LGV is an invasive and systemic infection. The clinical presenta-
tion of LGV may be divided into 3 stages. The first stage consists 
of a small painless papule, pustule, and small herpetiform ulcer 
usually healed within 1 week, and often not diagnosed. When 
proctitis is the primary manifestation of the infection, symp-
toms are characterized by severe anorectal pain, rectal haemo-
purulent discharge, and bleeding, associated with tenesmus 
and constipation due to mucosal and perirectal edema. Pain-
ful inguinal or femoral lymphadenopathy is typical of the sec-
ond stage of infection. Mucopurulent or bloody discharge, anal 
pain, malaise, myalgia, and fever are symptoms of this stage. 
If left untreated, the third stage is associated with the appear-
ance of rectal abscesses, granulomas, fistulae, and strictures 
[7]. During this stage, LGV proctitis may mimic rectal Crohn’s 
disease. Our patient consistently denied any sexual contact 
with other men and was negative for HIV infection and tests 
for gonorrhea and syphilis. This is uncommon today, but trans-
mission may happen through any unprotected intercourse. The 
initial papules are non-tender and usually undetected making 
the transmission easy at this stage. Moreover, females may be 
asymptomatic carriers [22]. Endoscopic findings of chlamydial 
proctitis range from mild erythematous and friable mucosa to 
ulcers or granulomas with mucopurulent exudates [23]. These 
endoscopic findings may be difficult to differentiate from IBD 
[7,24,25]. This was the case in the first endoscopic examina-
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Figure 1: First ileocolonoscopy showing rectosigmoiditis with mucosal oedema, friability and ulcers.

Figure 2: Follow-up rectosigmoidoscopy after 1 month of treatment with antibiotics and ami-
nosalicylic acids revealed no mucosal healing.
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Figure 3: The second follow-up rectosigmoidoscopy -1 month after the first follow-up rectosigmoidoscopy- 
showed significant mucosal healing after the treatment with doxycycline.

Figure 4: The latest sigmoidoscopy 6 months later showed complete healing of the mucosa confirmed 
with biopsies.

tion of our patient. Multiple discontinuous ulcers in the rectum, 
similar to our patients are frequently reported in chlamydia re-
lated proctitis [23,26,27]. Another unusual endoscopic finding 
is a pseudo-tumor lesion. This is more frequently related to LGV 
and is described as a friable ulcerated multilobular mass that 
may occupy the entire rectal circumference [28-31]. The histo-
logical examination shows a lymphoplasmacytic infiltrate with 
gland architectural distortion and decreasing of mucus secre-
tion findings consistent with IBD [25,31]. However, neutrophil 
infiltration can be found in all patients including the presence 
of cryptitis and microabscess in some of them. The presence of 
neutrophils and/or cryptitis should lead to a possible diagnosis 

of chlamydial infection [32-34]. Macrophage infiltration forming 
incomplete granulomas is also a prominent finding [31,33,35]. 
Exclusion of Crohn’s disease and tuberculosis should be ruled 
out in these cases. However, even if granulomas often differ be-
tween CD and LGV [36] it should be kept in mind that pathog-
nomonic features of LGV do not exist. The pathological findings 
of LGV proctitis are easily misinterpreted even by experienced 
pathologists [7,37,38] and clinical suspicion is important for pa-
tients at risk for STI. This was indeed the case with our patient. 
The first biopsy was misinterpreted as IBD and only when the 
initial treatment failed, the findings were reconsidered as sug-
gested for clinical diagnosis of LGV [12]. The other diagnostic 
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hints that should lead to the clinical diagnosis of LGV colitis over 
IBD are a history of MSM or travel and resolution of symptoms 
with antibiotics. Complete resolution of endoscopic findings by 
the proper antibiotics confirmed the diagnosis in our case [12, 
39]. However, nucleic acid amplification tests are the gold stan-
dard for the diagnosis of Chlamydia and the identification of the 
specific chlamydia serovars L1, L2 and L3. The L2 serovar is the 
most prevalent serovar identified in recent epidemic outbreaks 
[40]. Immunohistochemistry may be useful in diagnosis dem-
onstrating staining for Chlamydia trachomatis in the cytoplasm 
of macrophages [41] but is not so sensitive as the amplifica-
tion tests [31,34]. It is suggested that all patients with IBD in 
the colorectal tract confirmed by endoscopy and histopathol-
ogy, should be tested for STIs using sensitive methodologies 
[42]. Amplification tests were not available in our case, so that 
the identification of the particular serovar was not possible. Se-
rological tests, the response to treatment and a long over six 
months follow-up, were robust criteria for diagnosis in our case. 
Doxycycline 100 mg twice daily for 7 days is recommended as 
the first line of treatment with azithromycin 1 gr once orally as 
an alternative treatment Azithromycin 1 gr once, orally is the 
recommended treatment in pregnancy. An extended course of 
doxycycline for 21 days is recommended if there is clinical sus-
picion of LGV [5,10,43]. Levofloxacin 500 mg daily for 7 days 
is also recommended as alternative [44]. Empirical treatment 
of genital herpes should also be considered in cases of painful 
ulcers and among patients with HIV [5,10]. Doxycycline is the 
preferred treatment over azithromycin as a result of a system-
atic review and meta-analysis that demonstrated significantly 
less failures with doxycycline particularly among men with rec-
tal chlamydia [45,46]. It is advisable therefore, that single-dose 
azithromycin should be preferred only when doxycycline cannot 
be used.
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