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Summary
a 48-year-old man presented as an emergency with 
a 3-week history of rectal bleeding. examination of 
his rectum revealed a circumferential tumour, 2 cm 
from the anal verge. an MRI scan reported a locally 
infiltrative mid-lower rectal tumour staged as t3d/t4 
N2 MX. a colonoscopy revealed appearances of severe 
proctitis and biopsies did not show any evidence of 
dysplasia or malignancy. the patient was discussed at 
the regional colorectal cancer multidisciplinary team 
meeting with a management plan for neoadjuvant 
chemoradiotherapy following repeat biopsies, which 
were again negative for malignancy. He tested positive 
for the HIV and was referred to genitourinary medicine. 
a positive Chlamydia trachomatis nucleic acid test from 
a rectal swab was serovar L2 consistent with a diagnosis 
of lymphogranuloma venereum. He was treated with 
doxycycline and subsequent MRI scans showed reduction 
in tumour size with eventual resolution. this case report 
highlights the importance of HIV testing in patients with 
newly diagnosed colorectal tumours.

BaCkground
This case report highlights the importance of HIV 
testing in patients diagnosed with proctitis and 
colorectal malignancy, as well as the benefits of 
repeated history taking and investigations if the 
diagnosis is not clear.

CaSe preSenTaTion
A 48-year-old man presented as an emergency with 
a 3-week history of rectal mucus discharge and 
fresh rectal bleeding mixed with faeces and associ-
ated with tenesmus. He did not report any abdom-
inal pain, weight loss or any other symptoms. He 
had a previous medical history of duodenitis and a 
family history of Crohn’s disease. He worked as an 
operations manager for social housing, lived alone 
and was divorcing his third wife. He smoked 20 
cigarettes a day and did not drink any alcohol.

On examination, he had normal vital signs with a 
normal examination of his cardiovascular and respi-
ratory systems. Abdominal examination did not 
reveal any abnormality. Digital rectal examination 
revealed a first-degree haemorrhoid at the 9 o’clock 
position and a circumferential rectal tumour, 2 cm 
from the anal verge.

inveSTigaTionS
His blood tests showed: haemoglobin 15.4 (14–16) 
g/dL, white cell count 7.3 (3–11) 109/L, C reactive 
protein 20 (<7) mg/L, normal liver and renal func-
tion. His carcinoembryonic antigen (CEA) test was 

1.8 (<3) ng/mL. The initial working diagnosis of 
a rectal cancer was made and the patient went on 
to have endoscopic investigations and radiological 
staging. A colonoscopy revealed appearances of 
ulcerative proctitis (figure 1) and biopsies showed 
severe patchy proctitis without evidence of dysplasia 
or malignancy. A high-resolution magnetic reso-
nance image (MRI) reported appearances consis-
tent with a locally infiltrative mid-lower rectal 
tumour staged as T3d/T4 N2 MX (figure 2). A CT 
scan of his chest, abdomen and pelvis suggested 
appearances of a rectal tumour with local invasion 
but without any distant metastases.

The patient re-presented to the emergency 
department with increasing anal pain. Further ques-
tioning revealed he had had multiple female sexual 
partners and he consented to an HIV test which 
was positive. He had a CD4 cell count of 420mm3 
and an undetectable viral load. He was negative 
for hepatitis A, B and C and any AIDS-defining 
illnesses.

A repeat biopsy after 2 weeks showed inflamed 
and ulcerated large bowel mucosa with inflamed 
polypoidal granulation-type tissue formation, no 
dysplasia or malignancy. The diagnosis of lympho-
granuloma venereum (LGV) was made following a 
positive L2 serovar Chlamydia trachomatis nucleic 
acid test of a rectal swab. It subsequently transpired 
that the patinet's risk factors for HIV included 
injecting crystal meth and sharing of rectal sex toys 
which are likely to have contributed to the acquisi-
tion of LGV.

differenTial diagnoSiS
1. Rectal cancer
2. Proctitis secondary to inflammatory bowel 

disease
3. Cytomegalovirus colitis
4. Herpes simplex virus colitis

TreaTmenT
The patient commenced empirical mesalazine 
(AsacolMR, Warner Chilcott) 800 mg three times a 
day and prednisolone enemas (Predsol, RPH) 20 mg 
twice a day, based on the initial endoscopic findings 
of proctitis. The case was discussed at the regional 
colorectal multidisciplinary team (MDT) meeting 
and the decision was made for the patient to have 
neoadjuvant chemoradiotherapy and subsequent 
surgery based on response, following repeat biop-
sies. In the interim, the patient tested positive for 
HIV prompting a referral to genitourinary medicine 
(GUM) physicians. He had an emergency laparo-
scopic defunctioning loop colostomy due to symp-
toms and impending bowel obstruction. Following 
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the rectal swab diagnosis of LGV, he completed a 3-week course 
of doxycycline 100 mg twice a day. He required a second course 
because of ongoing rectal bleeding. For his HIV treatment, he 
was commenced on Truvada (Gilead) (tenofovir and emtricit-
abine fixed-dose tablet) and dolutegravir.

ouTCome and follow-up
Following treatment with oral doxycycline for LGV, the patient 
did not consent to a repeat flexible sigmoidoscopy but had 
repeat MRI scans which showed resolution of the tumour. He 
subsequently had a reversal of his colostomy and made a good 
recovery.

diSCuSSion
We present a case of LGV mimicking a rectal tumour in a hetero-
sexual man with a recent diagnosis of HIV, as an unusual cause 
of a rectal tumour. This is a sexually transmitted infection caused 

by the obligate intracellular bacterium C. trachomatis.1 The 
condition is characterised by genital papules or ulcers followed 
by painful inguinal and/or femoral lymphadenopathy causing 
buboes. If there is rectal involvement, a patient may present with 
rectal bleeding, pain and tenesmus due to proctitis or procto-
colitis.2 Hence, the symptoms may be confused with colitis or 
malignancy which importantly need to be excluded first. There 
have been only a few case reports of rectal LGV but only one 
associated with rectal cancer.3 4

The transmission of LGV is via anal, oral and vaginal sexual 
intercourse or the use of shared sex toys.5 LGV is endemic 
in parts of Africa, South and Central America, the Caribbean 
and South East Asia, and has previously rarely been reported 
in high-income countries. It has become increasingly common 
however in Western Europe and the USA particularly among 
men who have sex with men (MSM).2 In the UK, 99% of cases 
occur in MSM.6 The diagnosis of LGV is frequently associated 
with hepatitis C and HIV.7 Treatment with a 3-week course of 
doxycycline prevents the complications of LGV such as rectal 
strictures, fistulae, permanent genital lymphoedema (elephanti-
asis), bowel obstruction and bowel perforation.8 9

Our patient initially only disclosed part of his social and 
sexual history, omitting his use of intravenous recreational drugs 
and rectal sex toys with women. He denied any MSM contact, 
which makes his presentation of LGV with a new diagnosis of 
HIV unusual. The recognition of this clinical entity is important 
to ensure the appropriate therapy. It is essential to rule out infec-
tive causes of colitis in order to avoid unnecessary treatments 
and surgery associated with the misdiagnoses of indeterminate 
inflammatory bowel disease or rectal cancer. Our patient was 
discussed in the colorectal MDT, with the convincing MRI scans, 
and could have potentially undergone chemoradiotherapy with 
all its associated adverse effects if he did not have an HIV test to 
prompt referral to the GUM clinic. Therefore, it is crucial not 
to rely on the MDT solely for the diagnosis but for the manage-
ment plans post diagnosis, in order to avoid overtreatment and 
potential harm.10 Partner notification is also an essential part of 
the management of LGV to ensure sexual contacts are treated 
and to prevent reinfection or further onward transmission.

The diagnosis and management of this patient was successfully 
carried out through multiprofessional teamwork by colorectal 
surgeons, GUM physicians, radiologists, histopathologists, 
microbiologists and clinical nurse specialists. It is important for 
HIV testing to be incorporated as part of the management plan 
for colorectal malignancies.

learning points

 ► Importance of sexual history and HIV testing in patients with 
new diagnoses of colorectal tumours and proctitis.

 ► The MRI images of lymphogranuloma venereum can mimic 
rectal carcinoma—treat the patient not the image.

 ► Sexually transmitted infections need to be considered as a 
cause of proctitis.

acknowledgements thank you to Mr paul tommey, Consultant Colorectal 
surgeon for his expertise, Dr essam Raweily, Consultant pathologist for reviewing on 
the pathology specimens and Dr Nalin Kholsa, Consultant Radiologist for reviewing 
and selecting the appropriate images.

Contributors MaW and Cs: reviewing literature, writing case report and reviewing 
of manuscript. sM: literature review. Dp: review of manuscript.

funding the authors have not declared a specific grant for this research from any 
funding agency in the public, commercial or not-for-profit sectors. 

figure 1 Endoscopic view of the rectum showing severe proctitis.

figure 2 Sequential MRI of the pelvis scans from diagnosis to 
treatment—demonstrating extensive circumferential soft tissue 
thickening and stranding into mesorectal fat (extramural tumour 
spread) with extramural venous invasion into the superior rectal vessels 
in the first image.
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