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Background: Before February 2018, men who have sex with men (MSM) with
rectal Chlamydia trachomatis were not routinely tested for lymphogranuloma
venereum (LGV) at the Melbourne Sexual Health Centre (MSHC) unless they had
symptoms of proctitis. From February 2018, MSHC introduced reflex testing for LGV
of all positive rectal C. trachomatis specimens, regardless of symptoms. This study
aimed to evaluate the outcomes from reflex LGV-testing 14 months before and after
introducing reflex LGV-testing.

Methods: MSM attending MSHC tested for rectal chlamydia were categorised into
‘selective LGV-testing period’ (March 2015 to January 2018) and ‘reflex LGV-testing
period’ (February 2018 to December 2020). A review of clinical notes was performed
on LGV cases in both periods. LGV positivity was defined as the detection of
serovars L1/L2/L3.

Results: There were 36,554 and 42,579 MSM tested for anorectal chlamydia in the
selective and reflex LGV-testing periods, respectively. Chlamydia positivity was the
same in both periods (9.4%). The proportion of positive anorectal chlamydia samples
that had an LGV serovar detected increased from 30.0% (1024/3423) to 95.9%
(3857/4020) (p<0.001). There were more unassessable specimens (e.g. not
sufficient sample) in the selective testing period (24.8%, 260/1024) compared to the
reflex testing period (20.6%, 793/3857) (p=0.001). The LGV positivity in both periods
was 3.8% (29/764) and 2.5% (76/3064), respectively (p=0.042). Of the 76 LGV
cases in the reflex testing period, 26/76 (34.2%) were asymptomatic. Common
symptoms of all 79 symptomatic LGV cases included: rectal pain (60.8%), rectal
discharge (46.8%), rectal bleeding (39.2%), and tenesmus (22.8%). Signs included
rectal discharge (15.2%); perianal ulceration (24.1%) ; rectal bleeding (7.6%) and
inguinal lymphadenopathy (2.5%).



Conclusion:

Reflex LGV testing of all positive anorectal chlamydia samples in MSM compared
with selective testing of symptomatic anorectal chlamydia led to the detection of
asymptomatic rectal LGV, which constituted 34.2% of rectal LGV cases.

Disclosure of Interest Statement:

EPFC and JJO are supported by the Australian National Health and Medical
Research Council (NHMRC) Emerging Leadership Investigator Grant (GNT1172873,
GNT1193955). CKF is supported by an Australian NHMRC Leadership Investigator
Grant (GNT1172900). DAW is supported by an Australian National Health and
Medical Research Council (NHMRC) Emerging Leadership Investigator Grant
(GNT1174555).



