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Abstract: Proctitis caused by sexually transmitted agents is usually taken for inflammatory bowel diseases, because of similar com-
plaints, such as pain, bleeding and mucopurulent discharge, as well as the histopathology. Thus, its treatment is postponed and, sometimes, 
complications appear. The most common etiologic agents are Neisseria gonorrhoeae, Chlamydia trachomatis, Treponema pallidum and 
Herpes simplex. In order to avoid dissemination and complications, laboratory tests are essential for diagnosis and proper therapy. The ob-
jective of this article was to raise awareness to sexually transmitted diseases in proctitis etiology, as well as their diagnosis and treatment.
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Resumo: As retites provocadas por agentes sexualmente transmissíveis são frequentemente confundidas com doenças inflamatórias 
intestinais, uma vez que as queixas mais comuns, que incluem dor, sangramento e secreção mucopurulenta, e o padrão histopatológico são 
semelhantes. Dessa maneira, o tratamento é postergado e, algumas vezes, as complicações aparecem. Os agentes mais comuns incluem a 
Neisseria gonorrhoeae, a Chlamydia trachomatis, o Treponema pallidum e o Herpes simplex. Exames laboratoriais sensíveis e específi-
cos para confirmação diagnóstica são essenciais para o tratamento correto, evitando a disseminação e as sequelas. O objetivo deste artigo 
foi chamar a atenção para as doenças sexualmente transmissíveis na etiologia das retites, bem como seu diagnóstico e tratamento.
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Sexually transmitted diseases (STD) are still a 
major public health issue. Their incidence is increas-
ing worldwide, despite the prevention campaigns, 
favoring the contamination by the human immuno-
deficiency virus (HIV)1. The anorectal location is 
common, especially among males who have sex with 
males (MSM), and unprotected anal receptive sex is 
the most likely cause2. However, these diseases can 
also be observed in male and female heterosexuals, 
and the transmission can be due to other sexual prac-
tices, such as the oral-anal and anal-genital contact1. 
Also, increasing sexual risk behaviors have been no-
ticed in the past few years, which led to the reappear-
ance of older infections, such as syphilis, and the ap-
pearance of new ones, considered to be unknown in 

developed countries, such as venereal lymphogranu-
loma, especially as proctitis1.

Proctitis is usually diagnosed as an inflammatory 
bowel disease2, once the most frequent complaints con-
sist of pain, bleeding and mucopurulent discharge3; be-
sides, histopathology is similar4. Due to these reasons, 
sexual transmission is not considered. Thus, treatment is 
postponed, and, sometimes there are complications. The 
most common agents include Neisseria gonorrhoeae, 
Chlamydia trachomatis, Treponema pallidum and Her-
pes simplex2,5,6. Specific sensitivity lab tests to confirm 
the diagnosis are essential for the proper treatment, thus 
avoiding dissemination and sequels7. The objective of 
this article is to bring the attention to STDs in the procti-
tis etiology, as well as their diagnosis and treatment.   
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Proctitis may present in two different forms. In 
the symptomatic acute form, the patient complains of 
pain, mucopurulent anal discharge, bleeding and full 
rectum feeling, or incomplete evacuation.  In the mod-
erate or chronic form, the symptoms are less intense 
and characterized by the presence of mucus in feces, 
constipation, and, sometimes, feeling of incomplete 
evacuation4. In both cases, they can be taken for idio-
pathic inflammatory bowel disease8.

Proctoscopy is necessary, but not always pos-
sible, due to the intensity of the reported anal pain. 
When performed, it shows mucus or suppuration in 
the rectum, loss of vascular pattern, edema, friability 
to the contact of the device, and, sometimes, ulcers or 
inflammatory tumors, like in syphilis and the venereal 
lymphogranuloma4,8.

Anorectal gonorrhea seems to be more com-
mon among youngsters. It may be asymptomatic in 
many patients, or cause pain and mucopurulent dis-
charge. Rectal touch is painful, and when it is pos-
sible, proctoscopy shows enantema, edema, friability 
and yellowish discharge adhered to the mucosa. The 
discharge culture is the gold standard test to diag-
nose Neisseria gonorrhoeae. The presence of gram 
negative intracellular diplococci is highly sugges-
tive9. Due to the frequent association with Chlamidia 
trachomatis, the recommended treatment should in-
clude single doses of 500 mg oral ciprofloxacin and 
1  g azithromycin, or 100 mg doxycycline twice a 
day, for seven days4.  

Proctitis by Chlamidia trachomatis is usually 
moderate; however, it is asymptomatic in 2/3 of the 
infected patients. Nucleic acid amplification assays 
are seen as the new gold standard for diagnosis, al-
though culture is still considered as the most specific 
technique4. The treatment can be based on oral 1 g 
azithromycin, single dose, or 100 mg doxycycline 
twice a day, for seven days. When the samples test 
positive for chlamydia, the L-strains that produce the 
venereal lymphogranuloma should be analyzed8. The 
proctitis caused by this agent presents increased inci-
dence in western countries, especially among MSM 
who are positive for HIV10,11. The polymerase chain 
reaction (PCR) in the rectal biopsy detects the Chla-
mydia DNA, which cannot be identified in the dis-
charge collected with a swab4. Symptoms are more 
intense and macroscopic and histopathological fea-

tures are similar to those observed in Crohn’s dis-
ease4. Treatment is based on 100 mg doxycycline 
twice a day, for 21 days8,11.

When proctitis is caused by Treponema pal-
lidum, Haemophilus ducreyi or the Herpes sim-
plex virus, clinical and bacteriological correlation 
is low; however, we must try and establish the mi-
crobiological diagnosis8. Primary and secondary 
lesions of syphilis present with treponema, which 
can be identified by dark field microscopy. Proctos-
copy shows from moderate proctitis to ulcers with 
elevated borders, being suggestive of tumor4. Sero-
logic diagnosis after the primary disease is based 
on positive non-treponemal tests confirmed by the 
treponemal tests12. Among these, the association of 
the Veneral Disease Research Laboratory (VDLR) 
and ELISA or FTA-Abs presents the best cost-ben-
efit12. The treatment in the primary stage is based 
on intramuscular penicillin benzathine (2.4 million 
units). Serum follow-up is necessary for 18 months 
to make sure the disease is healed12.

Chanchroid caused by H ducrey leads to procti-
tis with multiple and painful ulcers, besides the mu-
copurulent discharge with bad odor. Gram coloration 
shows negative cocci designed as coryneforms in the 
neutrophil cytoplasm. The treatment consists of oral 
1 g azithromycin, single dose4.

As to herpetic proctitis, it is possible to observe 
enantema, edema, friability and aphtous ulcers, thus 
suggesting bowel inflammatory disease2,13. The cell 
culture is considered as gold standard for the Her-
pes simplex virus, even though immunohistochemical 
tests have specificity and sensitivity of 100%. Infec-
tion is self-limited in immunocompetent patients, but 
it may persist among the immunocompromised ones, 
thus requiring a prolonged treatment. This universally 
accepted strategy13; however, 200 mg oral acyclovir, 
five times a day, or 400 mg three times a day, for five 
days, may control the symptoms.

Proctitis by cytomegalovirus (CMV) appears 
after receptive anal sex. It typically presents with 
rectal bleeding and mononucleosis-like syndrome. 
The disease is spontaneously healed among immu-
nocompetent patients, but it is associated with the 
HIV infection3. 

In places or situations in which it is not possible to 
obtain the etiological diagnosis, syndromic treatment 
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may take place8. A single dose of 250 mg intramuscu-
lar ceftriaxone is prescribed, associated with a single 
dose of 1 g oral azithromycin, or 100 mg oral doxycy-
cline twice a day for seven days. If there is association 
with fever, paresthesia in the innervation territory of 
the caudal nerve or urinary symptoms, 200  mg oral 
acyclovir five times a day, or 500 mg oral valacyclovir 
twice a day, for 5–10 days4.

It is important to consider these diseases when 
formulating the differential diagnosis of proctitis, in 
order to identify and treat them and to avoid their dis-
semination, as well as the HIV infection, which re-
quires continuous lesions to enter the body and cause 
the disease. Anti-HIV, syphilis and hepatitis B and C 
serologies should be required due to the association 
between different STDs.


