Letters to the Editor

427

................................................................................................................................................

32 Devarajan S, Dollar DR, Holmgren T eds. Aid and Reform in Africa: Lessons
from Ten Case Studies. Washington DC: The World Bank, 2001
33 White OC, Bhatia A. Privatization in Africa. Washington DC: The World Bank,
1998
34 Hunter M. The changing political economy of sex in South Africa: the
signiﬁcance of unemployment and inequalities to the scale of the AIDS
pandemic. Soc Sci Med 2007;64:689 –700
35 Haworth A, Acuda W. Sub-Saharan Africa. In: Grant M ed. Alcohol and
Emerging Markets. Washington: International Center for Alcohol Policies, 1998
36 Kortteinen T. Alcohol and urbanization in Africa. NAD Publication
1990;18:36– 58
37 Houssou C, Bailly D, Parquet PJ. Tobacco, alcohol and advertising in west
Africa. Annales de Psychiatrie 1999;14:227 –31
38 Jernigan D. Country proﬁle on alcohol in Zimbabwe. In: Marshall M, Riley L
eds. Alcohol and Public Health in Eight Developing Countries. Geneva: WHO,
1999
39 McBride R, Mosher JF. Public health implications of the international alcohol
industry: issues raised by a World Health Organisation project. Br J Addict
1985;80:141– 7
40 Nyamukapa CA, Gregson S, Lopman B, et al. HIV-associated orphanhood
and children’s psychosocial distress: theoretical framework tested with data
from Zimbabwe. Am J Public Health 2008;98:133 –41
41 Operario D, Pettifor A, Cluver L, MacPhail C, Rees H. Prevalence of
parental death among young people in South Africa and risk for HIV
infection. J Acquir Immune Deﬁc Syndr 2007;44:93 –8
42 Thurman TR, Brown L, Richter L, Maharaj P, Magnani R. Sexual risk
behavior among South African adolescents: is orphan status a factor? AIDS
Behav 2006;10:627 –35
43 Sandoy IF, Siziya S, Fylkesnes K. Lost opportunities in HIV prevention:
programmes miss places where exposures are highest. BMC Public Health
2008;8:31 [Epub ahead of print]
44 Weir SS, Morroni C, Coetzee N, Spencer J, Boerma JT. A pilot study of a
rapid assessment method to identify places for AIDS prevention in Cape
Town, South Africa. Sex Transm Infect 2002;78:i106–13
45 Kapiga SH, Sam NE, Shao JF, et al. HIV-1 epidemic among female bar and
hotel workers in northern Tanzania: risk factors and opportunities for
prevention. J Acquir Immune Deﬁc Syndr 2002;29:409 –17
46 Van Blerk L. AIDS, mobility and commercial sex in Ethiopia: implications for
policy. AIDS Care 2007;19:79– 86
47 Ao TT, Sam NE, Masenga EJ, Seage GR 3rd, Kapiga SH. Human
immunodeﬁciency virus type 1 among bar and hotel workers in northern
Tanzania: the role of alcohol, sexual behavior, and herpes simplex virus type
2. Sex Transm Dis 2006;33:163 –9
48 Kalichman SC, Simbayi LC, Vermaak R, Jooste S, Cain D. HIV/AIDS risks
among men and women who drink at informal alcohol serving establishments
(Shebeens) in Cape Town, South Africa. Prev Sci 2008;[Epub ahead of print]
49 Luginaah I. Local gin (akpeteshie) and HIV/AIDS in the Upper West Region
of Ghana: The need for preventive health policy. Health Place. 2008;[Epub
ahead of print]
50 Ferguson AG, Morris CN. Mapping transactional sex on the Northern
Corridor highway in Kenya. Health Place 2007;13:504 –19
51 Lewis JJ, Garnett GP, Mhlanga S, Nyamukapa CA, Donnelly CA, Gregson
S. Beer halls as a focus for HIV prevention activities in rural Zimbabwe. Sex
Transm Dis 2005;32:364 –9
52 Weir SS, Pailman C, Mahlalela X, Coetzee N, Meidany F, Boerma JT. From
people to places: focusing AIDS prevention efforts where it matters most.
AIDS 2003;17:895 –903

Absence of lymphogranuloma venereum
infection among high-risk men who have
sex with men in Lima, Peru
Sir: Greene et al. 1 describes a case of rectal lymphogranuloma
venereum (LGV) infection diagnosed from 2003. Following the
initial 2003 report of a cluster of rectal LGV infections among
men who have sex with men (MSM) in Amsterdam, LGV was
identiﬁed as an important public health issue in the USA and
the Western Europe.2 Initially, discussion referred to a pathogen
newly reintroduced from endemic tropical areas but questions
arose as to whether rectal LGV infection had been consistently

present, but undiagnosed, in developed countries.3 – 6 Yet the
epidemiology of LGV in endemic tropical regions, including
parts of Asia, the Caribbean and South America, is poorly
deﬁned.7 Screening studies of supposedly endemic areas have
not been conducted, and the syndromic management strategy
for STDs used in many low-income countries precludes deﬁnitive diagnosis of chlamydia infections or LGV subtyping. A previous analysis of urogenital specimens collected from men and
women at high-risk for HIV and STD transmission in the
coastal region of Peru found no evidence of LGV in the population.8 However, rectal samples were not collected in the
study and the presence of rectal LGV could not be assessed.
To determine the prevalence of LGV infection among MSM
in Peru, we screened a convenience sample of 559 MSM attending the Alberto Barton STD clinic in Lima/Callao from May to
December 2007. All participants underwent swab collection
from urethral, pharyngeal and rectal sites for STD screening.
All specimens with chlamydia identiﬁed by nucleic acid
testing (Roche Cobas Amplicor, Roche Diagnostics,
Indianapolis, IN, USA) underwent additional realtime polymerase chain reaction (RT-PCR) testing (LightCycler, Roche
Diagnostics) to identify the characteristic polymorphic membrane protein gene (PmpH) observed in LGV subtypes of chlamydia (serovars L1–L3). A total of 28 chlamydia-positive
samples (8 pharyngeal, 13 urethral and 7 rectal) were collected
from 27 MSM, indicating an overall chlamydia prevalence of
5.0% (95% conﬁdence interval [CI] ¼ 3.4– 7.0%). None (0/28)
of the chlamydia strains were positive by RT-PCR for LGV
infection (0%, 95% CI ¼ 0–9.8%). Conﬁrmation of assay validity was provided by the inclusion of positive and negative
control samples.
Although LGV is thought to be common in tropical areas, no
cases of LGV infection from any anatomic site were identiﬁed
during screening of a high-risk MSM population in Lima,
Peru. The absence of observed infection in this population
could be due to the limited number of samples available for
testing or may reﬂect the vaguely deﬁned global epidemiology
of LGV infection in developing areas. Peru is composed of three
different geographic regions (coast, mountains and rainforest),
each with distinct cultures and epidemiological patterns of
infection. As participants were recruited from the urban,
coastal region of the country, it is still possible that LGV infection could be endemic in high-risk populations of Peru’s tropical Amazon River basin region. Additional epidemiological
surveys are necessary to determine the prevalence of LGV
strains in diverse regions of Latin America and to accurately
deﬁne the global epidemiology of LGV infection.
Disclaimer: The views expressed in this article are those of
the author and do not necessarily reﬂect the ofﬁcial policy or
position of the Department of the Navy, Department of
Defense, nor the US Government.
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Jeffrey D Klausner § and Thomas J Coates *
*Division of Infectious Diseases and Program in Global Health, David Geffen
School of Medicine at UCLA, Los Angeles, CA;
†
US Naval Medical Center Research Detachment, Lima;
‡
Unidad de Salud Sexual y Derechos Humanos, Universidad Peruana
Cayetano Heredia, Lima, Peru;
§
San Francisco Department of Public Health, San Francisco, CA, USA
Correspondence to: Dr Jesse L Clark
Email: jlclark@mednet.ucla.edu
DOI: 10.1258/ijsa.2008.008140

428

International Journal of STD & AIDS

Volume 19

June 2008

................................................................................................................................................

REFERENCES
1 Greene L, Rubinstein L, Gaffney J, Rebec M, Alexander S, Ison C.
Lymphogranuloma venereum in the UK in 2003. Int J STD AIDS
2008;19:139– 40
2 Nieuwenhuis RF, Ossewaarde JM, van der Meijden WI, Neumann HA.
Unusual presentation of early lymphogranuloma venereum in an HIV-1
infected patient: effective treatment with 1 g azithromycin. Sex Transm Infect
2003;79:453– 5
3 Schachter J, Moncada J. Lymphogranuloma venereum: how to turn an
endemic disease into an outbreak of a new disease? Start looking. Sex Transm
Dis 2005;32:331 –2
4 Blank S, Schillinger JA, Harbatkin D. Lymphogranuloma venereum in the
industrialised world. Lancet 2005;365:1607 –8
5 Mabey D, Peeling RW. Lymphogranuloma venereum. Sex Transm Infect
2002;78:90 –2
6 Pathela P, Blank S, Schillinger JA. Lymphogranuloma venereum: old
pathogen, new story. Curr Infect Dis Rep 2007;9:143– 50
7 Bauwens JE, Orlander H, Gomez MP, et al. Epidemic Lymphogranuloma
venereum during epidemics of crack cocaine use and HIV infection in the
Bahamas. Sex Transm Dis 2002;29:253 –9
8 Siedner MJ, Pandori M, Leon SR, et al. Facilitating lymphogranuloma
venereum surveillance with the use of real time polymerase chain reaction. Int J
STD AIDS 2007;18:506 –7

medicine clinics in 1997 when 42% of respondents said they
provided a sexual dysfunction service.2 It can be argued that
GU medicine is ideally placed to look after people with
sexual dysfunction.3 However, psychosexual medicine is not
part of the core curriculum for higher medical training in GU
medicine.
We conclude that the variable provision of psychosexual
clinics within different specialities and the lack of knowledge
even within trusts inevitably make access for patients and referrers difﬁcult. Access would be made easier if a single ﬁeld of
medicine, such as GU medicine, embraced psychosexual
medicine.
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Difficulties in accessing psychosexual
services in London, UK
Sir: In order to assess access and location of existing psychosexual services with Greater London Hospital Trusts, we sent a
12-point questionnaire to 40 London Hospital Trusts simply
addressed to ‘The Psychosexual Clinic’ in June 2005. The questionnaire asked about the provision of a psychosexual clinic, the
type of service offered and the respondent’s knowledge of other
psychosexual services within the same trust.
The response rate to the 40 letters was 55% (22/40). Seventeen
trusts had a psychosexual clinic and ﬁve did not. Eight of these
17 psychosexual clinics were within Sexual Health Departments
(47%) with the others in family planning (23%), urology (12%),
gynaecology (6%), psychiatry (6%) and psychology (6%). Seven
respondents knew of other psychosexual clinics within the
same trusts, eight thought that there were no other psychosexual clinics and two did not know.
Fifteen (88%) of the 17 psychosexual clinics saw both men
and women, all saw couples, and 10 (59%) dealt with both psychosexual and physical aspects of sexual problems. Medics,
nurses, psychologists and some psychotherapists worked in
the clinics. The total number of half-day sessions per week
dedicated to the psychosexual clinics ranged from one to 13.
The survey showed that some Trusts have no psychosexual
clinic while in others there is more than one clinic operating
with a vast range of dedicated half-day sessions in a variety
of specialities. Two respondents stated that there was no psychosexual clinic in their trust when, in fact, clinics known to
the authors existed and three other respondents stated that
there was no other psychosexual clinic apart from their own
when, in fact, clinics known to the authors existed within the
same trust.
Sexual Health Departments provided many of the psychosexual clinics found in this survey. A survey in 2007 of all UK genitourinary (GU) medicine clinics showed that 25% provided at
least one dedicated sexual dysfunction clinic per week
although, within the Thames area this was higher at 46%.1
This has decreased from a similar survey of all UK GU
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Respecting patient choice on access
Sir: We strongly support the suggestions by Carlin et al. 1 and by
Rooney et al. 2 A signiﬁcant proportion of would-be attendees to
genitourinary (GU) medicine departments prefer to select an
appointment time that suits their social, domestic and
working lives than to have their access restricted by compulsory
48-hour attendance targets.
In Rotherham, we have effectively redesigned our GU medicine service to enable us to offer 100% 48-hour access. In
addition, we have increased our new attendances by 42%
from 4571 (2004) to 6501 (2007) and increased our new to
follow-up ratio from 0.5 to 1.6. Despite the ease of access to
our service, only 76.5% choose to be seen within 48 hours
(March 2008).
We conducted a survey of all new clinic attendees from 28
August to 11 October 2007 to determine factors inﬂuencing
patients’ choice regarding attendance and to explore possible
options for improving the percentage seen within this timeframe. The survey was conducted by face-to-face discussion
between patient and clinician. In this period, 469 forms were
completed. Of the total patients, 150 (32%) declined the
48-hour appointment they had been offered.
Our ﬁndings were very similar to those in Nottinghamshire.
Most patients cited personal convenience, child-care and work
as reasons for preferring appointments outside the 48-hour
period. When asked whether provision of additional evening
clinics would have facilitated earlier attendance, only 10%
said it would have helped.
Rapid access to diagnostic and treatment sexual health services is clearly important to relieve symptoms, reduce complications and prevent transmission. There are public health as

