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EDITORIAL

At the present time lack of knowledge of the cause,
and inadequacy of treatment of non-specific genital
infection and its various manifestations, especially
Reiter's disease, present the venereologist with his
greatest challenge. It is probably true that, given
adequate standards of diagnosis and treatment, the
acquisition of this disease is the most serious risk to
which the promiscuous patient is exposed by his way
of life.

It is generally accepted that the most likely cause
of the disease is an infective agent which, it appears,
may enter the body by either the uro-genital or the
intestinal tract, giving rise to what have been termed
the venereal and dysenteric forms of the condition.
No satisfactory explanation has yet been offered for
the rarity of the dysenteric form in the United
Kingdom and its frequent occurrence in other
countries. In the British Isles and probably in the
United States of America, the disease usually appears
to be transmitted venereally. Dysenteric disorders
are certainly commoner in some other countries, but
it should be noted that no less than 49,000 cases of
dysentery were notified in the Annual Report of the
Chief Medical Officer of the Ministry of Health for
the year 1956.

In spite of a considerable amount of study there is
little real evidence as to the nature of the supposed
infective agent. Pleuropneumonia-like organisms
(P.P.L.O.) are known to give rise to arthritic disease
in certain laboratory animals, and the finding of
human strains of this organism in the genital tract of
sufferers from non-specific genital infection has sug-
gested the possibility that they may be the cause of
the condition. The findings have been very incon-
sistent, however, and the organisms are sometimes
found in normal controls. Moreover, in only one
instance has the claim been made that P.P.L.O. have
been grown from synovial fluid of an affected joint
of a patient with Reiter's disease (Dienes, Ropes,

Smith, Madoff, and Bauer, 1948). On the whole, it
seems unlikely that these organisms cause the con-
dition, but further studies are necessary before a
final answer can be given. All attempts to isolate a
virus have so far given negative results, but the extent
of these investigations has not been large. It should
be remembered that the viruses of chickenpox and
rubella have only recently been cultured and that the
common cold still defeats nearly all efforts in this
direction. Jones, Collier, and Smith (1959) have
reported the isolation of a virus from cases of
inclusion blennorrhoea. The virus was isolated from
the cervix of a mother and from the eyes of a baby
with the disease. Inclusion bodies similar to those of
trachoma are found in this condition and have been
demonstrated in the urethras of several male patients
with non-specific urethritis.

Incomplete forms of the triple syndrome to which
Reiter's name is attached are very common and this
is particularly true of second and subsequent attacks.
Attention has also been drawn to the frequency with
which relapse occurs, sometimes after many years of
freedom from symptoms, a point noted in Brodie's
original description. If follow-up is sufficiently pro-
longed it may well be established that few patients
sustain only one attack of the illness.

Disease of the sacro-iliac joints is a common
finding in Reiter's disease and nearly half of the
chronic recurrent cases will show radiographic
evidence of sacro-iliitis. These changes are indis-
tinguishable from those found in ankylosing spondy-
litis and the eventual development of this condition
after attacks of Reiter's disease is well attested.
Csonka (1959)* produces evidence suggesting that
sacro-iliac involvement in Reiter's disease is
related to the severity of the initial attack. Only
one of his patients subsequently developed spinal
changes. In an investigation of male cases,
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Catterall (1958) found evidence of an association
between anterior uveitis and Reiter's disease and
ankylosing spondylitis. He also found evidence of
an association between anterior uveitis and non-
specific genital infection, but the pattern of the illness
in these patients was significantly different from
either ankylosing spondylitis or Reiter's disease.
Grainger and Nicol (1959)* describe radiographic
changes found in the sacro-iliac joints in a variety
of clinical conditions. In all of these the common
factor is chronic inflammatory disease in the pelvis,
and they suggest that this chronic pelvic infection
may be an exciting or provocative factor in the
development of sacro-iliac arthritis. The association
between chronic non-specific prostato-vesiculitis and
ankylosing spondylitis first noted by Romanus (1953)
and Mason, Murray, Oates, and Young (1958) is now
well established, and the series reported by Oates
(1959) t confirms these findings. However, Mason
(1959)t points out that there is still no proof that
prostatitis and ankylosing spondylitis are causally
related and that there is no evidence that treatment
of the genital disease has any effect on the course of
the rheumatic disorder. He also stresses the pre-
pubertal onset in some cases of spondylitis. It was
implied by Sharpe (1957) that response to radio-
therapy serves to differentiate true spondylitis from
atypical spondylitis, but this view requires confir-
mation. Mason (1959) states that radiotherapy does
not have such uniformly successful results in the
treatment of ankylosing spondylitis as some clinicians
believe.
Although ankylosing spondylitis occasionally

results from a venereally acquired infection, such
cases appear to be uncommon. However, the many
similarities between ankylosing spondylitis and
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Reiter's disease are too numerous to permit these
being regarded as entirely chance associations. The
diagnosis of ankylosing spondylitis is often difficult.
Sharpe (1957), for example, found that 25 per cent.
of patients at a spondylitis clinic could be classed as
"atypical", and it is possible that some of these cases
would be better regarded as examples of Reiter's
disease. It is in the study of this miscellaneous group
of patients that the venereologist's expert help will be
of the greatest value. By assessing the evidence of
genital infection in these cases, and by the careful
long-term follow-up of all cases of Reiter's disease
coming under his care, much valuable information
should be obtained.

It has taken nearly half a century for Reiter's
disease to be widely accepted as a clinical entity.
We are now only on the threshold of an under-
standing of its atypical forms and of those other
disease processes which may be distinct though they
possess many features in common. At this time our
greatest lack of knowledge lies in the fields of patho-
genesis and natural history. If advances are to be
made, they must come from intensive laboratory
search for the causative organism and from much
closer co-operation between rheumatologists,
ophthalmologists, and venereologists in routine
clinical practice and investigative work.
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