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Isolation of Chlamydia trachomatis from prostatic
fluid in association with inflammatory joint or eye

disease
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SUMMARY We describe two patients, one with peripheral arthritis, sacro-iliitis, positive HLA
B27, and autoantibodies to smooth muscle and gastric parietal cell; the other with aphthoid ulcers,
geographical tongue, conjunctivitis, anterior uveitis, peripheral arthralgia, and diarrhoea with
distal proctocolitis. Neither patient would have been diagnosed as having urethritis on the basis of
accepted microscopic criteria. In both patients, however, Chlamydia trachomatis was isolated
from the prostatic fluid, but not the urethra.

Introduction Case Reports

Chilamydia trachomatis has been implicated in the
aetiology of the sexually transmitted form of Reiter's
disease by its isolation from the urethra.' Urethritis
in patients with features suggestive of Reiter's disease
or sexually acquired reactive arthritis, is investigated
by the examination of Gram stained urethral smears
and urine samples for polymorphonuclear leuco-
cytes, and it may be necessary to examine an early
morning urethral smear to detect low grade
urethritis. A criterion for diagnosis of urethritis is ten
or more polymorphonuclear leucocytes per high
power field (x 1000 objective). The isolation of C
trachomatis in the absence of such evidence of
inflammation in an early morning smear has not been
reported.2
Although the diagnostic criteria are controversial,

clinically silent prostatitis has been described in a
high percentage of patients with Reiter's disease,
anterior uveitis,3 and ankylosing spondylitis,45 and in
up to 38/o of apparently healthy men.6 In view of
these possible associations, Gram stained smears and
chlamydial culture of prostatic fluid were performed
in two patients with inflammatory joint or eye
disease, but in whom there was no evidence of
urethritis.
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CASE 1
A 28 year old heterosexual man presented with pro-
gressive arthritis of both knees, the right ankle, and
the left wrist and elbow of one month's duration.
There was no history of conjunctivitis and no genital
symptoms. Extramarital intercourse had occurred
nine months previously. Polymorphonuclear
leucocytes were not seen in a urethral smear taken
with a plastic loop or in an early morning urethral
smear. Culture of endourethral material obtained
with a sterile cotton tipped wire swab introduced
4-5 cm into the urethra gave negative results for C
trachomatis. A second early morning urethral smear
gave negative results, and a prostatic massage was
performed using the method described elsewhere.7
The prostatic fluid showed only an occasional poly-
morphonuclear leucocyte on Gram stained smear,
but C trachomatis was isolated by a method
previously described.8 The patient abstained from
sexual intercourse while under investigation.
Urethral smear and cultures for Neisseria gonorrhoea
gave negative results. A microimmunofluorescence
test9 for chlamydial antibodies in serum showed IgG
(titre of 1/256) against the D-K serotypes. Chlamydia
specific IgM was not detected. Other investigations
gave the following results: erythrocyte sedimentation
rate 104 mm in the first hour; a hypochromic, micro-
cytic anaemia with haemoglobin concentration 10-7
g/dl, mean cell volume 71 fl, mean cell haemoglobin
23-6 pg, white cell count 6-4 x 109/1; no
rheumatoid factor, antinuclear antibody, or anti-
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mitochondrial antibody; positive results for anti-
smooth muscle antibody, anti gastric parietal cell
antibody, and HLA A2, A32, B7, and B27; results of
the Venereal Diseases Research Laboratory (VDRL)
test and the Treponema pallidum haemagglutination
assay (TPHA) were negative; x ray films of the sacro-
iliac joints showed right sacro-iliitis and of the knees
showed bilateral small effusions.
He was treated with indomethacin 25 mg orally

three times a day and 75 mg at night and doxycycline
200 mg daily for 20 days with clinical improvement.
Subsequent prostatic fluid culture for C trachomatis
was negative. Three months later, erythrocyte
sedimentation rate remained high (91 mm in the first
hour) and his anaemia persisted. His wife was
asymptomatic and no abnormality was found on
genital examination. She was treated empirically with
doxycycline.
CASE 2
A 19 year old homosexual man presented with
pediculosis pubis, painful aphthoid ulcers of lips and
buccal mucosa, and areas of depapillation on the
tongue. The aphthoid ulcers resolved on treatment
with Triadcortyl in Orabase (Squibb), but the geo-
graphical tongue remained. Three months later he
developed bilateral conjunctivitis and anterior uveitis
of the left eye with posterior synechiae. This was

followed by arthralgia of the metacarpophalangeal
joints, the proximal interphalangeal joints, and the
wrists of both hands, left knee, and left elbow. There
was only an occasional, polymorphonuclear leuco-
cyte in an early morning urethral smear. The rectum
appeared normal and a rectal smear showed no poly-
morphonuclear leucocytes. Cultures for C
trachomatis from the urethra, rectum, and con-
junctivae were negative, and N gonorrhoeae was not
detected in smears and cultures taken from the
urethra, rectum, or pharynx. A second early morning
urethral smear was normal and a smear of the pro-
static fluid showed no polymorphonuclear leuco-
cytes. Chlamydial culture of the prostatic fluid,
however, gave positive results, although no chlamy-
dial antibodies were detected in the serum. Other
investigations showed: erythrocyte sedimentation
rate 4 mm in the first hour; full blood count normal;
no rheumatoid factor or autoantibodies but HLA
All, A28, B12, and B41 antibodies were present;
Venereal Diseases Research Laboratory (VDRL),
Treponema pallidum haemagglutination (TPHA),
and hepatitis B surface antigen (HBsAg) tests gave
negative results; x ray films of chest and joints were
normal. The ocular symptoms were successfully
treated with prednisolone, and chlamydial culture of
the prostatic fluid gave negative results after
treatment with doxycycline by mouth 200 mg daily
for 20 days. Seven months after his initial illness he
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developed abdominal pain and diarrhoea three to
four times a day. The stools were mixed with mucus
and occasionally tinged with blood. Examination for
protozoa and culture for bacterial pathogens gave
negative results. As his symptoms persisted in spite of
antidiarrhoeal agents, a barium enema was
performed, which showed narrowing and loss of
normal haustral pattern in the rectum and sigmoid
colon, and a loss of rectal curvature with granul-
arities of the mucosal pattern in the sigmoid colon.
Sigmoidoscopy up to 20 cm and biopsies from the
rectum and sigmoid colon, however, gave results
within normal limits. He was treated with oral sala-
zopyrine 500 mg four times daily with good clinical
response. His sexual contacts were untraceable.

Discussion

Reiter's disease is difficult to define, as the mani-
festations are varied and often incomplete. The first
patient presented with peripheral arthritis, sacro-
iliitis, and had the HLA B27 phenotype, which were
suggestive of Reiter's disease. His positive anti
smooth muscle and anti gastric parietal cell anti-
bodies, however, together with a persistent raised
erythrocyte sedimentation rate, suggest an element of
autoimmune disease. The second patient suffered
aphthoid ulcers, geographical tongue, conjunctivitis,
anterior uveitis, peripheral arthralgia, and diarrhoea
with distal proctocolitis. The differential diagnosis
lies between Reiter's disease, chronic inflammatory
bowel disease, and possibly Behcet's syndrome. The
relation between Reiter's disease and chronic inflam-
matory bowel disease is uncertain, although cases of
Reiter's disease with non-infective colitis have been
reported.'01I These two cases illustrate the over-
lapping features of Reiter's disease, other diseases in
the seronegative spondarthrides, and autoimmune
diseases.

In the two patients we describe, C trachomatis was
isolated from prostatic fluid, but not from the
urethra. Indeed, there was no evidence of urethritis
in these two patients, which suggests that C tracho-
matis infection of the prostate may occur in the
absence of urethritis. As only one of these patients
had any observable polymorphonuclear leucocytes,
and a high percentage of apparently healthy men may
have excess polymorphonuclear leucocytes in the
prostatic fluid,6 examination of a smear of the
prostatic fluid does not seem to be helpful.
Chlamydial urethritis appears to be one of the
possible triggering factors in Reiter's disease, with
the overall urethral isolation rate of C trachomatis
being as high as 39%.' The C trachomatis in the
prostatic fluid of these two patients may have been a
chance association or the cause of their illnesses.
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Although little evidence has been found of an
aetiological role for C trachomatis in non-bacterial
prostatitis, 12 chlamydial antibodies are higher in
patients with non-acute prostatitis than in controls.13
The first patient had chlamydial antibodies, but not
of the IgM class. Specific IgM, however, has been
absent in cases of proved recent chlamydial
infection.'4 The second patient had no detectable
chlamydial antibodies. Again this is not at variance
with the isolation of C trachomatis, as Wang et al'4
showed that 19% of men with culture positive
chlamydial genital infection did not have detectable
chlamydial antibodies in paired sera.
Our findings in these two patients indicate that

further investigation is required into the possibility of
infection of the prostate with C trachomatis in the
absence of urethritis and local symptoms. To
elucidate the possible role of C trachomatis as a
triggering factor in Reiter's disease or sexually
acquired reactive arthritis, we suggest that
chlamydial culture of prostatic fluid is considered,
even if urethral culture is negative and urethritis is
absent.

We thank Dr J D Treharne of the Institute of
Ophthalmology, London for performing the chlamydial
serology tests.
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