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ABSTRACT
We studied the clinical features of cases
of Reiter’s disease as seen in two ter -
tiary care hospitals in Riyadh, Saudi
Arabia, over a period of 9 years. We
gathered 34 cases, 29 (85%) males and
5 (15%) females (M:F ratio 5.8: 1).
The mean age of onset was 29.4 (SD
6.4) years. Gastrointestinal and geni -
tourinary infection were elicited in 24
patients (71%). Fever occurred in 6 pa -
tients (18%), fatigue in 13 (38%) and
conjunctivitis in 13 (38%). Lower limb
large joints were affected at presenta -
tion in 23 patients (68%), followed by
combined pre s e n t ation of peri p h e ra l
joints and axial joints in 10 patients
(30%). Sacroilitis was seen in 5 cases
(15%). One patient had spondy l i t i s ,
while enthesopathy was seen in 6 pa -
tients (18%). Bone scintigrap hy wa s
done in 14 patients, 11 of which were
positive at peripheral joints, while 9
showed increased uptake at the sacroil -
iac joints. HLA B27 status was tested in
15 patients,4 (27%) of which were pos -
itive.

Introduction
Reiter’s syndrome was first described
in dysenteric patients and in 1916 (1).
Since then, it has come to be a part of
the broader term, reactive arthritis. Stu-
dies on the epidemiology of reactive
a rt h ritis and Reiter’s disease fa c e d
some difficulties due to disagreements
on definitions. Earlier estimates from
hospital records at the Mayo Clinic in
USA identified 18 cases over a period
of 30 years (2). During the Algerian
War of Independence 1,000 cases of
post-dysenteric Reiter’s were recorded
among the one million French partici-
pants (3).
The genetic back gro u n d, p a rt i c u l a rly
HLA B27, as well as exposure to trig-
gering microorganisms, have a major
role in the development of disease.
HLA B27 is more prevalent in the nor-
thern parts of the world, especially cir-
cumpolar regi o n s , but becomes less
common as one moves southward and
is virtually absent among native South
Americans, Central and Southern Afri-
cans and Australian aborigines (4).
In Saudi Arabia,the prevalence of HLA
B27 is reportedly as low as 1.3% (5). In

a study of the spectrum of rheumatic
disease in Saudi hospitals, no cases of
Reiter’s disease were seen among Sau-
dis despite its occurrence among non-
Saudis (6).
In this study our aim was to describe
the clinical pro file of patients with
Reiter’s disease in Saudi Arabia.

Patients and methods
We retrospectively reviewed the med-
ical charts of patients classified as hav-
ing Reiter’s syndrome using the com-
puterized diagnostic index based on the
International Classification of Diseases
(9th rev i s i o n , Clinical Modifi c at i o n ) .
The cases of Reiter’s we re rev i ewe d
over a period of 9 years extending from
1989 to 1997 at two tertiary care hospi-
tals with a combined bed capacity of
1000 beds. Attached to these hospitals
a re busy pri m a ry care clinics in
Riyadh, Saudi Arabia. This city has a
p o p u l ation of three million, 70% of
which are Saudis. These two hospitals
also act as re fe rral centers for other
parts of the country.
The diagnosis of Reiter’s was based on
the presence of seronegative arthritis of
more than one months' duration, and
one or more of the following: (i) ure-
thritis/ cervicitis; (ii) acute diarrhoea;
(iii) infl a m m at o ry eye disease; (iv )
mucocutaneous disease (balanitis, oral
u l c e ration or ke rat o d e rma) and the
ex clusion of ankylosing spondy l i t i s ,
psoriatic arthropathy and other rheum-
atic diseases (7).
The following data were recorded: age,
sex, nationality, ethnic group, duration
of the disease and follow-up for remis-
sion and exacerbations, age at onset,
clinical lab o rat o ry and ra d i o l ogi c a l
information. Constitutional, genitouri-
n a ry, ga s t ro i n t e s t i n a l , c a rd i a c, p u l-
m o n a ry, n e u ro l ogi c a l , d e rm at o l ogi c a l
and ophthalmological symptoms or
signs were also recorded. The number
and nature of the joints involved in the
condition were noted. The functional
class of patients was assessed in accor-
dance with the A m e rican College of
Rheumatology revised criteria for the
cl a s s i fi c ation of functional status in
rheumatoid arthritis (8). The presence
of infections or other diseases and
treatment were also noted. The HLA
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B27 status was recorded when avail-
able.
Simple descriptive statistics were used
to summari ze the quantitat ive dat a
varables. For the qualitative variables,
f requencies and pro p o rtions for each
c at ego ry we re calculat e d. The one-
sample z-test for proportions was used
to compare our data with other reported
data.

Results
A total of 34 patients were included in
the study. The mean age at presentation
was 34.6 (SD 8.1) years, with the mean
age at onset of symptoms of disease as
29.4 (SD 6.4) years. The mean duration
of the disease at the time of the study
was 4.5 (SD 4.0) years. The mean dura-
tion of follow-up was 1.5 years (range
2 days - 7 years) and the mean duration
before diagnosis was 2.2 years (range 2
days - 7 years).
Th e re we re 29 (85%) males and 5
(15%) females, giving a sex ratio of
5.81 to 1. Patients included Saudis 20
(59%), other Arabs 8 (23%) and non-

Arabs  6 (18%). The presentation of the
disease was acute in 18 (53%), a n d
gradual in 16 (47%).
A positive family history for Reiter’s
syndrome was noted in 2 (6%) cases.
Antecedent infections were recorded in
24 (71%) patients. Of these 5 (15%)
were gastointestinal and 19 (56%) were
genitourinary infections. During the di-
sease fever occurred in 6 (18%), weight
loss in 1 (3%), and fatigue in 13 (38%)
patients. Morning stiffness lasting 30
or more minutes was noted in 8 (24%),
skin rashes in 6 (18%), conjunctivitis in
13 (38%) pat i e n t s , u re t h ritis in 24
(71%). There was one case of prostati-
tis. Diarrhoea was documented in 7
cases (21%) and mouth ulcers in 2
(6%).
None of the patients had pulmonary
complications, one (3%) had neurolog-
ical symptoms in the form of headache,
and 2 (6%) had a history of cardiac dis-
eases (one atrial fibrillations and one
m i t ral va l ve pro l apse). Dysuria wa s
seen in 5 (15%), frequency in 2 (6%),
d i s ch a rge in 11 (33%), dy s u ria and

dicharge in 2 (6%), and dysuria, fre-
quency and discharge in 6 (18%) pa-
tients.
The large joints of the lower limbs only
were affected in 13 (38%), while both
the upper and lower limb joints were
involved in 21 (62%) patients. The fre-
quency of relapse in the 21 cases was
once per year in 6 patients, twice per
year in 4, and more than 3 times per
year in 11 cases. The relapse related
symptoms we re ge n i t o u ri n a ry in 10,
ge n i t o u ri n a ry and ocular in 2, a n d
mouth ulcers in 2 cases, while 7 had
none of these symptoms. 
The fo l l owing lab o rat o ry data we re
also obtained at presentation: mean he-
moglobin 13.7 (SD 1.7) g/dl (normal
range 13-18 g/dl), mean WBC count
8.8 (SD 3.0) x 109/L (normal range 4-
11 x 109/L) and the mean ESR 38.6 mm
( n o rmal ra n ge 0-20 mm/hr). A n t i -
nuclear antibodies was positive in only
one patient with a borderline titre of
1 : 4 0 . H oweve r, all the patients we re
negative for rheumatoid factor and Bru-
cella sero l ogy. Chlamydia antibodies
were recorded in 14 patients, of whom
8 were positive with a mean titre of
1:50. Po s i t ive HLA B27 status wa s
noted in 4 (27%) out of 15 cases stud-
ied in our group of patients.
R a d i o l ogical data for the sacro i l i a c
joints was available in 26 cases. Two
patients showed bilateral sacroilitis, 3
had unilat e ral sacro i l i t i s , and the
remaining 21 showed no sacro i l i t i s .
O n ly one patient in the group wa s
reported to have spondylitis. Peripheral
joint x-rays showed changes in 7 cases,
while 6 cases showed radiological evi-
dence of enthesopathy. Bone scintigra-
phy was done in 14 patients, yielding
increased uptake at the sacroiliac joint
in 9 patients and increased uptake in
the peripheral joints in 11. Six (18%)
p atients we re fully functional, 2 4
(70%) had little impairment, while 4
(12%) had marked impairment.
Most of the patients (68%) used non-
s t e roidal anti-infl a m m at o ry drugs in-
termittently while 32% used them con-
tinuously. Fifteen percent were treated
in addition with sulfasalazine. One fe-
male patient was on oral corticoster-
o i d s , and another was taking intra -
articular corticosteroid.

Table I. Comparison of demographic, clinical, laboratory and radiographic features in 69
American patients with Reiter’s (ref. 12) and 34 patients from Riyadh, Saudi Arabia.

Census reported by Patients from Riyadh,
Arnett (12) Saudi Arabia

Demographic features
Age at onset

Range 13-60 years 17-45 years
Mean 26 years 29.4 years
Median 24 years 28.5 years

Male 87% 85%
Preceding diarrhea 6% 6%

Clinical features
Non-gonococcal urethritis 46% 67%
Conjunctivitis 31% 38%
Peripheral arthritis

Upper limbs only 0 0
Lower limbs only 39% 38%
Both upper and lower limbs 61% 62%

Axial arthritis
Sacroilitis (on X-ray) 17% 19%
Spondylitis (on X-ray) 7% 4%

Mucocutaneous lesions 43% 23%*
Oral ulcers 14% 37%
Fever ( > 101°F) 32% 18%
Weight loss 19% 3%*

Laboratory findings
Anaemia 39% 6%*
Elevated ESR 72% 73%
RF 0 0
HLA B27 81% 27%*

*As compared with Arnett’s study P < 0.05 (z-test for proportion).
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Discussion
Over a period of nine years, we man-
aged to collect only 34 cases of Reiter’s
disease of which 20 were ethnic Saud-
is, suggesting the disease to be uncom-
mon in Saudi Arabia. In a previous ac-
count of the spectrum of rheumatic dis-
eases in Saudi Arabia, Rajapakse (6)
found no cases of Reiter’s disease
among Saudis. The rarity of the disease
in Saudi Arabia may be partly explain-
ed by the very low incidence of HLA
B27 and partly by the lower prevalence
of triggering microorganisms especial-
ly of the genitourinary tract due to the
very conservative and religious nature
of this community.
This low incidence of Reiter’s syn-
drome contrasts with that found in cir-
cumpolar areas in which HLA B27 is
very common in addition to triggering
diarrhoeal illness (9-11). Comparison
of our patients to American patients re-
ported by Arnett (12) (Table I), showed
no stat i s t i c a l ly significant diffe re n c e s
in the patients' demographic features,
conjunctivitis, urethritis, lower limb ar-
thritis, axial arthritis, oral ulcers, fever,
ESR elevat i o n , or rheumatoid fa c t o r.
H oweve r, s t at i s t i c a l ly significant dif-
ferences were seen in the presence of

mucocutaneous lesions, in which our
cases had a lower incidence than Ar-
nett’s patients (23% versus 43%). This
may be explained partly by the lower
incidence of HLA B27 in our popula-
tion. Boyer et al. (13) has shown that
HLA B27 is associated with increased
disease severity and extraarticular man-
ifestations. In Arnett’s series, patients
had a higher frequency of HLA B27
(81% versus 27%) and also more sys-
temic features, namely anaemia (39%
versus 6%) and weight loss (19% ver-
sus 3%).
In conclusion,Reiter’s disease is rare in
Saudi A rabia and is also less seve re
than in the West. This may reflect the
rarity of HLA B27 in our community.

References
1. FIESSINGER N, LEROY E: Contribution à l’é -

tude d’une epidemie de dystenterie dans la
Somme. Bull Mem Soc Med Hop Paris 1916,
40: 2030-69.

2. MICHET CJ, MACHADO EBV, BALLARD D et
a l. : E p i d e m i o l ogy of Reiter’s syndrome in
R o ch e s t e r, Minnesota 1950-1980. A rt h ri t i s
Rheum 1988; 31: 428-31.

3. MASBERNARD A: Le syndrome de Fressin-
ge r- L e roy - R e i t e r ’s. Enseignements fo u rn i s
par l’etude de 80 cas observés en Tunisie. Rev
Rheum Mal Ost Articul 1959; 26: 320-8.

4. KHAN M: Spondyloarthropathies. Curr Opin
Rheumatol 1998; 10: 279-81.

5. SHETH KV, EDWARDS SA,GODWIN JT: Stu-
dy of the HLA gene and antigen frequency
from a Saudi Arabian Hospital. Tissue Anti -
gens 1985; 25: 156-62.

6. RAJAPAKSE CN: The spectrum of rheumatic
diseases in Saudi A rabia. Br J Rheumat o l
1987; 26: 22-3.

7. WILLKENS RF, ARNETT FC, BITTER T et al .:
Reiter’s syndrome: Evaluation of preliminary
criteria for definite disease. Arthritis Rheum
1981; 24: 844-9.

8. HO C H B E R G M C , CHANG RW, DWOSH I,

LINDSEY S, PINCUS T, WOLFE F: The Ameri-
can College of Rheumatology 1991 revised
criteria for the classification of global func-
tional status in rheumatoid arthritis. Arthritis
Rheum 1992; 35: 498-502.

9. ERDESZ S, SHUBIN SV, SHOCH B P, et al.:
Spondylarthropathies in circumpolar popula-
tions of Chukotka (Eskimos and Chukchi):
Epidemiology and clinical characteristics. J
Rheumatol 1994; 21: 1101-4.

10. BOYER GS, LANIER AP, TEMPLIN DW: Preva-
lence rates of spondyhloarthropathies,rheum-
atoid arthritis and other rheumatic disorders
in an Alaskan Inupiat Eskimo population. J
Rheumatol 1988; 15: 678-83.

11. BOYER GS, LANIER AP, TEMPLIN DW, BUL-
KOW L: S p o n dy l o a rt h ro p at hy and rheuma-
toid art h ritis in Alaskan Yupik Eskimo. J
Rheumatol 1990;17:489-96.

12. ARNETT FC: Incomplete Reiter’s syndrome:
Clinical comparison with classical triad. Ann
Rheum Dis 1979; 38: 73-8.

13. BOYER GS, TEMPLIN DW, BOWLER A et al .:
Class I HLA antigen in spondyloarthropathy,
observations in Alaskan Eskimo patients and
control. J Rheumatol 1997; 24: 500-6.


