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Keefer and Spink (1937) recorded the outstanding
clinical features of gonococcal arthritis as manifested
by patients attending the Boston City Hospital over
a 5-year period just before the sulphonamide and
penicillin era. By careful documentation of the
clinical course in 140 cases, determination of serum
antibody titres to Neisseria gonorrhoeae and analysis
of 112 joint effusions, the authors were able to
provide a description of the clinical characteristics
of gonococcal arthritis which has never been
bettered. Subsequently, many descriptions of arth-
ritis following gonorrhoeal infections have appeared
in the literature, but most have added no new
information and many have only served to spread
confusion concerning our knowledge of certain
clinical entities. It is now apparent that the mode
of presentation and the ensuing course of post-
gonococcal arthritis may fall anywhere within a
spectrum ranging from acute sepsis in a single joint
to a chronic disabling polyarthritis. Wright (1963),
for example, reviewed the records of patients who
had initially been diagnosed as having gonococcal
arthritis at the Johns Hopkins Hospital, and found
that some of them later manifested a clinical course
that was characteristic of Reiter's syndrome. In
contrast, Ford (1961) was not able to find any
patients with true suppurative arthritis following
gonococcal infections and claimed that "post-
gonococcal arthritis is Reiter's syndrome".
The time appears opportune, therefore, to present

clinical data obtained on a number of patients,
examined personally by us, at the Boston City
Hospital during the past 4 years. Each patient
presented with culture-proven gonorrhoea and a
related episode of arthritis. Not only did these
cases afford us the unique opportunity to compare
our findings with observations made over three
decades ago in the same hospital, but they provided
clinical information which should add perspective
to the controversy that has arisen regarding the

relation of post-gonococcal arthritis to Reiter's
syndrome and post-venereal arthritis.

Material and Methods
26 patients at the Boston City Hospital over a 4-year

period from February, 1962, to April, 1966, formed the
basis of this study. Certain clinical characteristics and
synovial fluid findings were analysed in each case and
the patients were classified into three groups:

L Definite gonococcal arthritis: Gonococci recovered
on culture of synovial fluid (Table II).

IL Probable gonococcal arthritis: Gonococci not
recovered from synovial fluid but found on culture
from the genito-urinary tract or blood. In addition,
arthritis occurred shortly after known gonorrhoea
and cleared promptly on antibiotic therapy (Table
III).

III. Polyarthritis of unknown aetiology: An episode of
arthritis associated with culture-proven gonorrhoea
(gonococci cultured from the genito-urinary tract or
blood). The arthritis showed an atypical response
to specific anti-gonococcal treatment (Table IV).

Results
Classification.-Of the 26 patients studied, there
were ten cases of definite gonococcal arthritis,
eleven of probable gonococcal arthritis, and five
of polyarthritis of unknown aetiology associated
with gonorrhoea. In Group II, two patients had
received a single dose of penicillin before admission
tohospital. InGroupIII,twopatients demonstrated
the triad of arthritis, urethritis, and conjunctivitis,
and these features plus their clinical course were
considered typical of Reiter's syndrome.

Age, Sex, and Race.-The age of the patients upon
presentation ranged from 16 to 62 years; the majority
were young individuals and the mean age was only
31 years. There were thirteen males and thirteen
females, all five in Group III being male. Four
women were pregnant and all were in the third
trimester when they developed arthritis associated
with gonorrhoea. Sixteen of the 21 patients with
definite or probable gonococcal arthritis were Negro
and five were Caucasian. Four of the five patients
in Group III were Caucasian.
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ARTHRITIS ASSOCIATED WITH GONORRHOEA

Clinical Aspects

(a) Fever and Chills.-Fever was considered to be
present if the body temperature was recorded as
greater than 1000 F. The majority of patients in all
groups were febrile at the time of admission. The
presence or absence of chills depended on the
patient's description of his symptoms so that the
documented incidence of this finding probably
represents an underestimation of its true frequency.
Nevertheless, it is of interest that no patients in
Group III complained of chills, whereas this was
not an infrequent finding in Group I (30 per cent.)
and Group II (54 per cent.).

(b) Interval between First Alanifestation of Gonor-
rhoea and Onset of Arthritis.-This was difficult to
measure because of inadequate history in some
cases. However, in three persons with definite
gonococcal arthritis who were able to supply this
information precisely, the average interval was 10
days (4, 9, and 17). In five cases of probable
gonococcal arthritis whose histories were deemed
reliable, the average interval was 7 days (0, 3, 7, 7,
and 14). The five cases in Group III averaged a
7-day "lag" between urethritis and the onset of
arthritis (4, 4, 7, 7, and 13).

(c) Patterns of Joint Involvement.-Most patients
in Groups I and II complained of arthralgia in many
joints at the onset of their disease when they were
also complaining of fever and chills, anorexia, and
malaise. However, joint involvement was con-
sidered to be present only if pain on motion or
tenderness plus soft tissue swelling or joint effusion
was found by the examiner. The pattern of joint
involvement in almost every case was similar, i.e.
arthritis in two or more joints, usually asymmetric
and often confined to several large joints especially
the knees, ankles, or wrists. True monoarticular
arthritis was the exception rather than the rule and
in only one case in Group I and one case in Group
II did it appear that no more than one joint was
affected throughout the entire clinical course (Table
I). Four of the five patients in Group III demon-
strated multiple joint involvement, while in the fifth
only the left ankle was affected.
The particular joints affected in patients with

definite or probable gonococcal arthritis is illustrated
in Fig. 1. The high incidence of knee involvement
in Group I was striking (8 of 10 patients). Other
joints affected in this Group were wrist (4), elbow
(4), and ankle (3). Small joints such as the inter-
phalangeals and metacarpophalangeals were spared
in most instances. The eleven patients in Group II

TABLE I
PATIERN OF JOINT INVOLVEMENT IN GONOCOCCAL ARTHRITIS

Joint Involvement
Group Total

Polyarthritis Mono-arthritis Poly - Mono-arthritis

I. Definite gonococcal arthritis .. 6 1 3 10

11. Probable gonococcal arthritis .. 10 1 0 11

Fig. 1.-Affected joints in gonococcal arthritis.
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ANNALS OF THE RHEUMATIC DISEASES

most commonly showed wrist involvement (6),
followed by knee (5) and shoulder (3). Predilection
for larger joints was also demonstrated in Group III:
knee (4 of 5), ankle (4), and shoulder (1).

(d) Tenosynovitis, Fasciitis, and Skin Changes.
Intense redness of the skin and increased heat and
swelling of the tissues adjacent to the affected joints
was frequently observed in patients with definite
and probable gonococcal arthritis. Tenosynovitis
was also common, but its true incidence could not be
ascertained with accuracy since its presence was not
always documented when the patient was first seen.
In contrast, no evidence of tenosynovitis was
obtained for the patients in Group III. Two of
these, however, had keratoderma blennorrhagica
and three had demonstrable pain and tenderness
localized to the plantar fascia of the soles of the feet.

(e) Therapy.-During the acute flares of the
disease complete immobilization of affected joints
was maintained. All 26 patients were treated with
therapeutic doses of systemic penicillin (ranging
from 1 to 6 million units/day) except for Case 25 in
Group III who was said to be allergic to penicillin
and was given tetracycline, 2 g./day for 6 days. Two
patients (Cases 9 and 11) received initial intra-
articular injections of 50,000 units penicillin. The
duration of treatment was also variable as several
patients had been started on penicillin before
admission and others left hospital against advice
before completion of what was deemed adequate
therapy. Length of treatment, however, averaged
11 days in Group I, 13 days in Group II, and 12 days
in four patients in Group III.

By the criteria of the study, the temperature fell
to normal in Groups I and II after the institution of
penicillin therapy, with dramatic alleviation of their
symptoms, especially joint discomfort, within 48
hours and often within 12 hours. It was noted,
however, that in nineteen cases who were followed
closely by us, signs of joint involvement, especially
painless effusions, persisted for from 4 to 21 days
after starting antibiotic therapy. Furthermore, in
these patients no relationship was discernible
between the delay in starting specific penicillin
treatment and the time necessary to effect a complete
cure (Fig. 2). Although subsequent follow-up in
most of the patients was limited, there was no
instance of residual joint deformity or disability in
Group I and II, nor did we encounter strains of
gonococci that proved resistant to the amounts of
penicillin outlined above.

16-

a. 14-
a

t
i 12
a

a 10"
0

8-
b

-o 6-

a
- 4.

2"
n.s

* Definite Gofocal arthritis
O Probable Gonoccocal arthritisI

0

0

0 0
0

0 0 0
00

0
* 0
.

0

0

O 2 4 6 8 10 12 14 l6 18 20 22 24
Interval (days) between therapy and disappeance of arthritis

Fig. 2.-Influence of specific antibiotic therapy on gonococcal
arthritis.

The arthritis in the two patients with Reiter's
syndrome was non-remitting by comparison, and
both required several months before improvement
was observed. One eventually appeared to clear
substantially after phenylbutazone therapy and the
other after moderate doses of prednisone. In the
other three patients in Group III remission was
finally achieved after many months.

Laboratory Findings
(a) Blood.-Initially, peripheral white blood cell

counts revealed a mild leucocytosis in patients from
all groups (mean 12,700 cells/cu. mm. in Group I,
13,500 in Group II, and 11,000 in Group III).
Differential counts were not strikingly different from
group to group but there was a slight predominance
of polymorphonuclear leucocytes in the peripheral
blood smears in Groups I and II compared with
Group III (75 versus 64 per cent.).

(b) Synovial Fluid.-Joint fluid aspiration was
attempted as early as possible in all cases and
analyses of the fluids were performed in our labora-
tory. All specimens were implanted on chocolate
agar as well as blood agar and cultured anaerobically
in the Clinical Laboratory of the Boston City
Hospital. In many instances serial synovial fluid
analyses were obtained. The results of these studies
are presented in detail in Tables II, III, and IV (oppo-
site and overleaf).
Theinitialmeansynovialfluidwhitebloodcellcounts

were clearly higher in Group I (58,500 cells/cu. mm.)
and Group II (39,500 cells/cu. mm.) than in Group

_ , . . . . . . . . . . .
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ARTHRITIS ASSOCIATED WITH GONORRHOEA 159-
TABLE II

SYNOVIAL FLUID ANALYSIS IN NINE OF TEN PATIENTS WITH DEFINITE GONOCOCCAL ARTHRITIS (CASES 1-10)

Case Joint fDuration of
ume

W.B.C. Sugar Differential Culture
N|Joint Effusion Vol Appearance (cels/cu n)| Differential (mg. per cent.) Mucin fonrNo. (days) (MI.) (el/um.,(polys/monos) (blood/joint fluid) N. gonorrhoeae

I L. knee 2 20 turbid 39,000 68/32 62/27 Fair Positive
L. knee 4 16 turbid 34,200 93/7 61/11 Fair Negative
L. knee 10 - - - - Negative
L. knee 15 5 turbid 8,350 59/41 84/74 Fair Negative

2 R. elbow 1 2 turbid 83,500 97/3 - Poor Positive

3 L. knee 1 70 turbid 30,000 90/10 - Poor Positive
L. knee 3 - turbid 7,000 - - Poor Negative
L. knee 7 20 bloody 16,000 - - Poor Negative
L. knee 17 15 bloody 900 16/84 - Poor Negative

4 R. knee 7 - - 700 90/10 106/92 Fair Positive
L. knee 7 - 1,400 90/10 106/92 Fair Positive

5 L. elbow 2 4 turbid 53,500 92/8 - Poor Positive
L. elbow 3 - turbid 26,250 96/4 - Poor Negative

6 R. wrist 9 2 turbid 102,400 - - Poor Positive

7 L. knee 1 100 turbid 80,000 97/3 - Poor Positive
L. knee 2 70 turbid 105,000 95/5 - Fair Negative
L. knee 3 - turbid 49,000 95/5 - - Negative
L. knee 7 - turbid 10,500 79/21 - Fair Negative

8 R. knee 3 8 turbid - - - - Positive
R. knee 5 50 turbid 18,350 89/11 - Fair Negative
R. knee 8 35 turbid 11,600 84/16 - Poor Negative
R. knee 17 6 turbid 7,350 79/21 - Fair Negative

9 R. elbow 3 20 purulent 119,200 100/0 74/12 Fair Positive

10 R. knee 2.Clotted immediately...Positive

TABLE III
SYNOVIAL FLUID ANALYSIS IN SEVEN OF ELEVEN PATIENTS WITH PROBABLE GONOCOCCAL ARTHRITIS (CASES 11-21)

Case Joint Duration of Volume W.B C. W.B.C. Sugar Differential Culture
No. Jit Effusion (ml.) Appearance (celscu mm. Differential (mg. per cent.) Mucin for(days) Vces/cu mm. (polys/monos) (blood/joint fluid) N. gonorrhoeae

11 L. knee 4 5 purulent 21,900 98/2 96/88 Fair Negative
L. knee 7 15 turbid 30,000 68/32 - Fair Negative
L. knee 9 5 bloody 2,300 40/60 - Fair Negative

12 L. wrist 4 2 bloody 16,000 75/25 - Poor Negative
L. wrist 5 2 turbid 11,250 64/36 - Poor Negative

13 L. knee 1 1 clear 400 30/70 Good Negative

14 L. 2nd PIP 1 0*05 _- - - Poor Negative

15 L. knee 3 1 clear 9,000 88/12 - Good Negative

16 L. knee 7 3 turbid 4,900 94/6 - Poor Negative

17 R. wrist 14 2 purulent 184,800 93/7 - Poor Negative

18 R. wrist 2.Attempted aspiration was unsuccessful

19 R. knee 7.Attempted aspiration was unsuccessful

20 No effusion present

21.Not done

III (8,160 cells/cu. mm.), but differential counts were
similar in all three categories. Mucin clot forma-
tion in acetic acid was generally "poor" or "fair"
in all groups, although there were three exceptions
(Cases 13, 15, and 25) where clot formation was
"good". The joint fluid sugar/blood sugar differential

was elevated in two (Cases 1 and 9), but too few values
were recorded to enable evaluation of its clinical
usefulness. Perhaps the most unusual and unex-
plained joint fluid finding was the low white cell
count obtained on fluids withdrawn simultaneously
from both knees of Case 4, which both yielded
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ANNALS OF THE RHEUMATIC DISEASES
TABLE IV

SYNOVIAL FLUID ANALYSIS IN FOUR OF FIVE MALE PATIENTS WITH ARTHRITIS OF
UNKNOWN AETIOLOGY AND GONORRHOEA (CASES 22-26)

Case Duration of VOlume W.B.C. W.B.C. Sugar Differential Culture
No. Joint Effusion (ml.) Appearance (cells/cu. mm.) Differential (mg. per cent.) Mucin for

(days) (polys/monos) (blood/joint fluid) N. gonorrhoeae

22 L. knee 1 70 turbid 18,400 96/4 _ Fair Negative
L. knee 7 200 turbid 4,350 78/22 _ Fair Negative

23 L. knee 1 7 turbid 18.000 93/7 - Poor Negative
6 5 turbid 29,000 95/5 72/42 Poor Negative
8 10 turbid 34,400 87/13 92/66 Poor Negative
9 20 turbid 30.500 84/16 - Poor Negative
12 20 turbid 28,750 80/20 - Poor Negative
16 30 turbid 22,000 78/22 - Poor Negative

24 L. ankle 10 1 clear 650 73/27 - Fair Negative

25 R. knee 7 15 clear 2,500 77/23 - Good Negative

26 L. ankle 14 . .Attempted aspiration was unsuccessful

positive cultures for gonococci. Joint aspirations
performed on all patients in Group I after penicillin
therapy had been instituted yielded negative cultures
for infectious organisms.

Discussion
Arthritis in association with gonorrhoea occurs

more frequently than might have been expected in
this era of readily available antibiotics. Although
our series of 26 patients is far smaller than that of
Keefer and Spink (1937), who discovered 140 cases
with gonococcal arthritis in the same institution
from 1931 to 1935, it should be noted that we
included only those patients in whom the diagnosis
was confirmed by culture of gonococci from joint
fluid, genito-urinary tract secretions, or blood.
Intentionally, we have not reported the findings on
thirty persons who were seen over the same period of
time and in whom the clinical features and synovial
fluid abnormalities were presumably due to gonorr-
hoea, although the aetiological agent could not be
identified for various reasons. In some, for example,
post-venereal urethritis or cervicitis and arthritis had
received prompt treatment with penicillin before
admission to hospital. Efforts to culture organisms
from joint effusions or genito-urinary discharges in
these cases invariably yielded negative results despite
a strong clinical impression that they initially had
contracted gonorrhoea. Statistics to support the view
that the incidence of gonococcal arthritis is not sig-
nificantly decreasing, at least in large municipal
institutions, has come from studies at the Parkland
Memorial Hospital, Dallas, where 115 patients with
definite or probable gonococcal arthritis were seen
during a 6-year period from 1958 to 1964 (Hess,
Hunter, and Ziff, 1965).

Despite the continuing high frequency of new
cases, penicillin therapy does alter the morbidity
associated with gonococcal arthritis. Our study
revealed that 21 of the 26 patients with gonococcal
arthritis recovered completely, whereas the majority
of those seen at Boston City Hospital before the
introduction of penicillin developed chronic syno-
vitis, which in turn often led to residual deformity.
The beneficial effects of penicillin were so dramatic
in our series that we have been prompted to conclude
that most patients who present with arthritis asso-
ciated with gonorrhoea have, in fact, a true suppura-
tive arthritis responsive to antibiotic therapy and
unlikely to pursue a chronic course. The similarities
that were noted between patients in Group I (where
joint fluid cultures were positive) and Group II
(where joint fluid cultures were negative) further
suggested that, in a presumptive case of gonococcal
arthritis, marked improvement following penicillin
is almost as reliable a diagnostic criterion as success-
ful culture of the gonococcus from the joint fluid.

If one accepts our evidence based on clinical
findings that 21 of 26 patients were correctly diag-
nosed as having suppurative arthritis due to
gonorrhoea, then the series is large enough to make
certain useful conclusions regarding the natural
history of this disease. The majority of patients
with gonococcal arthritis are young adults, although
exceptions occur; there was one 69-year-old woman
in our series.
Not represented in our series are children (Holt,

1905; Fink, 1965) and newborn infants (Parrish,
Console, and Battaglia, 1940), who occasionally
develop gonococcal arthritis. Our data also support
recent observations by Grabar, Sanford, and Ziff
(1960), that females are more commonly affected
than males in contrast to the pre-antibiotic era
when men with gonococcal arthritis often out-
numbered women by as much as three to one
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ARTHRITIS ASSOCIATED WITH GONORRHOEA

(Wehrbein, 1929; Lees, 1932; Keefer and Spink,
1937).
With respect to the clinical aspects of gonococcal

arthritis, it should be remembered that, although
the articular symptoms usually appear about 10
days after the onset of urethritis, the interval may be
either considerably shorter or, as claimed by others
(Hench, Pauer, Fletcher, Ghrist, Hall, and White,
1935; Keefer and Spink, 1937), inordinately delayed,
so that the relation seems obscure. A history of
fleeting joint pains, anorexia, malaise, fever, and
particularly chills, before the appearance of joint
swelling or effusions in large joints should arouse
immediate suspicion of gonococcal arthritis. The
study emphasized that the most common mode of
presentation of gonococcal arthritis is a polyarthritis,
a little appreciated fact. Involvement of more than
one joint in sixteen of the 21 cases with suppurative
arthritis due to gonococci contrasts with the
characteristic monoarticular arthritis seen in other
forms of bacterial arthritis (Chartier, Martin, and
Kelly, 1959). Other systemic manifestations, such
as bacterial endocarditis, pericarditis, and meningitis,
which were seen quite frequently in the pre-antibiotic
era were not encountered in our series.

Laboratory findings in patients with gonococcal
arthritis were as anticipated, raised white blood cell
counts (predominantly polymorphonuclears) being
the rule. Special serological studies to measure
antibody response to gonococcal infection were not
carried out in this study. Hess and others (1965),
however, using an immunofluorescent technique,
recently found that nineteen of 22 patients with
definite and probable gonococcal arthritis (a group
similar to our 21 cases) and seventeen of 35 patients
with presumptive gonococcal arthritis (a group
similar to the thirty cases from Boston City Hospital
not included in our study because of negative
cultures from either joint fluid or genito-urinary
tract) had significant rises in titre of antibodies to
gonococci. In agreement with others, we found
that synovial fluid white blood cell counts greater
than 30,000 cells/cu. mm. were usually associated
with positive joint fluid cultures, while counts below
this value were characteristically negative (Ropes
and Bauer, 1953; Ward, Cohen, and Bauer, 1960).
Serial synovial fluid analyses proved most helpful in
following the resolution of the infectious process,
particularly after the institution of systemic penicillin
therapy. Because of the sensitivity of the organisms
and the excellent penetrance of penicillin from blood
into the synovial spaces, intra-articular injection of
penicillin was not recommended. Indeed, the loctl
administration of crystalline penicillin may provoke
an inflammatory response and may therefore inter-
fere with a valuable means of assessing the response

to specific antibiotics. In none of the patients with
definite gonococcal arthritis was the initially good
response to penicillin therapy followed by a chronic
synovitis as sometimes happens in cases of septic
arthritis due to pneumococcal and meningococcal
infections (Argen, 1964; Pinals and Ropes, 1964;
Cohen and Kim, 1966).
The present study enabled us to make some

observations regarding the relationship between
gonococcal arthritis and Reiter's syndrome. The
original study from Boston City Hospital did not
allow for distinction between these two conditions;
the study, in fact, predated the first American report
of Reiter's syndrome by Bauer and Engelman (1942).
It should be noted, however, that four of the 140
cases developed keratoderma blennorrhagica, a
condition now considered characteristic of Reiter's
syndrome and only casually related to gonorrhoea
(Kulka, 1962). In our series five patients were
encountered, whose arthritis, though directly asso-
ciated with gonorrhoea, did not respond dramatically
to penicillin and continued to pursue a more chronic
course. Two had unequivocal Reiter's syndrome
and the others presumably had a similar diagnosis
although conjunctivitis was not clinically apparent.
The arthritis involved large joints and in this respect
could not be distinguished readily from gonococcal
arthritis until a poor response to penicillin became
obvious. Synovial fluid analyses were clearly
abnormal in Group III especially in the two cases
with classical Reiter's syndrome although elevation
of the white blood cell count was a less prominent
feature than in Groups I and II. None of our
cases presented with diarrhoea (common in Euro-
pean studies of Reiter's syndrome: Hancock and
Mason, 1965) and all were ushered in with urethritis.
We were unable to detect any instance in which
gonorrhoea appeared to precipitate rheumatoid
arthritis, as was postulated by Hench and Boland
(1946) after a study of arthritis associated with
gonorrhoea in military personnel. Finally, we
found little evidence to support the contention that
Reiter's syndrome may be in some fashion directly
caused by gonorrhoeal infection, the findings in
several patients suggesting that gonorrhoea and
Reiter's syndrome may occur together as indepen-
dent venereal diseases.

Summary and Conclusions
26 patients in whom an episode of arthritis was

associated with culture-proven gonorrhoea were
carefully studied with respect to age, sex, interval
between onset of urethritis or cervicitis and arthritis,
mode of presentation, pattern of joint involvement,
response to penicillin therapy, and laboratory
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ANNALS OF THE RHEUMATIC DISEASES

findings, particularly synovial fluid analysis. In 21, cillin therapy, and inclined to pursue a sub-acute or
the arthritis was suppurative, polyarticular, and chronic course. Two of these five patients with
responsive to penicillin therapy; in five it was non- chronic arthritis appeared to have classical Reiter's
suppurative, polyarticular, non-responsive to peni- syndrome associated with gonorrhoea.
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L'arthrite associee it la blennorragie
RESUME

On etudia soigneusement les cas de 26 malades chez
qui une attaque d'arthrite fut associee avec une blennor-
ragie confirmre bact6riologiquement. On consid6ra l'age,
le sexe, l'intervalle entre le debut de l'ur6thrite ou de la
cervicite et de l'arthrite, le mode de presentation, le
tableau des lesions articulaires, la reponse au traitement
par la penicilline et les r6sultats de laboratoire, surtout
en ce qui conceme le liquide synovial. Chez 21 d'entre
eux l'arthrite fut suppurative, polyarticulaire et sensible
a la th6rapie par la p6nicilline; chez les 5 autres elle fut
non-suppurative, polyarticulaire, insensible a la therapie
par la p6nicilline et tendit a evoluer d'une maniere
subaigue ou chronique. Deux d'entre ces cinq malades
souffraient d'une arthrite chronique et pr6sentaient un
syndrome de Reiter classique associe 'a la blennorragie.

Artritis asociada con gonorrea

SUMARIO
Se estudiaron cuidadosamente los casos de 26 enfermos

en los cuales un ataque de artritis se vi6 asociado con
gonorrea confirmada bacteriol6gicamente. Se consider-
aron la edad, el sexo, el intervalo entre el comienzo de
la uretritis o de la cervicitis y de la artritis, el modo de
presentacion, el cuadro de las lesiones articulares, la
respuesta a la terapia con penicilina y los resultados de
laboratorio, particularmente respecto al liquido sinovial.
En 21 enfermos la artritis fu6 supurativa, poliarticular y
sensible a la terapia con penicilina; en los demAs cinco
fue no supurativa, poliarticular, insensible a la terapia
con penicilina y tuvo tendencia a una evoluci6n subaguda
o cr6nica. Entre estos cinco enfermos hubo dos con
artritis cronica que presentaron el sindrome de Reiter
clasico asociado con gonorrea.
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