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REPORTED CASES OF PRIMARY AND SECONDARY AND OF EARLY LATENT
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The Technical Discussions of the XVII Pan
American Sanitary Conference were held on 2
October 1970 in the Headquarters building of
the Pan American Health Organization in
Washington, D.C. The subject of the
Discussions was: “‘Venereal Diseases as a
National and International Health Problem.”

In accordance with the Rules for Technical
Discussions, Dr. Alfredo N. Bica (Brazil) was
elected Moderator and Dr. Mervyn U. Henry
(Trinidad and Tobago), Rapporteur. Dr. Alvaro
Llopis (Pan American Sanitary Bureau) served
as Technical Secretary.

In accordance with the Rules, the Technical
Discussions opened with presentation of seven
working documents prepared by the experts
designated for that purpose.

The participants were then divided in two
working parties, which elected the following
officers:

Working Party I

Dr. Robert de Caires (U.S.A.)
Dr. Pedro Guédez Lima(Ven-
ezuela)

Moderator:
Rapporteur:

Working Party II:

Moderator:  Dr. Bogoslav  Juricic  Turina
(Chile)
Rapporteur:  Dr. Alfredo Rabinovich (Ar-

gentina)

Sixty-four participants registered for the
Technical Discussions, including representatives

FINAL REPORT

of international, governmental, and inter-
governmental agencies.

The working parties studied and discussed
the topic in morning and afterncon sessiors
(totaling six and a half hours). The views put
forward and the conclusions reached by each
group were summarized by the rapporteurs
concerned and were subsequently consolidated
in this Final Report by the General Rapporteur
with the assistance of the Moderator and of the

working party rapporteurs.
CONCLUSIONS

It was generally agreed that, in the decade
beginning in 1960, the incidence of venereal
diseases, in particular gonorrhea, had increased
significantly, and that this trend was a source of
great concern to health authorities. It was also
agreed that the technical progress achieved and
the methods applied had not been sufficient to
control these diseases. _

In this connection the participants expressed
the wish that the heatth agencies in the coun-
tries, both public and private, should:

1. Examine the status of the venereal
disease problem, and especially the control
programs, with a view to obtaining maximum
efficiency and output from the resources
available.

2. Increase efforts to ascertain the extent of
the venereal disease problem, the behavior of
the diseases, and the factors conditioning them
in different communities, and thus obtain the
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data necessary for designing and carrying out
effective control programs.

3. Establish or improve case registration
systems for the purpose of determining and
confinuing to assess the epidemiological be-
havior of venereal diseases, their frequency,
distribution, and trends in different population
groups, so as to identify the groups most
exposed to risk and those constituting re-
servoirs of infection. Supplement these case
registration and reporting systems with good
arrangements for the tabulation, analysis, and
interpretation of data relating to stages of the
diseases, their epidemiological importance, and
their significance as indicators of the evolution
of the disease.

4. Endeavor to elucidate both the visible
and the non-visible aspects of the venereal
disease problem. The non-visible aspect is of the
utmost importance, since it is considered to
include the unknown reservoir and source of
new cases and multiple reinfections.

5. Make wuse of all available sources of
information to improve the registration system
and expand its coverage so as to gain a better
knowledge of the visible aspect of the problem.

6. Improve venereal disease control pro-
grams in general, converting them into
permanent programs and effectively in-
corporating them into the work of the health
services so as {0 ensure their continuity. Make
optimum use of both laboratory networks and
the services of public health agencies so as to
identify, by etiologic diagnosis, the various
responsible orgamisms, in particular the
gonococcus; and promote, for this purpose, the
use of cultures in selective antibiotic media
prepared in regional laboratories, making this
service available to physicians in private
practice. Take measures to ensure that gonorrhea
patients can easily obtain diagnostic care and
treatment, and provide such services free of
charge, in both public health agencies and any
other institutions furnishing medical services to
the population, including charity hospitals and
social security institutes.

7. Improve existing agencies that are nation-
wide in scope, or establish a central agency to

direct or carry out a venereal disease control
program and to be responsible for the setting of
technical standards and for supervision and
evaluation of activities.

8. Stimulate the interest and enlist the
cooperation of the community and of public
and private organizations, especially those
concerned with community development and
the care of marginal groups.

9. Include in control programs the
necessary activities for improving the general
state of health as well as providing specific
protection against and limiting the conse-
quences of venereal diseases. Incorporate into
the programs the following essential elements
for control of venereal diseases: reporting of
cases and of persons giving positive results in
serologic tests for syphilis; registration, and free
diagnosis and treatment; intensification of case-
finding and contact-tracing through better
exchange of epidemiological information at the
national and international levels; strengthening
of health education activities; and education
and training of health personnel.

10. Allot the necessary funds for carrying
out programs,in the understanding that the
economic impact of venereal diseases and the
benefits derived from their control justify the
financial investments required. In this
connection, it would be sufficient, at the
outset, to redeploy the resources at present
available to the public health services with the
aim of obtaining a greater return from the
venereal disease control activities; subsequently,
the need for additional resources can be
examined.

11. Provide the necessary support for
developing more effective gonorrhea control
methods, and especially for research on simple
and rapid diagnostic procedures that can be
applied at any level. Establish diagnostic
standards, both clinical and laboratory, and the
most suitable therapeutic schedules so as to
render the treatment of sources of infection
and of contacts more effective.

12, Investigate the factors conditioning
venereal diseases, in particular psychological,
social, and cultural factors, in order to:
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a) Identify the highly susceptible groups
likely to contract the disease because of their
behavior;

b) Ascertain why patients refuse to give
information about their contacts, do not seek
medical care, or resort to self-medication;

¢} Ascertain why private physicians do not
report the cases they treat; and

d) Learn more about the attitudes and
types of behavior that need to be changed by
means of health education programs.

13. Explore new methods of health
education designed to elicit the necessary
response from the community, jts opinion
makers, and professional personnel, who should
use their influence to make the control program
a success.

Medical inspection—even the periodic and
routine inspection of prostitutes—is completely
ineffective and only creates a false sense of
security. This fact, which is well established,
must be impressed upon those who consort
with prostitutes.

14. Promote the teaching of venereal
diseases in medical schools, adopting a
comprehensive approach that encompasses the
clinical, epiderniclogical, and social aspects of
the disease and enables fuiure physicians to
identify the infection and prescribe the

necessary measures. Encourage the education
and training of auxiliary and technical person-
nel with the aim of covering population groups
that physicians find it difficult to reach.

If wider use is to be made of paramedical
personnel, it will be necessary to standardize
diagnostic and treatment procedures that can
be continuously supervised by physicians,

15. Promote the organization of continuing
education programs and of clinical and
epidemiological and refresher courses for
practicing physicians, and give the physicians
the necessary support to enable them to fulfill
their essential role in detecting new cases,
tracing contacts, and eliminating foci of
venereal diseases; to this end, PAHO should
study the possibility of preparing an up-to-date
manual containing the essential elements of
venereal disease diagnosis, treatment, and
control.

16. Study the most appropriate procedures
for limiting the spread of venereal diseases
through ports and across frontiers, which is
facilitated by the rapidity of modern trans-
portation facilities.

17. Enact health and social legislation for
dealing more effectively with venereal diseases
and limiting the factors that encourage their
spread.



WORLDWIDE EPIDEMIOLOGICAL TRENDS IN

SYPHILIS AND GONORRHEA

Dr. Thorstein Guthe?

FALL AND RISE IN INCIDENCE
OF VENEREAL INFECTIONS

A major recurrence of early infectious
syphilis took place in most parts of the world
during the Second World War, lasting into the
immediate postwar period. This phase was
followed by a rapid decline, which reached an
all-time nadir during 1956-1958 in most coun-
tries. Then c¢ame a new period of re-
crudescence, which still continues, aithough
with minor variations in reported cases in some
countries in the last two to three years (Figures
1 and 2). Although cases of serious late syphilis
are by no means rare, a decline of late syphilis,
including cardiovascular and neurological
manifestations, has been reported since the mid
1940’s in most countries where statistics are
available. This decline has occurred despite the
traditional belief that increases in late
complications might be expected 10 to 20
vears after high incidence periods of early
syphilis. The effect of penicillin treatment of
¢arly syphilis, in preventing such a serious
development, has been one of the great
achievements of the antibiotic era. A general
decrease in congenital syphilis since [950 has
also taken place, although in several countries
the incidence has remained stationary at a
relatively low level, with occasional upswings
(Robinson, 1969), suggesting that control of

IChief Medical Officer, Venereal Diseases and
T;_eponematoses Section, Communicable Diseases
Division, World Health Organization, Geneva,
Switzerland.

syphilis of the newborn could be strengthened,
notably in the maternal and child health part
of public health programs.

Little information is forthcoming from
developing countries in Africa and Asia,
alihough WHO data show that early syphilis is
aiso becoming more frequent in parts of Africa
(¢.g., Dahomey, Niger, Nigeria, Senegal)and in
countries in the Far East (South Vietnam,
Japan); and that it is epidemic in some urban
areas in countries in Southeast Asia (e.g.,
Bombay, I[ndia). In Africa, as in Asia, this
situation is the result of extensive migration,
the enormous growth of the towns, and the
breaking up of the traditional tribal and family
structures.

Although the incidence trend of gororrhea
apparently has followed to some extent the
pattern of early syphilis, the disease is reported
to be from three to 50 times more frequent
than early syphilis. We have selected data from
several countries for the purpose of illustrating
reported recent trends (Figure 3 and Table 1).
There is a marked increase in most countries.
The increase appears to be worldwide, and
already seven years ago was reported to affect
60 to 65 million people (WHO, 1963), Increas-
ing incidence of gonorrheal complications,
particularly in women, has also been observed
{Rees and Annels, 1969; Loughlin, 1969). In
some areas of developing countries, prevalence
studies have shown gonorrhea and other ure-
thritis to be endemic, e.g., in parts of Africa
and the Far East (reports to WHO, 1960-1968).
In several developed countries, reported gon-
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FIGURE |-Reported primary and secondary syphilis 1950-1969. Yearly percentage
variations of incidence rates using 1950 as reference (100 %} if not otherwise indicated.
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orrhea is among the three most prevalent of the
comrmunicable diseases, e.g., in the Scandina-
vian countries, in England and Wales, and in
France; and it is probably number one in the
United States of America (O’Rourke, 1969). In
some urban areas of India, venereal disease is
second only to parasitic diseases in frequency
{Desai, 1969). Nongorococcal urethritis has
also become of increasing epidemiological as
well as diagnostic and therapeutic importance
in several countries, e.g., Britain (Willcox,
1958a; King, 1970}, France (Siboulet and
Egger, 1967), and the Federal Republic of
Germany (Meyer-Rohn, 1968). Trichomoniasis
and candidigsis are widespread, particularly in
patients with venereal disease, and conditions
such as genital herpes have received increased
attention. Finally, chancroid, lyvmphogranu-
loma venereum, and granuloma inguinale are
now reportedly rare in developed countries
while remaining a problem in some developing
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areas.

There are recognized limitations of mor-
bidity reporting of venereal diseases, and these
reflect underreporting rather than over-
reporting of new cases by physicians and/or
clinics to health authorities. Thus, in the
United States of America national surveys
undertaken in 1963 and 1968 obtained the
participation of more than 130,000, or 71 per
cent, of private physicians. The surveys showed
that possibly one-third of the cases of syphilis
and one-tenth of the gonorrhea cases they
treated were being reported (Cleere et af,
1967). The inadequacy of reporting can also be
gleaned from current statistics in some coun-
tries where surveys were not undertaken. Thus,
in Hungary in 1962 only two cases of syphilis
were reported in the morbidity statistics; but
during the same period 0.67 per cent sero-
reactors were diagnosed by mass screening,
through 634,508 serologic tests. This is
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FIGURE 2-Reported primary and secondary syphilis, 1960-1969.
Yearly percentage variations in incidence rates using 1960 as reference
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reported to correspond to an estimated 4,250
cases of syphilis (Foldvari and Karoli, 1964).
Notwithstanding these limitations, the
demonstrated fall and rise of syphilis and
gonorrhea during the last several decadesis be-
lieved to reflect, at a lower level, current true

epidemiological trends. On the whole, there
can be little doubt that syphilis is on the
rebound and that gonorrhea is rapidly in-
creasing in many areas, reaching epidemic
proportions in some developed and developing
countries.
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FIGURE 3—Reported gonorrhea 1950-1969, incidence rates per 100,000 population.
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THE CHANGING ENVIRONMENT

This rise in incidence of early syphilis and
notably in gonorrhea in recent years para-
doxically has occurred during a period when
important medical and public health progress
has taken place. But we must keep in mind that
during this period demographic, economic,
behavioral, and other perspectives of society
" have been greatly altered. A climate of opinion
has developed favoring sexual activities,
facilitating spread of sexually acquired
infections, and changing the ecology of these
infections as a whoile. The environmental
changes that have taken place have also
affected coilateral social problems, such as
addiction to drugs and afcohol.

More than in any other group of diseases,
the intensity of the epidemiological processes
in infection acquired by sexual activity
depends on the balance between the complex
human and environmental forces that facilitate
or restrain the spread of disease. We have
attempted to visualize these multiple inter-
dependent forces (Figure 4). Their shifting
aggregate weight in one period may drive the
epidemiological pendulum in the direction that
facilitates spread and high incidence, and in
another period, in the direction favoring
control and possible “eradication.” In the
following pages we have attempted to analyze
some of these forces in detail in relation to
demographic developments, socioeconomic and
behavioral changes, and medical and public
health aspects.
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TABLE 1-Reported cases of gonorrhea per 100,000 population, by country, 1966-1969: Northern, Middle,

and South America.

Country 1966 1967 1968 19698
Canada 107.1 105.3 108.4 128.2
Colombia 2004 243.3 218.3 148.6
Costa Rica 94.7 150,94 153.1 201.7
Dominican Republic - — 297.22 340.7
Fl Salvador® 150.0 137.0 206.9 202.7
Guatemala 76.7 80.82 77.38 94.8
Jamaica 1,9561 2,109.2 1,937.82 1,7719.5
Nicaragua 126.9 54.4 92.52 116.0
Panama 46.6 71.1 15.82 327
Paraguay® 35.0 43.5 50.0 63.3
Peru? 92.4 82.5 128.08 -
Trinidad and 'Fobag0° T35.5 475.4 896.0 883.9
United States of America 178.6 203.3 230.9 -
Venezuela® 397.5 429.1 466.4 -
Bahamas 3.6 62,7 35.0 58.4
Bermuda 302.0 456.0 472.0 4504
Canal Zone 119.6 135.7 144.6 B9.3
French Guiana 262.22 360.59 490.0¢ 666.7
Puerto Rico 108.2 94.9 34.0 104.5
St. Lucia 7748 444 B 193.5 4015.4

Aprovisional or incomplete data.
Reporting area.
CNot notifiable.

Demographic Developments

As a resull of rapid population growth,
increasing numbers of susceptible individuals
are exposed o the risk of infection.

The world population increased by
approximately 225 million during each of the
decades 1930-1940 and 1940-1950; the rise
was 500 million between 1950 and 1960; and a
further rise of 600 million will have taken place
by the end of 1970 (United Nations, 1967).
Furthermore, the young sexually active age
groups now represent a much larger proportion
of the population. At the same iime there is a
longer sexual life-span due to earlier maturity—
e.g., the age of the menarche in Great Britain
has fallen at a rate of 4.6 months a decade for
the past 100 years (Wilson and Sutherland,
1960)—and pessibly to the delay of the
menopause by gestogens and to increased
longevity in both sexes. This increased number

of susceptibles that have become available is
only one of many factors concerned in the
ecology of venereal diseases, as will be
discussed later.

The adverse influence of these demographic
factors on the prevalence and spread of
venereal disease is likely to increase in the
future, The only possible brakes have heen
considered to be family limitation and the
prevention, and possibly also termination, of
illegitimate pregnancies (Willcox, 1969).

Socioeconomic and Behavioral Developments

The factors concerned can be grouped
under three headings: (a) those leading to the
breaking of previously “closed”™ sexual circles,
resulting from increased population mobility,
and to greater opportunities for casual sexual
encounter; (b) increased promiscuity; and (¢)
ignorance. All are interwoven.
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FIGURE 4--Ecological Forces Affecting the Balance of Host/Agent Relationship in Syphilis and Gonorrhea.
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a) Increased Population Mobility

Industrialization and urbanization. Few
factors have changed our environment and
affected conditions of life as much as has the
immense technological progress, with rapid
industrialization and urbanization, charac-
teristic of the past decade. Industrial activity

increased by 50 per cent between 1956-1966 in.

some developed countries, and by as much as
200 per cent in some developing countries of
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the Americas in the same period (United
Nations, 1966). The majority of those who
have moved into urban areas are young people
(Loeb, 1960), and there is more female
employment than formerly. Thus, in the
United States of America the percentage of the
total population below 20 years of age living in
cities increased from 50 to 75 during the years
1950-1969 (Shiloh, 1969). New physical,
mental health, and social situations have arisen
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in urban, and to some extent also in rural,
areas, tending to facilitate sexual activity. The
greater frequency of venereal disease is now
more often referable to easy casual encounters,
promiscuous behavior, prostitution, and
homosexual practice in agglomerations of
people in rapidly growing urban centers
(Hooker, 1962; Asiyo, 1968) with influx from
rural areas.

All  occupational groups are now re-
presented among venercal disease patients in
some countries (Oslo Helseraad, 1968). In
industrial societies well-paid workers prevail
(Schofield, 1965; Juhlin, 1968a; Smithurst,
1969, Loughlin, 1969), a fact indicating that
affluence facilitates spread of these diseases.
This is in contrast to other countries where
more venereal disease is reported in deteri-
orated urban areas or slums among socially
disorganized groups with low socioeconomic
standards (Desai, 1969; USPHS, 1967). It is
clear that more systematic health education
efforts by health administrations, with
emphasis on prevention of disease, are needed
both in relation to city planning (Capifiski,
19665 Ragon, 1966; Amer J Public Health,
1968) and to expanding urban agglomerations,
as well as socioeconomic groups of low
standards in the Americas and in other regions.

Ttinergant populations. Migrating labor
groups have become characteristic of our times,
both within countries and within continents
(Vinikoff, 1964) as a result of urbanization,
industrialization, and economic development.
It has been shown in Europe that British,
French, and Swiss immigrants rarely impaort
venereal disease directly, but once they have
settled in the host country higher venereal
disease rates are found among immigrants than
in the home population (Lundt, 1963;
Switzerland, 1966; Martin-Bouyer, 1967;
Willcox, 1966; Bikerk, 1969). Problems of
housing, loneliness, language adjustment, race,
and so on, are involved. In other regions,
venereal diseases among migrating labor groups
have caused more immediate epidemiological
concern, e.g., the Mexico-United States border

problem to which a great deal of attention has
been paid in recent decades (American Social
Health Association, 1968).

Among the so-called “chronic™ itinerants
like seafarers, venereal disease has been shown
to be 16 to 20 times more common than in
land populations (Eng and Jensen, 1960; Guthe
and lds¢e, 1964). Not unexpectedly, infections
are frequently acquired abroad, in some
instances more than half, eg., in Britain
(Schofield, 1965) and France (1967). The
approximately one million men employed in
the overseas shipping industry and the
additional five million in deep water shipping
(Graz, 1968) suggest the increasing need for
international cooperation concerning the
health of seafarers in these relatively small
groups which are of such economic importance
in all regions of the world, not the least in the
Americas. In particular, improvements are
necessary in the practices set forth the Inter-
national Agreement of Brussels under the
administration of the World Health Organi-
zation. A recent study among 100 ocean-going
ships showed that only one carried the World
Directory of VD Treatment Centers at Ports
(CIRM/WHO, 1970).

Other high-risk groups, also occupationally
engaged in international travel, are drivers on
international routes, flight crews, journalists,
and commercial travellers (Bijkerk, 1969). Az a
result of widespread improvements in living
standards, great numbers of people are
involved. Tourism and international travel, for
reasons of business or national and inter-
national c¢onferences, exhibitions, etc., have
rezched unprecedented proportions, by all
media--whether by land, sea, or air—creating a
new atmosphere with increased opportunities
for sexual contact and increased probability of
acquiring venereal disease. Data from several
countiries indicate the extent of this problem.
For example, there is evidence that in 1966 1in
Sweden more than 20 per cent (Sveriges
Officiella Statistikk, 1967) and in the Nether-
lands more than 25 per cent (Bijkerk, 1968) of
the new cases of syphilis were acquired abroad,
exclusive of the import by seafarers. In 1968 in
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the United States of America contact in-
formation forms originated from, or were sent
to, 60 other countries around the world
{American Social Health Association, 1969).

As international travel further expands in
the era of the “jumbo jet,” its adverse
influenice on venereal disease control can also
be expected to increase. For this reason, the
need for more intensified and more rapid
international contact-tracing machinery will
become increasingly felt.

Finally, among mobile populations in-
herently exposed to changing environments,
mention must be made of the armed forces. An
eightfold increase in seroreactivity to syphilis
was recenily found in soldiers in a country in
the Americas, as compared to the rate found
on preinduction examination (Scarpari and
Zamperlin, 19635}, which suggests that
epidemiological case-finding in venereal discase
control can only succeed by better cooperation
between military and civilian health authorities
(Arya and Bennett, 1967; American Social
Health Association, 1969). The likelihood that
venereal disease rates will rise and epidemics
occur during actual war conditions is historical
(Giessing, 1956). This has recently been
confirmed in several “disturbed areas” of the
world. Under service conditions in the Far East
(Vietnam), venercal disease rates of some 280
per 1,000 annual strength have been reported
(Navy Times, 1967) and even higher rates over
shorter periods of time. In one military unit in
Korea, for example, a gonorthea rate
representing no less than 700 per 1,000 per
year has been experienced (WHO, 1970). More-
ovar, such situatjons facilitate the development
of the resistance of the gonococcus to anti-
biotics {(WHQ, 1970) and thereby may pose a
threat to other countries geographically
remote.

b} Widening of Sexual Circles by Increased
Promiscuity

During the postwar years, changing moral
and behavioral codes, the social, economic and
psychological emancipation of women, and

general economic affluence have increased
sexual promiscuity and contributed to what
some have called the ‘“sexual revolution”
(Time, 1966; British Medical Association,
1964, The Qbserver, 1968; Shiloh, 1969),

Change of attitudes. In many countries the
Victorian outlook on sexual comportment and
the “double standard” of the past have under-
gone changes in recent years. Social attitudes
to sex have become overtly permissive, and a
decisive shift has occurred in behavioral and
moral codes in countries previously considered
to have a paternalistic family pattern (Time,
1966, 1969; British Medical Association,
1964). Although reportedly there are
exceptions, e.g., continental China (Hai-Teh,
1966), such attitudes have led to more indis-
criminate behavior, both heterosexual and
homosexual, with consequent added diffi-
culties of contact-tracing and with more extra-
marital intercourse. For example, in a study in
India the percentage of married males among
cases of early syphilis varied between 17.0 and
68.5 (Desai, 1969), while in another in the
Netherlands at least 28 per cent were married
men infected by the married partner (Bijkerk,
1969).

Promoted by these changing attitudes,
promiscuity has received further direct en-
couragement from increased emphasis on sex in
the ever more influential mass media and in
advertising (Gagnon, 1964; Bowle, 1968).

Removal of restraining influences. At the
same time there has been a diminution of the
restraining influences of religion, family, and
public opinion—the latter being influenced by
more divorces, broken homes, and high
illegitimacy rates, and by a lessening fear of
venereal disease (with the availability of simple
effective treatments) as well as of pregnancy
{with the introduction of oral contraceptives
and intrauterine devices). Moreover, there is
the added risk from lessened use of the
condom which, unlike the “pill” and the IUD,
offers protection against venereal disease.
Finaily, there is the more tolerant attitude
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toward regulated abortion in some countries,
atthough this may vary somewhat from coun-
try to couniry and from region to region.
Thus, in sexual life—be it for personal
contentment or for family planning purposes—
the avoidance of having children has become
the responsibility of the female, while
previously the use of less relighle methods was
most often a male responsibility (Gagnon,
1949). It should be noted that there is evidence
that the removal of fear of pregnancy may
encourage sexual activity, promote multiple
sexusl contacts, and lead to more venereal
disease (Huxley, 1968; Cohen, 1970; Hewitt,
1970), particularly among the young (Jublin,
1968b; Juhlin and Liden, 1969). There is also
evidence of more direct side-effects of the use
of modern contraceptives. For instance, the use
of TUD’s may lead to acute pelvic disease from
salpingitis in females infected with gonococci
(Morton, 1968), and steroid pills foster C
albicans vaginitis (Catterall, 1966). An esti-
mated 17.5 million women in Western societies
are now ‘“‘on the pill” (Population Council,
1969)—1.5 million in Britain alone.
More than half of today’s world population
was horn after the Second World War and has,
to a varying degree, been exposed to the
removal of many restraining influences on
sexual behavior. Many say that health
education should affect significantly at least
the number willing to risk infection in the new
circumstances. We know, however, that health
education may not markedly change es-
tablished norms of behavior. For instance, the
increasing tobacco consumption in many coun-
tries bears witness to education’s limited direct
effect on the prevention of pulmonary cancer
by reduction of ciparette smoking. We also
know that promiscuous persons, when in-
formed of the dangers of venereal disease and
of side-effects of treatment, continue to
expose themselves. This is indicated by the
high incidence of repeated infections in the
same persons. On the other hand, it is
recognized that by dispelling ignorance it is
possible to induce many patients to seek
treatment earlier than would otherwise he the

case. It is less certain that we can impress some
with the value of discrimination in choice of
partners and of available prophylactic
measures. In this context it is relevant to note
that very high venereal disease rates are some-
times observed among the best educated (Arya
and Bennett, 1967).

High Risk Groups
a) Young People

The rising venereal disease rates in young
people of both sexes have attracted attention
in recent years. The relative increases in this
group have sometimes been significantly
gregter than for the population as a whole
{Rosenblatt and Kabasakalian, 1966). A WHO
study in nine different countries, among al] age
groups, showed that gonorrhea and acquired
syphilis in the group 15-19 years had—almost
without exception—an equal distribution of
reported disease among young females and
males, in contrast to older age groups. Studies
indicate that there is extensive promiscuity,
but the voung people concerned often have
educational and social problems (Laird, 1963;
Beigel, 1964; Ekstrém, 1964; Lourie, 1966;
Juhlin, 1968a, 1968b). Other studies have
shown a certain correlation in special groups
between venereal disease and other social
pathology, such as delinquency, illegitimacy,
and drug taking (British Medical Association,
1964; Nicol, 1964; Inghe and Inghe, 1967;
Rawlins, 1969), a fact indicating that venereal
disease is a symptom of “social disease™ in
problem groups (Serise ef al, 1964) of
urbanized societies in both developing and
developed industrial arcas (Asiyo, 1968) and
that the route of infection is from one group to
another (Karolyi, 1969). For example, primary
and secondary syphilis in a 14-year-old girl in a
county of the United States of America led to
the discovery of early syphilis in 17 individuals
of an average age of 10.1 years (USA, 1970). In
Brisbane, Australia, out of a small group of 11
females with early syphilis, eight were
teenagers (Smithurst, 1969) of lower socio-
economic status. Repeated infections are
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particularly common in such groups (Karolyi,
1969).

A companion phenomenon of today is the
high rate of venereal disease among some
university students. In developing countries,
e.g., in Africa and the Americas, some 25 to 30
per cent have been reported to be infected each
year (Arya and Bennett, 1967; Willcox, 1967).
But high rates also are reported in some
European welfare states, such as Sweden,
where 34 per cent of female student patients
attending a university student clinic had
gonorrhea (Juhlin, 1969). In Britain,
settlement problems of foreign students have
bheen found to be involved (Morton, 1966). It
stands to reason that during the “student
explosion” of recent years in several regions of
the world, climates are created that favor
spread of venereal infections (Juhlin, 1968b).
This has been described inter aliz during the
student manifestations in France in recent
vears (Le Monde, 1968).

Despite the contemporary emphasis on sex,
the level of knowledge of venereal infection in
the young is remarkably incomplete (Sweden,
1969; Dalzell-Ward, 1970), as shown in studies
in Britain (Schofield, 1965), in Sweden (Juhlin,
1968b), in France (Many el al, 1967), in
Hungary {(Farago, 1969}, and in same countries
in the Americas {e.g., United States of
America) (Josephson, 1969). Up to SO per cent
of those involved in these studies had little or
no knowledge of venereal disease. It would
seem that more attention should be focused on
effective health education as well as famity life
education (American Social Health
Association, 1968) and that both parental and
school responsibilities should be more ex-
tensively engaged (Brown, 1967). The first step
is to equip the teacher and to educate the
parents as to their duties in this respect (WHO,
1970). Particular attention should be paid to
risk groups (Brown, 1967), where stress should
be put on behavior aspects rather than on
moral problems (Dalzelt-Ward, 1969). The role
of the public health nurse and social worker in
cooperation with doctors, teachers, and youth
organizations in such educational programs is

of obvious importance (Szasz, 1969; Novotny,
1969). Finally—and surprisingly to some—there
is need for health education among the medical
profession concerning the control methods for
venereal diseases, as recently pointed out
{Webster, 1966). A close cooperation between
serologists and public health authorities has
thus shown some results in New Zealand
{Platts, 1969).

b} Patterns of Prostitution

In our current preoccupation with new
behavioral and environmental influences we
should, however, not overlook the need also to
appraise the more classical patterns of
prostitution and their role in the spread of
venereal diseases in modern times.

The United Nations Convention of 1959 for
the Suppression of the Traffic in Persons and
Exploitation of the Prostitution of Others (the
so-called Eleanor Roosevelt Convention), to
which most countries have subscribed, led to
the official suppression of brothels and
prostitution in the classical sense. But this
effort did not put an end to the “oldest
profession,” although the classical patferns
have to some extent altered. First, sale of sex
by women now often aims at obtaining extra
luxuries and consumer goods (French, 1966;
Hartmann, 1967), although some “‘bread and
butter” prostitution remains in both developed
and developing countries (WHO, 1968a).
Secondly, there has been a shift of methods:
motels, hotels, camps, bars, restaurants,
caravans, holiday beaches, exhibits, fairs, etc.,
are now active operation fields for sexual
encounter; and call-girls and car-prowling girls
have become established features of today’s
metropolitan life (Weyer, 1969). Thirdly, demi-
prostitutes, “luxury prostitutes,” and “good-
time” girls engaged in normal jobs now
compete with the professionals in the sex
market (Nicol, 1964). While periodic medical
examination and control of prostitutes
continues to be attempted in some developed
countries (e.g., Germany), this can apply to
only a fraction of those of epidemiological
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interest. The prevalence of venereal disease in
prostitutes, demi-prostitutes, and good-time
girls is therefore estimated to be relatively high,
with the estimates varying from 10 per cent to
as much as 90 per cent in different material
published (Willcox, 1958b; Wren, 1967). More
than 30 per cent of males named prostitutes as
contacts in studies in Thailand (Suthisomboon,
1965), 48 per cent in Holland (Bijkerk, 1969},
and up to 90 per cent in some countries in the
Western Pacific (WHO, 1968b). It is obvious
that epidemiological tracing of contacts and
sources of venereal diseases is complicated
under the circumstances and has not been
crowned with any great success nationally or
internationally.

A reorientation of outlook concerning
prostitution is being attempted in some coun-
tries (Sacotte, 1969; Weyer, 1969}. Thus the
Street Offences Act of 1959 in Great Britain
actually accepts prostitution in its widest sense,
if not causing a public nuisance. In the Federal
Republic of Germany, so-called “Eros™ centers
(for example in Hamburg) permit sexual
encounter without exploitation of the women.
Attempts to “get prostitution off the streets™
have also been discussed in other counirjes,
e.2., Switzerland (Journal de Genéve, 1968). It
is possible that the changing social attitude to
sex and the prevailing climate of opinion
concerning sexual behavior may lead also to a
reorientation in regard to recognition of
establishments for sexual encounter as part of
the ever-expanding “pleasure trade.”

¢} Male Homosexuals

The increasing role of male homosexuals in
the spread of syphilis has been much discussed
in recent years in Sweden, Denmark, France,
and Britain (Laird, 1962; Jefferiss and Willcox,
1903; Schmidi ef gi., i964; Durel and Pelierat,
1966; British Medical Journal, 1967; Racz,
1969; Neser and Parrish, 1969), while they are
less commonly identified in gonorrhea (Nicol,
1960; American Social Health Association,
1968). Homosexval contacts named by
infected persons may range from 10 to 90 per
cent, as reported in selected material (Price,

1969). A survey in Holland showed that almost
haif the patients with early syphilis were
homosexuals (Bijkerk, 1969). Each homo-
sexual can be extremely promiscuous in
different social strata, and in addition some
have heterosexual contacts; as a risk group,
therefore, they pose difficult epidemiological
problems (Racz, 1969). Some studies have
shown that homosexuals have five times higher
rates of reinfections than heterosexual patients
{Racz, 1969). It has been contended that the
recent legalization in some countries (in
Britain, for example, following the Wolfenden
Report of 1957) permitting homosexuality
between consenting adults may possibly
facilitate contact-finding (Bloch, 1964),

Medical and Public Health Aspects

It has been recognized that penicillin
therapy was an important cause in reducing the
incidence of early syphilis in the first decade
after the Second World War. But this could not
prevent the recrudescence of the disease,
despite the fact that penicillin has not lost its
treponemicidal power, that serologic diagnosis
has been improved (e.g., TPI, FTA), and that
new and more effective epidemiological
methods have come into use, such as re-
interview by trained investigators (Capifiski and
Urbanczyk, 1970), cluster-testing, preventive
treatment of contacts, etc. In the postwar
decade there was a widening use of penicitlin
for a multiplicity of medical conditions apart
from syphilis. There was also an increasing
misuse of this antibiotic in the population at
large. This is believed to have prevented many
syphilitic infections from arising in individuals
actually exposed to 7. pallidum, because of
antitreponemal penicillin levels in their blood
and tissues at the time of exposure, or to have
cured unsuspected early diseases—7. pallidum
being one of the most penicillin-sensitive
microorganisms known. .

This “happenstance™ preventive effect of
penicillin has been quantitatively estimated to
have contributed fo the sharp decline in the
incidence of early syphilis {Schamberg, 1963;
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Danehower and Schamberg, 1963) after 1950.
Conversely, during the recrudescence period of
syphilis after 1957-1958, there has been a
significant diminishing of this preventive effect,
resulting from its more prudent use because of
the allergic side-reactions ohserved, and from
the availability of other antibiotics less
treponemicidal than penicillin.

Previous chronic suppressive metal therapy
in syphilis patients often resulted in prolonged
infection-immunity and long-standing sero-
reactivity. In contrast, adequate penicillin
therapy, with apparent cure of early syphilis,
usually rapidly suppresses the immunity-
producing mechanism in the individual. As a
consequence, resistance to reinfection becomes
of relatively short duration and *‘ping-pong”
and “‘repeater” syphilis have been observed
much more frequently in the penicillin era than
after metal therapy. Reinfection rates in clinic
patients now range from 1.6 to 8.2 per cent
(Degos and Ebrard, 1957; Jefferiss and Willcox,
1963; American Social Health Association,
1968). These factors have contributed to the
recrudescence of early syphilis in the present
decade.

It has been suggested that acquired
immunity resulting from untreated or
inadequately treated infection in one gener-
ation and absent in the next may affect the
number of susceptibles available and that this
may play a role in the “cyclic” variations
observed in the incidence of syphilis (Haustein,
1927). From a world standpoint, however, it is
probably more important that the extensive
WHO-assisted mass penicillin campaigns against
childhood yaws throughout the tropics in the
last 20 years have created millions of new
susceptibles to syphilis, due to the loss of
pratective cross-immunity from yaws possessed
by the previous generation (Guthe and Idsde,
1968).

Concerning gonorrhea, penicillin  (and
possibly streptomycin) therapy contributed to
the somewhat reduced incidence of this disease
during the first postwar decade, but not to the
same extent as in the case of early syphilis. The
substantial reduction of complications in male

gonococcal infections was, however, con-
spicucus. In this period the unknown
“penicillin  fall-out”™ may have had a less
preventive effect in the population at large
than in the case of syphilis, since the
gonococcus 15 less sensitive to penicillin than is
the treponeme, and gonorrhea has a much
shorter incubation period than syphilis. The
subsequent development of resistance to
penicillin and some other antibiotics of
circulating strains of Neisseria gonorrhoeae in
several areas of the world is another factor in
the increased incidence of the disease, par-
ticularly in high promiscuity areas (e.g., parts
of the Far East}, where one in three cases may
fail to respond to large doses of penicillin
(WHO, 1970).

Questions are also being posed as to
whether both syphilis and gonorrhea are be-
coming “milder,” less obvious diseases under
antibiotic impact (Willcox, 1969). But the
easy, rapid, effective, and relatively sefe
individual antibiotic therapy both in syphilis
and gonorrhea contributed to the changing
climate of opinion concerning sexual behavior
and venereal diseases. Previous fear of syphilis
and gonorrhea as dangerous diseases (Kinsey et
al,, 1948, 1953) waned (Catterall, 1964; British
Medical Association, 1964; Juhlin, 1968a); the
public assumed an attitude of unconcernedness
(King, 1970); and doctors and health adminis-
trations were Iured into indifference
concerning the need to maintain adequate
contral facilities in view of the falling incidence
a decade earlier (Rozina and Chaica, 1969;
WHO, 1953, 1954, 1963). Only recently is
there indication of renewed interest in the
venereal disease problem (WHQ, 1968a,
1968b). The selection of venereal diseases as a
discussion at this Conference concerning the
Americas is an encouraging sign in this respect.

Ambulant treatment of venereal diseases is
now undertaken in many countries, not only
by recognized specialists and in clinics, but also
by general practitioners. Failure by the lattey
{and by laboratories) to cooperate with the
health authorities concerning epidemiological
efforts is yet another cause of the upsurge of
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infectious syphilis and gonorrhea (Degos and
Delzant, 1963; Curtis, 1963; Adams, 1967).
Thus in Sydney, Australia, in 1965 it was
estimated {Adams, 1967) that only 9.1 per
cent of the total cases of venereal disease
treated by private doctors were reported to the
health authorities, Tn 1967, in the United
States of America, 37.8 per cent of all cases of
syphilis reported to the Public Health Service
originated from private doctors. A similar
situation is encountered in Central and South
America.

In many countries public health legislation
has in the past provided for special activities
against venereal disease. However, conditions
considered to be “venereal” often differ, and
stages of disease are differenily defined in
different countries; moreover, free examination
and treatment facilities are not always provided
to the same extent, and official provision for
epidemiological contact-finding to assist private
doctors varies widely. But with or without
special legislation, the upward or downward
epidemiological trends of syphilis and
gonorrthea are apparently affected in a similar
way in different countries at about the same
time (Willcox, 1964).

SUMMARY AND CONCLUSIONS

We have attempted in this symposium to
appraise the climate of opinion in which a
rising trend of syphilis and gonorrhea--and
possibly also of other infections acquired
sexually—has taken place in the past decade
and apparently continues to take place in spite
of the national and international measures that
have been applied. We have endeavored to
assess the major interlocking forces concerned
in the spread of infection in rapidly changing
environments in developed and developing
countries. We must conclude that these rapid
changes have created new behavioral and social
attitudes with consequent risks of more disease
being acquired by sexual activity. Although
important medical and public health develop-
ments have taken place in the same period,

these have been outbalanced by other multiple
environmental forces which facilitate the
spread of venereal disease, the adverse effects
of which, being beyond the control of the
physician, are likely to continue in the future.

Medical and public health services have to a
varying degree failed to meet the present
disturbing situation. The adequacy, or rather
inadequacy, of these services in the future must
be considered in relation to the needs
anticipated. To curb the rising incidence,
health administrations must provide more
trained personnel and facilities not only for
free diagnosis and treatment but also for
applying existing and improved techniques of
case-finding (including epidemiological contact-
tracing) and “‘risk-group” screening much more
actively than now, Intensified health education
and family life education need to be provided
for the young with a view to prevention, and to
ensure that those infected can quickly obtain
treatment.

Above all, intensified research is required on
many problems, particularly in the biochemical
and immunological fields. It can now be hoped
that this might lead not only to a simplified
serologic screening test for gonorrhea-the
absence of which in a large part accounts for
the runaway rise in its incidence as compared
to syphilis—but also perhaps ultimately to an
immunizing procedure against treponemal
diseases such as syphilis. Research in these
areas is now advancing along rational lines in
the United Kingdom, the United States of
America, and Poland.

Progress cannot be made against these
diseases without interdisciplinary cooperation:
cooperation of the venereologist with those in
other fields of medicine (e.g., obstetricians,
gynecologists) and with the general practi-
tioner; cooperation of these with the public
health workers and eptdemiologists;
cooperation with the research worker; cooper-
ation of all of these with the teacher, health
educator, and social worker: and cooperation
with voluntary agencies concerned with the
young. Such cooperation must be forthcoming,
not only at the patient and institution level,
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but also on an interstate and national basis.
One may also ask if an improved climate of
opinion favoring such cooperation inter-
nationally may also gradually develop, in
recognition of the fact that epidemiological
communications and investigations are now
required between countries in approximately
half of the reported cases of syphilis and in
many more of gonorrhea.

The supreme importiance of transfrontier
cooperation is illustrated by a recent report of

4 Californina prostitute with secondary syphilis
who kept a diary. Tt was found that among
some 310 males who were involved as contacts,
168—all long-distance truck drivers—were
traced. This threat of spread of discase
extended over 34 U.S. states, Canada, and
Mexico. This epic of epidemiology was written
by a staff reporter and improbably appeared in
a periodical seldom seen by physicians, namely
The Wall Street Journal (1970})—presumably
because it concerned interstate commerce!
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THE PROBLEM OF VEMNEREAL DISEASES
IN THE AMERICAS

Dr. Alvaro Llopis!

INTRODUCTION

After the decrease in venereal disease inci-
dence observed in the years following World
War 1II, the recrudescence that commenced
toward the end of 1950 in all regions of the
world again focused the attention of public
health authorities in most countries o the
health problems posed by syphilis and gonor-
thea.

Reflecting this general concern, in October
1965 the Pan American Health Organization, in
cooperation with the United States Public
Health Service, organized a seminar for 40
experts from 25 countries and territories of the
Hemisphere, most of them directors and chiefs
of departments in the health ministries. The
purpose was to exchange ideas and experience
in regard to the venereal disease problem, to
discuss methods of control, and to direct the
attention of Governments to the prevailing
situation and the necd to develop control
programs.

Since that time the countries” interest in the
problem has grown, as evidenced by their
requests for PAHO assistance in the form of
fellowships for study of laboratory techniques
and control methods abroad, national courses
and projects at the country level, and advisory
services and program evaluation,

Another indication of the renewed interest
is the increasing number of countries parti-

IRegional Adviser in Epidemiological Surveillance,
Department of Communicable Diseases, Pan American
Health Organization, Washington, D.C.

20

cipating in the evaluation of the proficiency of
laboratory tests which is conducted each year
by the WHO International Reference Center for
the Serology of Treponematoses, at the U.S,
Center for Disease Control in Atlanta, Georgia.
Seven countries participated in 1963, while 18
took part in 1969.

The selection of the topic “Venereal
Diseases as a National and International Health
Problem™ for the Technical Discussions at the
XVIIl Pan American Sanitary Conference
clearly reflects the Governments’ great concern
over the problem and their desire to ascertain
the facts and to find solutions.

Venereal diseases are widespread in all coun-
tries of the world, and while it is generally
recognized that they constitute a major
problem, their true magnitude is not known.
The various attempts made to study them in
different regions point up the gaps in our
knowledge of their extent and importance.

The main difficulties stem from incomplete
and deficient case-reporting and lack of unifor-
mity in the reporting and registration systems
in the different countries and even within the
same country.

The obtaining of comparable statistical data
on incidence and prevalence is thus a problem
in itself, and authorities have been obliged to
resort to estimates to gain an idea of the
situation.

Guthe and Hume, in 1948, estimated that
each year there were at least 2 million new
cases of syphilis acquited by venereal contact,
and that the annual prevalence was as high as
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20 million in the world population over 15
years of age.

Taking into account population growth
since 1948, the changes in factors influencing
the spread of the disease, and the pattern of
increasing incidence observed in all parts of the
world since the late 1950°s, the annual inci-
dence of new cases of syphilis in the 1960’s can
be estimated at not less than 3 million, and the
prevalence at 30 million cases.

Using the same type of calculation, it can
conservatively be estimated that we are entering
the 1970’s with an annual incidence of 4
million cases of early syphilis, of which
370,000 will occur in the Americas.

Annual gonorrhea incidence can be calcu-
lated by using as a basis the world incidence of
syphilis and the ratio of cases of syphilis and
gonorrhea that seek medical treatment, which
shows that for each case of syphilis there are
four of gonorrhea. Accordingly, the annual
incidence of gonorrhea would have been 12
million in the 1960°s, and we can expect 16
million at the beginning of the present decade,
with 1.5 million cases in the Americas.

A study of the problem based on reported
cases of venereal disease since 1950 shows that
infectious syphilis has increased in many coun-
tries, has remained at about the same level in
others, and diminished in some.

The increase in gonorrhea has been much
more widespread, with the disease reaching
epidemic proportions in some countries.

Chancroid, lymphogranuloma venereum,
and granuloma inguinale appear to be less
important, while nongonococcal urethritis, in
those countries in which it is distinguished from
gonorrhea, is more prevalent.

A world survey made by WHO in 1962
showed that 76 of the 106 countries (72 per
cent) reported a steady increase in the inci-
dence of early syphilis. Of the 106 couniries,
21 were in the Western Hemisphere and 15 of
them reported an increase.

The situation revealed by this survey has
continued; and even though around the mid-
1960°s some countries (France, Italy, the
United Kingdom, and the United States of

America) reported a new decrease, this trend
did not continue in most of them and the curve
has tended to level off.

In the Americas, nine out of 12 countries
responding to a PAHO questionnaire in early
1970 reported either an increase or no signifi-
cant change for the period from 1960 to 1967,
1968, or 1969,

Gonorrhea has increased even more marked-
ly than early syphilis. A similar survey con-
ducted by WHO in 1961 showed that 53 out of
111 countries {48 per cent) reported a steady
increase from 1950 to 1960. In the Americas,
in 11 out of the 21 countries (52 per cent) the
same trend was observed and it has not been
reversed since then.

In the 1970 survey, 13 of 24 countries in
the Americas reported an increase,

There can be no doubt that we are witnes-
sing an upswing of syphilis and gonorrhea in an
important number of the countries that have
adequate reporting systems, and it can be
assumed that the same is occurring in countries
where the reporting is deficient.

THE VENEREAL DISEASE PROBLEM
IN THE AMERICAS

In order to gain an over-all picture of the
venereal disease problem in the Hemisphere, all
countries and territories were asked to com-
plete a questionnaire. The information obtained
formed the basis for the present study. In some
cases, however, it was necessary to complete
this information with data deyived from the
countries’ regular reports to the PAHO/WHO,
or to estimate rafes using population estimates
of the United Nations.

All countries and some territories replied to
the questionnaire, but since the data from most
of the latter were incomplete, the study is
limited to the 26 countries.

There are, of course, gaps in the information
provided; it is not always comparable; and in
some cases the questionnaire replies do not
agree with data previously reported to PAHO.

Because of these deficiencies in the basic
information, the over-all description must be
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vicwed with caution and no definitive conclu-
sions can be drawn. Despite these inadequacies,
however, the data collected can be used to give
a general idea of the situation.

Information from Brazil for the period
1965-1969, appearing in Table 1, is only for
municipalities of state capitals.

Recorded Morbidity for Syphilis—All Stages

Tables 2 and 3 show cases of syphilis, all
stages, and the rates per 100,000 population in
25 countries, for 1950 and 1960 to 1969.

The rates for all stages of syphilis are in
general much higher than those for early
syphilis, and in many countries the great
difference results from the fact that many of
the reported cases are discovered and diagnosed
through serologic tests.

In 1969 the overall rate for syphilis per
100,000 population was 11.0 in Canada and
45 4 in the United States of America; in Middle
America, the highest rate was 2422 in El
Salvador, and lowest, 13.7 in Panama. The
Dominican Republic had the highest rate
{330.3) for both the Caribbean islands and the
Hemisphere, and Cuba had the lowest (7.2). In
South America the rate varied from 98.8 in
Venezuela to 8.0 in Bolivia.

Data are available for 1950 from 18 out of
25 countries (Bolivia, Canada, Colombia,
Dominican Republic, El Salvador, Guatemala,

Guyana, Haiti, Jamaica, Mexico, Nicaragua,
Panama, Paraguay, Peru, Trinidad and Tobago,
United States of America, Uruguay, and Vene-
zuela), and from 16 countries for the period
1950-1960. The drop in the rates ranged from
97 per cent in Panama to 20 per cent in Haiti.
Only those for Trinidad and Tobago and
Uruguay rose, by 203 per cent and 12 per cent,
respectively, in that period.

Although the downward trend continued
between 1960 and 1969, it was not so gener-
alized. Of the 25 countries, 17 (Argentina,
Barbados, Canada, Chile, Costa Rica, Cuba,
Dominican Republic, FEl Salvador, Haiti,
Honduras, Jamaica, Mexico, Panama, Paraguay,
Peru, United States of America, and Venezuela)
reported lower rates. The greatest decrease was
in Jamaica (80 per cent) and the smallest in
Venezuela (6 per cent). In eight countries
{Bolivia, Colombia, Ecuador, Guyana, Guate-
mala, Nicaragua, Trinidad and Tobago, and
Uruguay) there was an increase, varying from 1
per cent in Nicaragua to 82 per cent in
Uruguay. In Costa Rica, where data are avail-
able only from 1962, a decrease of 16 per cent
was recorded between that year and 1969.

The foregoing data—with all their limitations
as to reliabilily and the variations in efficiency
of case-finding and detection of early cases—
would indicate that even though the decline
observed between 1930 and 1960 continued

TABLE 1--Brazil: Cases of venereal disease in the municipalities of state capitals, reported to the health

authorities, 1965-1969.

Year

Disease 1963 1966 1967 1968 1969
Syphilis, all forms 11,718 8,603 . 6,759 .
Syphilis, priinary and secondary 2,i23 2,847 2,469 2,798 1,881
Syphilis, early latent 804 284 250 691 197
Syphilis, late 1,344 909 751 1,062 461
Syphilis, congenital 283 181 B2 556 53
Gonorrhea 13,337 13,254 9,707 13,849 6,176
Chancroid 2,811 2,856 2,409 3,483 2,119
Lymphogranuloma venereum 793 624 606 590 483
Granuloma inguinale 190 128 25 32 14

. .. Data not avaitable.
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over the next decade, it was not as general or as
marked.

Recorded Morbidity for Early Syphilis

Early syphilis (primary and secondary), in
addition to representing the infectious stages of
the disease, also constitutes recently acquired
syphilis. Hence the rate for early syphilis is the
best indicator of incidence, even though it is
subject to the effects of variations in number of
cases diagnosed and reported.

Seventeen countries had data available for
1968 or 1969 (Table 4). In Northern America
the rate per 100,000 population was 4.4 in
Canada and 9.4 in the United States of
America. In Middle America, the highest rate
(70.2) was recorded in El Salvador and the
lowest (3.5) in Guatemala. In the Caribbean
area, Jamaica and Trinidad and Tobago had
similar rates (294 and 31.8, respectively} and
Cuba recorded 2.7. Tn South America the rates
ranged from 2.1 in Argentina to 72.5 in
Uruguay.

Figures for 1950 were available from only
seven countries (Canada, Colombia, Guyana,
Mexico, Trinidad and Tobago, United States of
America, and Venezuela). From 1950 to 1960,
all showed a decrease, ranging from 43 per cent
in the United States to 98 per cent in Guyana,

In contrast, in the 13 countries for which
the rates for 1960 and 1969 can be compared,
the decrease was not peneralized. Eighi coun-
tries (Canada, Colombia, Ecuador, Guyana,
Trinidad and Tobagoe, United St@es of
America, Uruguay, and Venezuela) recorded
marked increases ranging from 2§ .8 per cent in
Trinidad and Tobago to 5 per cent in Colombia.
In the five countries in which there was a
decrease (Argentina, El Salvador, Jamaica,
Mexice and Peru), the sharpest drop was in
Argentina (90 per cent) and the smallest in
Jamaica (3 per cent) (see frontispiece in this
volume).

The change in the trend for early syphilis
from 1950 to 1960, and from 1960 to 1969,
and the predominance of countries in which the
rates showed an increase, support the assump-

tion that we are witnessing a recrudescence of
the syphilis problem, due to a rise in incidence.

Despite the increase shown in a comparison
of rates for 1960 and 1969 in the United States
of America, the upward trend that began in
1959 reversed direction in 1965. In 1969 the
reversal continued, the rate for that year being
74 per cent under that for 1968. No other
country in the Hemisphere shows this phe-
nomenon so clearly, and it could be attributed
to the renewal or intensification of the control
programs in that country.

Recorded Morbidity for Early Latent Syphilis

The rates for early latent syphilis in 1968 or
1969 varied from 0.8 in Cuba to 84.2 in El
Salvador (Table 4.

In five countries (Colombia, Guyana,
Mexico, United States of America, and Vene-
zuela) the information for 1950 and 1960
reveals a decrease in the rates, ranging from 74
per cent in the United States to 34 per cent in
Guyana, while between 1960 and 1969 only
Jamaica, Mexico, and the United States had a
decrease, amounting to 55, 87, and 24 per cent,
respectively. All other countries with data for
those years (Colombia, Ecuador, El Salvador,
Trinidad and Tobago, and Venezuela) showed
increases, ranging from 8 per cent in Venezuela
to 166 per cent in Colombia. This change in the
trend in the two periods seems to confirm the
increase in recently acquired syphilis.

Identification of early latent syphilis is made
atmost entirely as a result of serologic tests, and
the rate therefore depends on the tests that are
made. Despite this fact, the trend in the rates of
early latent syphilis is an indicator of the
prevalence of the first period of latency of the
disease, which is the result of the incidence of
two to four years earlier. For this reason, it also
reflects failure to detect cases in the early
stages.

The ratio between early syphilis and early
latent syphilis, expressed in terms of the
average number of early syphilis cases for each
case of latent syphilis, constitutes an index of
efficiency in the detection of infectious cases.



TECHNICAL DISCUSSIONS a WORKING DOCUMENTS

26

-Apnis s1y} o] Aferoads paredard arreuuonsonb woxy meg,

LAl 69T 91 o1t $09 95t 8’86 eonzaus g
T'0 95T A ST 6601 AenSnin
0L 80¢ 6 ) £8 58I nrag
£'C T'te 0c LT VLT L 6L AenSezeg
&1 _w_._dhﬂU
0 L1g £0 '8 ¥ 8t 6'9T TopeEnyy
£8 2 80 e 6'1¢ 1T 6’65 EIQUID[O))
et M)
10 L 08 ElAnIOg
90 9te 00 e 1oc eunualsy
DLIBUL YIROS
g€ S0F8 £0 °0€ Al BIE [ 03eqo], pue PepIULLL,
PT TLYT'T §0 L's 102 P 6C LSS BOTEWEf
€L 185 §0€ Breg
S T'E0¥ £0E€E orgnday uestuTwog
10 67 70 el 80 Lz 'L BqN)
Y ] 9°0#1 sopeqIeq
SPUDIS] uDaqQqLIny
L'TE 51 LEl BUiEURq
8’9 PILT 0 Fét §E L6y gL BNGRIROIN
0 0T 0 6’8 £F 0oz COIXIW
16l 6081 T0 viv [T 969 8'08 SeInpluoH
(VA 36 0 0’01 £r SE PEe E[EUIIIENL)
b o varl 21 £68 A 4] 0L (A4 JoprALeS [
Tt 661 £F9 BOTY E}S0))
DoMUY SIPPIR
§0 e9t o1 6'9C L 6 |4 V'sn
- LRTAR 0 vy 0’1t EPEUE])
BNLIULF ULDYILON
PIOIDURYD BOYIINILOD) sigdAs sSIIyd AS jue)B| SIEYdAs sTigdds sadeis ju Anunod
Enuadue) 21e] pus 1uae] Apex sipqd Ag
stpiyd As aye| Apey

+ 6961 ¥0 2961 ‘Anunos Aq ‘wonemndod pp0‘g0T 3od ‘saseasip [Ealauaa Jof 03Bl AIpIqIoN—+ JTAVI



LLOPIS w VENEREAL DISEASES IN THE AMERICAS 27

Recorded Morbidity for Late Syphilis and Late
Latent Syphilis

The rate per 100,000 population for late
and late latent syphilis is an indicator of the
prevalence resulting from infections occurring
five to 20 years carlier; and in general, because
of the lack of notification of symptomatic late
syphilis, the majority of the cases included are
due to late latency and, accordingly, are much
affected by the number of serologic examina-
tions carried out.

Data are available for 1968 or 1969 for 13
countries (Table 4). The highest rate was
recorded by El Salvador (59.3) and the lowest
by Cuba (1.3).

From 1950 to 1960 the rates dropped in all
countries for which data are available (Colom-
bia, Guyana, Mexico, Trinidad and Tobago,
United States of America, and Venezuela), with
the sharpest decrease in Trinidad and Tobago
(69 per cent) and the smallest in Guyana (12
per cent).

From 1960 to 1969 the rates rose in
Ecuador (180 per cent) and declined in Colom-
bia (50 per cent), Mexico (58 per cent),
Trinidad and Tobago (40 per cent), United
* States of America (41 per cent), and Venezuela
(68 per cent)} (Table 5).

Recorded Morhidity for Congenital Syphilis

In Northern America the rates for congenital
syphilis per 100,000 population were 0.2 in
Canada and 1.0 in the United States of America
(Table 4).

In the Caribbean area, the rates were 0.2 for
Cuba and 0.5 and 0.3, respectively, for Jamaica
and Trinidad and Tobago.

In Middle America the highest rate was
recorded in El Salvador (1.6) and the lowest in
Honduras and Mexico (0.1).

In South America, the rate in Argentina was
less than ¢.1; in Ecuador it was 0.3; in
Colombia, 0.8; in Urupuay, 1.4;in Venezuela,
1.6;and the highest was in Paraguay, 2.0.

Five countries {Canada, Colombia, Trinidad
and Tobago, United States of America, and
Venezuela} submitied data permitting com-

parison of the 1960 rates with those in 19350,
and all recorded decreases, ranging from 87.0
per cent in Canada to 39 per cent in Venezuela.

The decrease in congenital syphilis rates
appeared to be continuing between 1960 and
1968 or 1969, even though the prevalence
remained relatively high in some countries,
especially taking into account the fact that the
reported cases most probably reflect only a part
of the problem.

Five countries furnished age-specific mor-
bidity rates for congenital syphilis (Colombia,
El Salvador, Jamaica, United States of America,
and Venezuela). Colombia’s rate for the age
group under one year decreased from 8.8 to 7.0
from 1963 to 1967; while in the United States
it rose from 5.0 to 8.8, even though in both
couniries the rate for all age groups decreased.
The increase may be attributed to improved
diagnosis, or to an increase of the disease in
pregnant women or deficiencies in the maternal
and child health programs.

The rates for the age groups 10 years and
over dropped 55.2 per cent in the United States
of America over the period 1960 to 1968 or
1969, and since cases in persons over one year
of ape reflect incidence 10 or more years
earlier, the observed decrease is an indicator of
the changes in the situation before 1950 and
from 1950 to 1960.

Syphilis Mortality

Death rates from syphilis depend on the
prevalence of the disease, the promptness of
treatment of early cases, and the diagnosis of
syphilis as the cause of death. Table 6 shows
the death rates for 1950 and for 1960-1969.

Mortality figures are not available for
Guyana, Haiti, and Panama, and comparable
data for 1950 are lacking for Cuba, Honduras,
and Peru.

A comparison of the rates for the most
recent year (1967, 1968, or 1969) for which
mortality data are available shows that in
Northern America, Canada reported a rate of
0.4 and the United States of America, 1.2. In
Middle America, Mexico and El Salvador
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reported the highest rates (0.5 in both) and
Guatemala and Nicaragua, the lowest (0.1). In
the Caribbean area, the rate varied from 3.2 in
Jamaica to 0.5 in Cuba. In South America,
Paraguay reported the higest rate (3.5) and
Ecuador the lowest (0.7).

In most countries the decrease in syphilis
mortality from 1950 to 1960 continued
between 1960 and 1969.

Figure 1 shows the trend in death rates for
the three regions of the Hemisphere,
1956-1967.

Infant Mortality from Syphilis

Mortality rates from syphilis per 100,000
live births, for 1969 or the most recent year for
which data are available, show that Paraguay
recorded the highest (97.0) in 1968, No infant

deaths from syphilis were reported in Barbados,
Canada, Costa Rica, and Trinidad and Tobago
in the last year for which data were reported.

Only Barbados and the United States of
America presented data comparable for 1950 or
1951 and 1960. Both countries showed a
decrease, 95 per cent in Barbados and 88 per
cent in the United States.

For the period 1960-1969, five countries
recorded a rise in infant mortality from
syphilis, with the preatest increase recorded in
the Dominican Republic (173 per cent} and the
smallest in Colombia (66 per cent). The
sharpest decline was in Mexico (70 per cent).

The foregoing data suggest that, despite the
downward trend, infant mortality from syphilis
continues {0 be a problem in many countries,
reflecting the deficiencies in maternal and child
care programs.

FIGURE 1-Deaths from syphilis per 100,000 population in the three regions of the

Americas, 1956-1967.
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Recorded Morbidity for Gonorrhea

Gonorrhea continues to increase in inci-
dence, reaching epidemic proportions in some
countries and constituting the principal
venereal disease problem in many areas.

In 1969, or the most recent year reported,
for each reported case of early syphilis there
were 73 cases of gonorrhea in Jamaica, 29 in
Canada, 23 in the United States of America, 16
in Argentina, 10 in Colombia and Mexico, 8 in
Ecuador, 6 in Peru, 3 in Nicaragua, and 2 ¢ach
in El Salvador, Honduras, and Uruguay.

The rates per 100,000 population in
Northern America were 128.6 in Canada and
263.2 in the United States. In Middle America,
they ranged from 199.2 in Costa Rica to 20.2
in Mexico. In the Caribbean area the highest
rate (2,147.2) was recorded in Jamaica, and the
lowest (2.9) in Cuba. In South America, the
range was 269.5 in Venezuela to 5.0 in Bolivia
(Tables 4 and 7, Figures 2 and 3).

The trend from 1950 to 1960 was down-
ward in 10 countries (Bolivia, Canada, Costa
Rica, El Salvador, Haiti, Mexico, Panama,
Trinidad and Tobago, United States of
America, and Venezuela). The sharpest decline
was in Bolivia (94 per cent} and the smallest in
Haiti (20 per cent). In five countries {Colombia,
Dominican Republic, Guyana, Peru, and
Uruguay) increases in the rates ranged from 161
per cent in the Dominican Republic to 16 per
cent in Peru.

In 11 countries (Argentina, Barbados, Domi-
nican Republic, Guyana, Haiti, Honduras,
Jamaica, Mexico, Panama, Peru, and Uruguay),
the rates for gonorrhea in 1969 were less than
in 1960. The decrease ranged from 62 per cent
in Mexico to 0.4 per cent in Uruguay.

In the same period, 12 countries (Bolivia,
Canada, Colombia, Costa Rica, Ecuador, El
Salvador, Guatemala, Nicaragea, Paraguay,
Trinidad and Tobago, United States of
America, and Venezuela) recorded an increase.
The greatest increase was observed in Ecuador
and the lowest in El Salvador.

These figures indicate that the problem of

gonorrhea is out of control and that a con-
certed effort must be made to find solutions.

Other Venereal Discases

Tables 8, 9, and 10 show the reported cases
of granuloma inguinale, lymphogranuloma
venereum, and chancroid i 1950 and
1960-1969.

Granuloma inguinale is relatively rare and in
general is on the decrease. In 1969 the largest
number of cases {168) was reported by Colom-
bia.

The same trend is observed in regard to
lymphogranuloma venereum, even though the
total number of cases is somewhat higher.
Reported cases were highest in the Dominican
Republic (722).

Chancroid, on the other hand, still consti-
tutes a problem. In 1969 the rates ranged from
75.1 in Honduras to 0.1 in Bolivia and Uru-
guay.

In 1969 the highest ratio of chancroid cases
to each reported case of early syphilis (0.5) was
recorded in Venezuela and in El Salvador. The
ratio in Honduras in 1967 was 1.2,

CONTRIBUTORY FACTORS IN THE
RECRUDESCENCE OF VENEREAL DISEASES

The worldwide recrudescence of venereal
diseases has occurred despite the efficacy of
modern control techniques and the availability
of treatment that is both effective and casily
administered.

It is essential to identify the causes of this
apparent paradox so as to organize, or accel-
erate, national control programs based on the
elimination or reduction of the factors respon-
sible for or contributing to the incidence of
venereal diseases. In view of the importance of
these diseases as a health problem and their
impact on society, such programs should be
developed on a systematic and continuing basis.

The present paradox—involving an increase
instead of a decrease in incidence, in spite of
the effective treatment available—has come
about in a changing environment characterized
by:
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® The growth and greater rapidity of com-
munications both between and within coun-
tries, with more frequent travel for cultural,
commercial, and tourist purposes, which has
favored the spread of contacts and venereal
diseases, these bheing no longer confined to
limited areas;

¢ Increased urbanization and industriali-
zation, in both the developed and the develop-
ing countries, with the consequent maobility of
population groups attracted by urban life and
new sources of employment within one country
and between different countries;

¢ High birth rates with a great increase in
the young population, this being limited in
some countries by family planning and popula-
tion control;

* High population density in certain areas,
resulting in overcrowding and a process of
homogenization of ideas and cultures, espe-
cially among the voung, who change traditional
ideas and values without fully replacing them,
which in turn gives rise to the coexistence of
different groups governed by different values
and cultural standards within the same com-
munity.

In this changing scene, epidemiological and
social factors favoring the spread of venereal
diseases are intensified, while at the same time
the effectiveness of medical action has lessened
the fear of these diseases as well as reduced
immunity to reinfection, thus further contri-
buting to their spread.

On the other hand, the rise in incidence has
broughi about an increased demand for control
services which is not being adequately met by
the health authorities.

In this general framework, various factors
influencing the present situation stand out.
These may be grouped into behavioral factors
and medical and public health factors.

1. Facters Related to Changing Behavior
Patterns

Venereal diseases are typical of the so-called
behavioral diseases; they continue to spread,
despite the adequate control methods and
treatment available, because they are rooted in
individual and community behavior.

With human conduct playing a predominant
role in these diseases, they are closely inter-

related with intellectual, emotional, economic,
and seciocultural patterns. Although the effects
of these influences on the disease incidence and
spread have long been known, few studies have
been made to pinpaoint the relative importance
of each of them, and even fewer to point out
ways of controlling venereal diseases by bring-
ing about modifications in behavior.

The changing environment that characterizes
the present situation constitutes the ecological
background to venereal diseases, in which one
or more of the factors influences the balance
that can inhibit or facilitate transmission.

The elements most frequently cited as con-
tributing to changes in sexual behavior are
increased promiscuity, varying sexual habits,
increased sexual activity in the younger age
groups, and increased sexual contacts resulting
from the increased migration and interchange
between population groups and areas,

Promiscuity

Promiscuity is not basically a sexual
probiem, but rather a manifestation of pro-
found psychic changes. A study made by the
U.S. Public Health Service on sexual life in
urban and rural environments brought out
clearly the common factors in promiscuity
which cut across the boundaries of social,
educational, and age groups, and those related
1o ignorance.

Changes in ethical, moral, and behavioral
standards resulting from accelerated social,
economic, and technological changes have been
diffused with great rapidity and have, in turn,
led to increased sexual activity. The transition
from rural to urban life produces emotionally
maladjusted adolescents and destroys basic
social institutions, such as the family. It also
encourages a promiscuous life among adoles-
cenis, subjecting them to an environment in
which a large number and variety of social ills
can flourish, thereby creating foci of venereal
diseases in the large urban centers.

Traditionally, the problem of female promis-
cuity has been identified with prostitution.
Even today, when the type of prostitution that
originated in poverty and the need to make a
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living has been made illegal or been abolished in
principle by international action, it still plays a
large part in the spread of venereal diseases,
particularly gonorrhea, in many countries. In
the region of the Western Pacific, a great many
countries reported that more than 80 per cent
of the infection in males can be traced to this
source.

According to the questionnaire replies, pros-
titution in the Americas is regulated in five
countries and two territories (Ecuador, Guate-
mala, Honduras, Panama, Uruguay, and the
Bahaimas and the Netherlands Antilles). It has
been eradicated in Cuba, and in seven countries
it is illegal {Canada, El Salvador, Guyana,
Mexico, Paraguay, Trinidad and Tobago, and
the United States of America). In the remainder
it is tolerated, whatever may be its legal status.
Nevertheless, of the seven countries that
reported prostitution to be illegal, one
{(Guyana)} commented that it exists in fact,
while in Mexico there appears to be a provision
under which the municipalities may tolerate it;
and in Trinidad and Tobago, although it has
been outlawed, it is reported to play a major
role in the spread of venereal diseases.

Nine countries (Colombia, Costa Rica,
Dominican Republic, El Salvador, Honduras,
Nicaragva, Peru, Trinidad and Tobago, and
Venezuela) consider prostitution to be an
important factor in the spread of these diseases,
and Costa Rica holds it responsible for 80 per
cent of the problem.

Only Cuba, Jamaica, and the United States
of America reported that prostitution plays
little if any part in the venereal disease
problem.

These data suggest that in general prosti-
tution is in itself still a problem, as well as an
important factor in the spread of venereal
diseases, and that it is probably being overlaid
with new aspects of clandestine sexual traffic
within a changing social ecology.

Following the postwar period, prostitution
reappeared in the developed countries, as well
as in many of the developing ones, with
changed characteristics attributable to
improved social and economic conditions,

industrialization, and emancipation of women,
and stimulated by the search for pleasure and
the benefits and luxuries of a more prosperous
society. Hence, this intensification of hidden
sexual traffic is a reflection of higher income
and an increasingly complacent attitude toward
sexual freedom. It is stimulated by communi-
cations media and censumer-oriented adver-
tising and has its roots in mental aberrations,
hereditary factors, traits of ethnic and other
minority groups, and family and educational
background which give rise to social disloca-
tions and impair the individual’s ability to face
the complexities of modern life.

Whether it is a question of commercialized
promiscuity or of promiscuity stimulated by
sexual behavior changes stemming from the
other causes discussed, it has been suggested
that the introduction and usc of contraceptives
—especially oral contraceptives—has contri-
buted to increased sexual activity and the
consequent spread of venereal diseases.

Few studies have been made to explore this
problem, and most of the opinions offered are
subjective. However, one study made in Upsala,
Sweden, in 1967-1968 revealed that among
gonorrhea patients and their contacts, 70 per
cent of the female students and 51 per cent of
the female non-students were using contra-
ceptive pills, while the corresponding percent-
ages in 1966 were 48 and 18, thus evidencing a
considerable increase in use of the pill. What is
even more significant, the average number of
sexual partners was 36 per cent higher among
the group using the pill than in the one not
using it. Also, the average [requency of sexual
contact in the first-named group was 47 per
cent higher than in the second. After beginning
to use oral contraceptives, 36 per cent of the
women increased the frequency of sexuval rela-
tions and 25 per cent increased the number of
partners.

If the results of this study were generalized,
we would have to accept the fact that the use
of oral contraceptives has led to increased
promiscuity and greater risk of contracting
venereal disease, with the frequent change of
partiners multiplying the risk even further.
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In the replies to the PAHO questionnaire,
only two countries indicated that use of contra-
ceptives might cause the promiscuous woman
to expose herself more frequently. The tack of
replies on this point indicates the scarcity of
precise information that can be generally
applied to [factors relating to behavioral
changes. In effect, 14 countries responded in
one way or another to the question: What role
15 played in the dissemination of wvenereal
diseases by changes in standards of conduct
observed in the last decade? Not one country
was able to describe such effects or to supply
objective data.

Increased Sexual Activity and Venereal Diseases
in Younger Age Groups

It is evident that the increase in sexual
activity among younger proups and in the
number of contacts is influenced by psycho-
logical, educationat, and sociocuitural factors
that encourage greater promiscuity.

While in some countries there is still the
belief that venersal diseases are not a problem
among the young, in most regions of the world
they appear to be increasing among adolescents
and the under-20 age group, and in many
instances this increase has been held responsible
for the recrudescence of these diseases. Reports
from the different countries de not agree in
iheir conclusions. If we consider that the
number of persons now seeking treatment has
increased and that only the conduct of those
who do seek treatment is known, it is difficult
to affirm that the current situation is due to
changes in the sexual behavior of the young.

Nevertheless, in countries where this
increase in the under-20 age group has been
observed, the contributing factors seem to be:
early maturity; industrialization and wrbaniza-
tion—with young people attracted to the cities
where they are free of family control, and live
in crowded housing; youth’s rebellion against
the authoritarian ideas of their parents and
teachers; and society’s greater complacency
toward sexual relations.

An increase in venereal diseases in the

under-20 age group has been observed in the
United States of America, where rates for early
syphilis in that group rose from 10.1 to 242
per 100,000 population between 1956 and
1965. Increases have also been recorded in
Canada, the Federal Republic of Germany,
France, [taly, and the Scandinavian countries.

Five countries of the Americas (Ecuador,
Mexico, Peru, United States of America, and
Venezuela) submitted comparable data for
1960 and 1968 or 1969 on early syphilis
incidence in the ape groups 10-19 and 15-19
years,

Comparing the percentage differences in the
rates for these groups and those for all ages in
the same years, we find that in Mexico, where
the decrease was general, the rates for males
and females in the 15-19 group declined less
(9.3 and 18.7 per cent) than those for all ages
(28.4 and 30.0 per cent).

In Peru the decrease in rates for all apes was
17.9 per cent, and in the 10-19 age group only
3.7 per cent.

In the United States of America, despite the
aforementioned increase between 1956 and
1965, a comparison of the figures for 1960 and
1968 also shows that there was a decrease of
10.3 per cent in the 15-19 age group for males,
while for females there was an increase of 5.7
per cent. The rates for all ages decreased 2.4 per
cent in males and increased 27.2 per cent in
females.

In Venezuela the increase for males in the
10-19 group was 53.1 per cent, while that for
all ages was 10 per cent. In females, where an
increase was also recorded, it was greater for all
ages (351.7 per cent) than for the 10-19 group
(192.3 per cent).

In Ecuador, in the same age group, there was
an increase of 66.2 per cent in males and 61.2
per cent in females.

The foregoing data are not consistent, since
in the countries where there was a decrease this
was in general smaller among the young groups
of both sexes, and in Venezuela, where there
was a very marked increase in both sexes (and
especially in women of all ages), the incredse
observed among the young was smaller. ¢
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Only two countries, the United States of
America and Venezuela, can be used to study
the trends of gonorrhea infection in the
younger groups. In both countries the rates for
bath sexes and all age groups increased. The
United States reported increases of 74.2 per
cent for males and 35.1 per cent for females,
while the corresponding figures for Venezuela
were 160.8 and 161.8 per cent. But the increase
in the 15-19 group in the United States was
lower, 62.9 per cent in males and 26.7 per cent
in females; while in Venezuela the increase of
160 per cent in males and 161 per cent in
females for the 10-19 group is virtually the
same as that observed for all age groups.

The available data, therefore, are not such as
to permit general conclusions about the
increase in sexual activity and venereal diseases
among the younger age groups.

Influence of Homosexuality

In recent years male homosexuality has
gained in importance in the transmission of
infectious syphilis in many of the developed
countries, where a large proportion of primary
infections occur in this group. This is in
contrast to the traditional belief, still prevalent
in many of the developing countries, that
homosexuality plays a very small part in the
spread of venercal disease.

Data available from some studics made in
European countries, the United States of
America, Canada, and Ceylon indicate that
different groups of patients who have con-
tracted infectious syphilis identify male con-
tacts in percentages ranging from 8.4 to 93.5.
The average shown in these studies is around
20-25 per cent, and this includes the data from
a survey conducted by the American Social
Health Association in 1965-1966. There are no
figures of this kind for other parts of the
Americas, and the questionnaire replies indicate
that no country in the Hemisphere could
supply any objective information.

It is significant to note that homosexual
prostitution results more from the desire for
money and from immorality than from inier-
sexuality, and that homosexuvals also have

heterosexual contacts, and thus play a signifi-
cant role in the spread of venereal disease to
other groups.

Population Mobility

Increased population mobility—with the
greater number and frequency of contacts
between groups in different countries and in
different areas of the same country—is another
of the factors contributing to the wvenercal
disease recrudescence.

The increase in business travel, tourism,
workers’ migration, and cultural exchange, as
well as the attraction exerted by urban, indus-
trialized centers, multiply human contacts and
the opportunities for sexual contact, and thus
play a significant role in the spread of venereal
disease.

Indicative of the importance of the problem
is the fact that in Sweden 24 per cent of recent
syphilis cases acquired the infection abroad,
while in the United Kingdom 40 per cent of
infected males and 60 per cent of the seamen
treated at English ports contracted the disease
outside the country.

2. Medical and Public Healih Factors

The introduction of penicillin in the treat-
ment of venereal discases, its widespread use,
and the results initially obtained changed the
public attitude toward this group of diseases.
Fear of their consequences was replaced by a
certain lack of concern on the part of the
public, and led to a false sense of security
among health authorities.

Government interest in control programs
began to decline, and in almost every part of
the world the majority of venereal disease
patients came to be treated by private phy-
sicians. The simple, rapid treatment thereby
passed out of the hands of trained venere-
ologists to the general practitioners, and the
idea was lost that the latter required any special
preparation for the new task. Accordingly, their
training for the new responsibility is lareety
deficient because the changing image of these
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diseases was reflected in the medical schools,
where instruction in this field either deterio-
rated or was neglected.

Nevertheless, the private physician’s role in
the diagnosis and treatment of venereal diseases
is extremely important, and must continue to
be so, if the work of investigating contacts and
educating the patient and the community in
prophylaxis is to be carried on.

The proportion of patients who resort to
private physicians and receive treatment from
them depends on social and economic condi-
tions, the availability of public services, and the
attitudes of the public.

The percentage treated by private physicians
varies in the different countries according to
the organization of the health services and the
coverage they provide. In the United Kingdom,
where there is a single health service, more than
75 per cent of the patients receive treatment in
public clinics. In Scotland, 90 per cent of the
gonorrhea patients arc treated in public
Services.

In contrast, in the-United States of America
private physicians treat 10 times more cases
than the number actually reported.

The availability and ease of administration
of the treatment encourages self-medication as
well as treatment by nonmedical people of all
types {(pharmacists, healers, amateurs, etc.).
Unrestricted dispensing of antibiotics, which is
the practice in many countries, contributes to
this situation.

Antibiotics can be obtained without medical
prescription in 15 countries of the Americas
(Bolivia, Chile, Colombia, Dominican Republic,
Ecuador, El Salvador, Guatemala, Honduras,
Mexico, Nicaragua, Panama, Paraguay, Peru,
Uruguay, and Venezuela).

Although there is no evidence that the
treponemicidal efficacy of penicillin has dimin-
ished, the maximum that may be expected
from individual therapy seems to have been
reached. At the same time, it is known that
many strains of Neisseria gonorrhoeaze in
varipus parts of the world are showing increas-
ing resistance to penicillin and other antibiotics,
and for this reason its treatment is becoming

more complex, requiring specialized and up-to-
date knowledge in the selection of drugs and
treatment schedules.

Preventive effects that might have been
derived from use and overuse of antibiotics in
the first decade after their introduction—if in
fact this was the case—seem to have disap-
peared. In the case of syphilis, the prescribed
treatment eliminates relative immunity, leads to
reinfection of individuals in highly exposed
groups, and causes changes in the total number
of susceptibles.

Eradication or control of yaws in countries
where that disease was once prevalent may also
have contributed to the increase in the suscep-
tible population.

The initial optimism created by peniciilin
also led to a de-emphasis of the attention given
to control programs. Measures earlier in effect
were not continued, or at least new procedures
were not developed, nor were adequate funds
assigned to the work, since it was no longer
viewed as requiring high priority.

With the present recrudescense of the
diseases, however, many countries have intro-
duced new programs and have renewed their
interest in the control and study of the
probiem.

STATUS OF VENEREAL DISEASE CONTROL
IN THE AMERICAS

Although the complex ecological forces af-
fecting the spread of venereal diseases do not lie
within the control of traditional public health
measures, and behavioral factors play a central
role that makes it essential to promote social
and educational techniques based on multi-
disciplinary studies, it is nevertheless a fact that
venercal diseases continue to be communicable
diseases to which the control procedures ap-
propriate to their specific epidemiological
behavior can and must be applied.

The methods for the control of gonorrhea
and syphilis are well known and easily defined.
They consist primarily in early detection and
prompt treatment of cases.



LLOPIS ® VENEREAL DISEASES IN THE AMERICAS 43

In the absence of an immunizing agent, and
because of the mode of transmission (venereal
contact between infected and noninfected indi-
viduals), control depends on the prompt
locating of infected persons, especially those in
the infectious stages, and their treatment before
they become foci of infection.

Control activities must thercfore include
diagnosis and treatment, case-finding, contact-
tracing, and prophylactic measures. For this
purpose, it is essential to have a well-organized
and dynamic health service, working for the
benefit of society.

The successful establishment and operation
of control programs depend on a great many
factors, and in particular on the attitude of the
medical profession, of the authorities and
workers in the health services, and of the
peneral community toward those diseases—
which will determine the priority accorded to
the work and the funds made available for it.

1. Control Programs

Nineteen countries of the Americas (Bolivia,
Brazil, Canada, Chile, Costa Rica, Cuba, Domi-
nican Republic, Ecuador, El Sailvador, Guate-
mala, Jamaica, Mexico, Nicaragua, Paraguay,
Peru, Trinidad and Tobago, United States of
America, Uruguay, and Venezuela) report that
they have officially organized control programs.
Twelve of this group (Brazil, Canada, Chile,
Costa Rica, Dominican Republic, Ecuador,
Guatemala, Mexico, Nicaragua, Trinidad and
Tobago, United States of America, and Vene-
zuela) could identify all or a part of the
financial resources allocated for venereal disease
control activities. Two countries (Argentina and
Honduras), although having no officially
organized programs, were also able to report
the funds assigned to combat these diseases.

Except for Cuba and Guatemala, all coun-
tries with venereal disease programs indicated
they had programs for gonorrhea control, and
three (Barbados, Guyana, and Honduras) had
gonorrhea programs even though they did not
report official venereal disease control pro-
grams.

All countries except Colombia and Panama
reported that they furnished free treatment for
syphilis and gonorrhea.

2. Venereal Disease Reporting

The increase in venereal diseases that can be
observed in countries with the more highly
developed data reporting systems scems to
indicate that the problem is universal.

It has frequently been shown that syphilis
and gonorrhea are more prevalent than is
indicated by available statistics, even in coun-
tries having the best notification procedures.
Apart from the fact that case notification from
all possible sources should be obligatory, every
effort should be made to promote timely and
efficient reporting.

It is essential to encourage regular notifi-
cation of all cases diagnosed and treated by
private physicians and by private as well as
public institutions, both for gonorrhea and for
syphilis in each one of its stages.

The lack of information on venereal diseases
derives from a series of factors. In many cases
patients resort to sell-treatment, or to the
amateur practitioner, the healer, or to non-
medical professionals who do not report the
cases they treat. At the same time, the medical
profession reports only a small proportion, if
they do so at all, of the cases among their
patients.

Furthermore, variations in the forms and
standards used for classification of syphilis,
even within the same country, often make it
difficult to compare early syphilis cases
reported by one country with the figures for
another.

A national survey on venereal discase inci-
dence in the United States of America in 1968
showed that private doctors reported to the
health service only about 11 per cent of the
infectious syphilis cases, 38 per cent of the
cases in other stages, and 11 per cent of the
gonorrhea cases. Nevertheless, four out of every
five cases reported were treated by private
physicians.

Because of the poor reporting, the data on
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gonorrhea have little validity; and even though
the data for syphilis are more reliable, notifica-
tion of these cases is also very deficient, In the
world survey conducted by WHO, out of 126
countries only 57.2 per cent reported that
notification was obligatory.

Complete data on early syphilis since 1950
were available in only 12 countries, eight in
Europe and four in the Americas (Canada, El
Satvador, United States of America, and Vene-
zuela).

In the replies to the PAHO questionnaire in
1970, 21 countries (Argentina, Bolivia, Brazil,
Canada, Chile, Colombia, Costa Rica, Cuba,
Dominican Republic, Ecuador, El Salvador,
Guatemala, Honduras, Mexico, Nicaragua,
Panama, Paraguay, Trinidad and Tobago,
United States of America, Uruguay, and Vene-
zuela) reported that case notification of
venereal diseases to the health authorities is
obligatory.

Moreover, notification of positive serologic
reactions is ohligatory in 11 countries (Argen-
tina, Bolivia, Brazil, Canada, Cuba, Dominican
Republic, Honduras, Mexico, Panama, United
States of America (all but 12 states), and
Venezuela).

Although this picture appears encouraging,
examination of the data supplied reveals sub-
stantial deficiencies in both quantity and
quality, which makes it difficult to describe and
interpret the situation.

3. Serologic Examinations

Serologic tests are an important tool in the
diagnosis of syphilis and in the search for cases
by screening:

Screening procedures tend to lose their value
and their cost increases as the incidence of the
disease declines. At the same time, they are
very useful in highly vulnerable population
groups, and most public health authorities and
workers consider that they should be used for
premarital testing, for pregnant women, as a
routine test in hospitals, in health examina-
tions, and in any other groups particularly
exposed to syphilis.

The serologic tests most often recommended
and considered to be perfectly feasible in a
well-organized program are: VDRL as a non-
treponemal test for routine use, primarily as a
screening technique; and a treponemal test
which, being more specific, should be used
whenever the diagnosis must be based on the
serclogic result. The VDRL test is already being
employed as a nontreponemal test in all coun-
tries of the Hemisphere; Cuba reported that it is
using the Kahn test, and Chile and Haiti use
both VDRL and Kahn.

Ten countries (Canada, Colombia, Costa
Rica, Ecuador, Jamaica, Mexico, Trinidad and
Tobago, United States of America, Uruguay,
and Venezuela) reported at least one laboratory
in the country that performs serologic tests for
treponema.

Eleven countries (Argentina, four provinces
in Canada, Costa Rica, El Salvador, Guatemala,
Honduras, Mexico, Panama, Paraguay, Peru,
and all but five states in the United States of
America) have laws or provisions requiring
premarital serologic tests, and in five of the
remaining countries (Cuba, Dominican
Republic, Ecuador, Haiti, and Venezuela) it is
customarily performed.

Serologic tests for pregnant women are
required by law or regulation in 14 countrics
{Bolivia, Chile, Colombia, Costa Rica, Ecuador,
El Salvador, Haiti, 1Honduras, Mexico, Panama,
Paraguay, Peru, United States of America, and
Venezuela), and such testing is customary in 10
(Argentina, Barbados, Canada, Cuba,
Dominican Republic, Guatemala, Guyana,
Jamaica, Trinidad and Tobago, and Uruguay).

In Brazil, the tests are made in both pre-
marital and prenatal groups in the maternity
hospitals.

In the serologic tests made in 1969 the
lowest percentage of positive reactions (2.1}
was recorded in the United States and the
highest (45} in the Dominican Republic,
followed by Jamaica (22.2).

Five countries submitted data on the
number of cases treated in 1969 as a result of
serologic tests (Bolivia, Ecuador, Jamaica,
Mexico, and the United States of America).
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4. Diagnosis of Gonorrhea

To date no satisfactory serologic technique
is available for detecting cases of gonorrhea.
The Gram stain and culture methods are relied
upon for diagnosis and detection.

In women, and in particular the asymp-
tomatic cases that constitute the principal
reservoir of infection, culture is the basic
technique.

The Gram stain is used in all countries of the
Americas, but it is applied in all clinics in only
12 countries (Brazil, Canada, Costa Rica,
Ecuador, Guatemala, Jamaica, Nicaragua, Peru,
Trinidad and Tobago, United States of
Amcrica, Uruguay, and Venezuela). Thirteen
countries have facilities for culture (Brazil,
Canada, Costa Rica, Pominican Republic, El
Salvador, Guatemala, Nicaragua, Paraguay,
Peru, Trinidad and Tobago, United States of
America, Uruguay, and Venezuela).

5. Investigation of Contacts

Identification of contacts, their location,
examination, and treatment are essential if the
spread of the disease is to be halted.

In rccent years, particularly in the United
States of America, techniques and procedures
have been developed and highly cncouraging
results have been obtained through their appli-
cation in syphilis control. Tn contrast, it is
much more difficult to trace the infection
source and halt transmission of gonorrhea,
because of its very short incubation period.
Experience shows that control methods must
take into account the differences in behavior of
the two diseases, and that ncw methods
specifically applicable to gonorrhea must be
found.

Whatever the method used or the level of
training of the contact-tracing staff, the infor-
mation coliected shows that contact investi-
gation is performed throughout the cntire
country in 10 countries (Argentina, Barbados,
Canada, Costa Rica, Fl Salvador, Panama,
Trinidad and Tobago, Uruguay, United States
of America, and Venezuela). In 12 countries it
is practiced only in the large cities (Bolivia,

Chile, Colombia, Cuba, the Dominican
Republic, Ecuador, Guyana, Jamaica, Mexico,
Nicaragua, Paraguay, and Peru).

Nevertheless, only five of the first-named 10
countries (Costa Rica, El Salvador, Trinidad
and Tobago, United States of America, and
Venezuela) have data available for 1967 and
1968 on the number of primary and secondary
syphilis cases interviewed. In the group where
interviews are conducied only in large cities,
data were submitted by only six countries
{Bolivia, Chile, Dominican Republic, Ecuador,
Jamaica, and Mexico).

Of the 11 countries that reported the
number of primary and secondary syphilis cases
interviewed, five also had data for 1960 (Costa
Rica, Fl Salvador, Mexico, United States of
America, and Venezuela).

The contact index, ie., the average number
of sexual contacts reported for each case of
infectious syphilis interviewed, ranged in 1968
from 0.47 in El Salvador to 4.35 in Venezuela.

Comparison of the 1968 contact index with
that for 1960 revealed a decrease from 4.11 to
2.58 in Costa Rica, from 092 to 0.47 in El
Salvador, and from 3.39 to 2.95 in the United
States of America. In Mexico and Venezuela it
increased from 1.17 and 1.23 to 1.72 and 4.35,
respectively. These differences can be inter-
preted in terms of changes in the number of
sexual partners, or in the techniques and ability
of the investipators in obtaining names of
contacts from the persons interviewed.

The percentage of contacts interviewed re-
flects the ability of the staff to locate them as
well as the availability of funds for the work. Tt
varied from 17 per cent in Ecuador to 90 per
cent in Costa Rica. A comparison between
1960 and 1968 shows that in Costa Rica there
was an increase from 20 to 80 per cent, and in
El Salvador from 32 to 84 per cent, while no
change occurred in the United States . of
America. Mexico and Venezuela showed de-
creases from 50 to 47 per cent and from 73 to
53 per cent, respectively.

The index of syphilis cases treated, which is
the average number of cases discovered and
treated as a result of investigation of contacts
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of each infectious syphilis case interviewed, is
known only for El Salvador, the United States
of America, and Venezuelz. It was 0.43 for the
United States in 1960 and 043 in 1968.
Venezuela showed indices of 0.43 and 2.11 in
the same years, and El Salvador 0.17 in 1969,

The index of early syphilis cases treated
(lesion-to-lesion) represents the average number
of infectious syphilis cases for each early
syphilis case interviewed. In 1968 it ranged
from 0.16 in Mexico to 0.72 in Chile. Between
1960 and 1968 it rose in Venezuela from 0.1 to
0.66, and in El Salvador from 0.13 to 0.28; it
remained stationary in Mexico, and decreased
from 0.27 to 0.22 in the United States of
America.

6. International Control Measures

To control the spread of venereal diseases
from one country to another, which has always
been a concern of the Governments and of
international organizations, attention has
centered on the epidemiological controt of
emigrants and tourists, in the venereal disease
control centers of the maritime health author-
ities as recommended by the Brussels Agree-
ment, and on international exchanpge of epide-
miological information. In 1961 there were 387
venereal disease control centers in the
Americas.

As to the exchange of epidemiological
information, the country replies indicated that
in 1969 only Mexico, the United States of
America, and Venezuela notified other coun-
tries in the Hemisphere of the traced contacts
that had their domicile in the country notified.
The number of notification forms sent by
Mexico was 147, by the United States, 441, and
by Venezuela, 22. Mexico sent one notification
te countries in other continents, and the United
States sent 396.

THE COST OF VENEREAL DISEASES

Even though only in general terms, it is
important to have an jdea of the burden
imposed by these diseases on the community,

so as to arrive at an estimate of the benefit that
can be obtained through their control or
eradication—a benefit that in turn justifies, in
economic terms, the health programs and the
resources assigned to carry them out.

The cost of venereal diseases in terms of
morbidity was reflected in the estimates given
above for new cases of early syphilis and
gonorrhea. But in addition to the magnitude of
the problem of the acquired infection and its
worldwide recrudescence, it is also important to
estimate the disability and premature death
that may be expected among patients who are
not treated.

Considering the present status of technical
knowledge and the fact that effective drugs are
available for treatment of the diseases, it is
difficult, if not impossible on ethical grounds,
to conduct studies to measure the varying
degrees of disability and death in the treated
and untreated groups. Probably the only source
of information that could be used for this
purpose, either today or in the future, would be
the type of classic material collected by Boeck
and Bruusgaard in Oslo and the study made in
Tuskegee, Alabama.

It has been estimated on the basis of those
studies that for every 200 patients not receiving
treatment, one will become blind; four will
develop dementia; eight, tabes; and seven,
cardiovascular syphilis. Untreated syphilis also
reduces life expectancy by 17 per cent, and in
30 per cent of the deaths autopsy revealed that
the principal cause of death was syphilitic
involvement of the cardiovascular or central
nervous system.

Apart from the emotional and social prob-
lems caused by the disease and measured in
terms of human suffering, untreated syphilis
results in enormous economic losses because of
the expense required to treat the condition and
its complications and disabilities, and the
diminution of productivity resulting from man-
hours of work lost through absenteeism or
reduced years of useful life.

It has been estimated that in the United
States of America 24,000 patients -with
syphilitic psychoses interned in mental
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hospitals, represent an expense of $49 million
annually. The cost of maintaining 12,200
persons incapacitated by blindness amounts to
$5 million each year, and the loss of man-years
due to lowered life expectancy can be calcu-
lated as a loss in praductivity equivalent to $48
million annually.

This total of $102 million, although a
substantial sum, represents onty a part of the
problem; it does, however, serve as an indicator
to assess the economic impact of venereal
diseases and as a yardstick to measure the
benefits obtained by their control.

FUTURE QUTLOOK AND REQUIREMENTS

In the decade of the 196(’s venereal dis-
eases, and gonorrhea in particular, have in-
creased to a significant extent and the progress
made in controlling them has not been
adequate. Medical and public health efforts
have been neutralized and outweighed by eco-
logical influences and rapid changes in the
physical and social environment that have
favored, and are continuing to favor, the spread
of these diseases.

All that can be expected of individual
therapy for gonorrhea and syphilis seems to
have been achieved, and there is little hope that
new advances in treatment will effect any
change in the situation.

Since these diseases are so intimately related
to individual and group behavior, the psycho-
logical, educational, and sociocultural factors
affecting their spread must be taken closely
into account in the control programs. But
unfortunately we know only too little about
these factors and even less about the processes
by which they may be changed.

It is probable that, as a consequence of this
situation, venereal diseases will continue io be a
national and international problem of impor-
tance, unless vaccines are developed and
preventive methods or technical measures are
found that can offset the effects of the
individual and environmentat factors now con-
tributing to their incidence. Both aspects need
to be studied, and the necessary attention and

funds must be devoted to this purpose.

Health education programs have not so far
offered great promise, and new techniques must
be designed to produce the required impact on
the individuals and groups most at risk. Social
and behavioral studies togsther with epidemi-
ological research are essential if we are to
determine with some precision the identity and
characteristics of those who are most exposed
to risk. Even though epidemiology is showing
increasing interest in the psychological and
sociocultural factors affecting patients, and
some social scientists are becoming concerned
in turn with epidemiology, much still remains
to be done and very few studies have so far
been made to clarify the problem.

The need for coordinated research is impera-
tive, and the importance of behavior in the
venereal discase problem is obvious. However,
this should not serve as an excuse for neglecting
control activities. In the present state of know-
ledge, these are essential and they must be
intensified since, at least in the case of syphilis,
they have demonstrated their effectiveness
when properly applied.

Accordingly, each country should perfect
and develop its control programs, giving them a
permanent basis by effectively incorporating
them into the health services so as to assure
their continuity.

The programs must be based on an assess-
ment of the situation and of the epidemi-
ological behavior of the disease in different
communities and sectors of the communities.
There must be adequate registration of cases,
supplemented by a system of data analysis and
interpretation that facilitates surveillance of the
disease trends in different areas and different
population groups. This is not possible without
obligatory notification that is properly en-
forced, and it is essential that efforts be
redoubled to improve the existing condiiions.

A program, to be effective, must include the
activities necessary to improve the general state
of health, to provide specific protection, and to
limit the consequences of the disease.

Health education and sex education are
fundamental requirements for improving the
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general health situation in relation to venereal
diseases. Despite the limitations of the available
techniques, efforts must be made to extract the
best possible advantage from them, to perfect
them, and to explore new methods.

Provision of specific protection requires
individual and collective prophylaxis, diagnosis
and early treatment of cases, and identification
of contacts so as to close off the reservoirs and
halt or limit spread of the disease.

Research in preventive methods now in
progress must be expanded and intensified with
the goal of finding a satisfactory syphilis
vaccine and immunizing agents or other types
of preventive measures for gonorrhea, The
study of preventive techniques could be
incorporated into programs for family planning
and maternal and child care, which at the same
time could be used for cpidemiological research
into behavioral aspects that encourage the
spread of the diseases and impede preventive
programs.

General health services must be given the
necessary facilitics for detection, diagnosis, and
treatment of patients.

Case-finding is a basic activity that in turn
requires epidemiological surveys of cases,
investigation of their sexual contacts and their
social contacts within the circle of their activ-
ities, and serologic studies. Despite difficulties
of an economic and cultural order that may
arise in many countries, contact-tracing is an
indispensable weapon in the fight against
syphilis, and no effort should be spared to
develop its use. Case-detection through sero-
logic tests has also demonstrated its effect-
iveness and should be intensified in those
population groups that are especially exposed.
A combination and coordination of hoth proce-
dures, using an epidemiological approach, can
bring about improved resuiis, with savings in
effort and funds. Research must also be
intensified in the field of case-detection by
serologic festing in order to find a method of
screening applicable to gonorrhea.

The combination of clinical examination
and laboratory methods now available is satis-

factory for the diagnosis of syphilis, but not for
diagnosis of gonorrhea. Research must be
stepped up in this field to find a diagnostic
method that is simple, rapid, and applicable at
any level. The use of N. gororrhoeae cultures in
selective media should be generalized as a
means of detecting the infection in asymp-
tomatic female reservoirs, and this should be
done systematically in prenatal clinics, gyne-
cological wards, and family planning programs.

In many countries private physicians
examine and freat the majority of venereal
disease patients, and it is therefore most im-
portant to bring them into the control pro-
grams. Health authorities should enlist the
cooperation of medical schools and professional
societies in the effort to combat the venereal
disease problem. For the same reason, instruc-
tion in venereology should be encouraged in
medical schools, with comprehensive instruc-
tion in clinical, epidemiological, and social
aspects, and with the emphasis on the problem
warranted by its seriousness and magnitude. It
is most urgent to foster continuing education
for practicing physicians and to give them the
necessary support in performing their vital role
in detecting new cases and eliminating foci of
infection.

It is also essential to elicit community
interest and cooperation in the fight against
venereal (iseases. The importance of com-
munity participation to the success of any
control program demands that health
authorities make every effort to encourage it.
Similarly, the help of private organizations in
fostering public support is particularly needed.
In countries that have social and community
development programs directed toward
marginal groups, venercal disease control
activites should be made a part of that work.

Epidemiological problems resulting from in-
creased interchange among population groups
in the different countries demand a corres-
ponding reinforcement of international co-
operation in venereal disease control and the
appropriate steps on the part of Governments
to make it effective,
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THE ESSENTIAL ELEMENTS OF A
SYPHILIS CONTROL PROGRAM

Dr. William J. Brown!

Before considering specific components of
an effective syphilis control program in a
country, it would be well to introduce the
subject by making two points very clear. The
first is that adequate funds, on a continuing
basis, are needed to support any control pro-
gram designed to do the job. This is basic. It
may seem obvious, but as a famous man once
said: *It would be trite to state the obvious if it
were not for the universal neglect thereto.”

The second introductory point is that
dedicated leadership at the national level is
essential. Health officials at top level must have
the desire to do something about the syphilis
problem and must lend their support to pro-
gram directors in their control endeavors.

Having made these two points, discussion of
the essential elements of a syphilis control
program can proceed. First, it is necessary to
define the problem, this being the first step in
the process of building an effective control
mechanism,

Definition of the Problem

The syphilis problem has been likened to an
iceberg—that is, only part of it is visible. The
visible part of the syphilis problem is that
which is being seen and recognized by the
medical community. The invisible part com-

1Chief, Venereal Disease Branch, State and Com-
munity Services Bivision, Center for Disease Control,
Public Heatth Service, U. §. Department of Health,
Education, and Welfare, Atlanta, Georgia,
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prises those cases that exist in the community
but do not come to medical attention.

To determine the full extent of the problem
requires  that quantitative information be
gathered on both the visible and the invisible

parts.

The visible aspect can generafly be docu-
mented by a survey of existing medical facilitics
to determine how much syphilis is being seen.
Among the facilities that can be queried and
the kinds of information that can be gathered
are;

1) Mental institutions: the number of first
admissions due to syphilitic psychoses and the
number of resident patients with syphilitic
psychoses.

2} Laboratories: volume of serologic testing
for syphilis and percentage of specimens with
evidence of syphilis.

3) Government and private clinics and
hospitals; the number of infectious and non-
infectious syphilis cases diagnosed, and the
extent of and policy for serologic testing.

4) Health department vital statistics
records. the number of deaths attributed to
syphilis,

5) Private physicians or a represenfative
sample of physicians: the number of infecticus
and nonjnfectious cases diagnosed and the
extent of and policy for serologic testing of
patients.

6) Military medical facilities: the amount of
syphilis diagnosed among the military person-
nel.

7) Pharmacies: the number of persons re-
guesting drugs for what appears to be primary
or secondary syphilis,
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The extent of the hidden part of the syphilis
problem is somewhat more difficult to assess
than the visual part, since this will require the
initiation of blood-testing surveys among
various population groups to determine preva-
lence of disease. It is important in these surveys
to pinpoint population segments of very high
and very low prevalence because any control
program with fixed but limited resources
designed to find hidden disease will concentrate
on the population segments that have the
greatest amount of disease. It is also important
to determine if there are geographic or regional
differences in the prevalence of syphilis.

Among the likely groups that should be
tested on a sample basis in order to pinpoint
the problem are military personnel, vatious
occupation groups ranging from the unskilled
to professionals, hospital inpatient and out-
patient admissions, patients of private physi-
cians, applicants for marriage, pregnant womer,
prostitutes, and different ethnic groups. Each
survey should show the prevalence of positive
tests and untreated cases by age and sex.

It is noted that although testing in selected
groups will adequately identify groups of higher
and lower prevalence, such data will not usually
suffice to make over-all prevalence estimates for
the total population. An over-all and accurate
prevalence estimate for the whole population
would require selection of a representative
sample of the universe (city or nation, or
adults, etc.) for which the estimate iz to be
made. A sample of as few as 2,000 persons,
properly drawn by an experienced statistician,
could give a fairly precise over-all estimate of
prevalence.

Other Essential Elements of the Program

Having defined the problem, consideration
should next be given to other essential elements
in a syphilis control program. These are:

1) Case-reporting, )

2) Free diagnostic and treatment services.
3) Laboratories.

4) Records.

5) Case-finding through blood-testing.

6) Education.

7) Laboratory reporting of positive sero-
logic tests.

8) Program evaluation.

9) Epidemiology, including patient inter-
viewing, contact-tracing, case-prevention, and
exchange of epidemiologic information.

First, it is necessary to have good case-
reporting. After the control program is under
way, case-Teporting will be one of the most
valuable tools for the ongoing evaluation of
disease trends. But of all the control elements,
good case-reporting has been the most difficult
to achieve in the United States of America. To
ensure case-reporting, a law or health depart-
ment regulation should be passed requiring
practicing physicians and clinicians to report
every diagnosed case. The law should perhaps
contain a penally for failure to report cases.

Second, it is important to operate free
public diagnostic and treatment clinics with
locations and hours of operation most con-
venicnt to the public. Evening hours should be
scheduled if possible for those patients who
work during the day. These clinics should be
staffed with physicians trained in the diagnosis
and management of syphilis. And there should
be an adequate staff of nurses, laboratory
personnel, and clerical workers to assure a
smooth and efficient clinic operation, Clinics
should naturally be located in the most
populous urban areas of the country. Part-time
clinics can be conducted in the less populous
towns and villages. Mobile clinics may be used
to occasionally cover the more remote and
inaccessible areas.

In connection with venereal disease clinics,
one additional important point should be made,
and that is the arfitude of all clinic personnel
toward patients. The patients may be infected
with syphilis and they may be poor and unable
to pay a private physician, but they are
sensitive human beings entitled to dignified
treatment. From the admission clerk to the
clinic director, attitudes toward the patients
can make the difference between a good clinic
and a bad one.
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It goes without saying that adequate drugs
should be available. And good records should
be maintained. A medical record should be kept
for each patient, containing the diagnosis by
stage, history of laboratory tests, medical
history, dates and amounis of treatment, and
any follow-up medical and laboratory exami-
nations.

A final note about the effect of treatment
should be made here. Treatment in itself is a
degree of control but it must be administered
early in the course of primary syphilis to
prevent any spread of infection. Otherwise,
treatment is just a service to patients and
contributes little to real control of the disease.

Laboratories should be considered next.
They are an integral part of any syphilis control
program, and laboratory service should be free.
There should be serologic laboratories located
in different parts of the country where each can
provide the best service to public clinics and
private physicians. A few good-quality labora-
tories are better than a greater number with
lower quality performance. It is recommended
that a single, standard non-treponemal test,
such as the VDRL slide test, be performed in
each laboratory. Darkfield microscopes should
be provided in all clinics and persons should be
trained to perform this test. The central labora-
tory of the country should offer the fluorescent
treponemal antibody absorption test (FTA-
ABS) to clinics and physicians for problem
cases only.

In connection with laboratories, it is im-
portant that private laboratories performing
serologic tests for syphilis be registered with the
health department and given periodic perfor-
mance evaluations to assure that serologic tests
for syphilis are performed accurately.

Case-finding—that is, blood-testing pro-
grams—have to be developed. In order to
achieve maximum efficiency with fixed but
limited resources, blood-testing should be
oriented toward the highest prevalence groups.
The ability to do this will depend to a large
extent upon how sharply the distribution of the
problem was delineated in the study of the
extent of the problem. Laws requiring blood-

testing of persons upon certain occasions, for
example, at time of application for marriage,
are extremely effective in bringing this about.
In some instances, one may have to depend
upon the voluntary cooperation of medical
facilities to secure blood-testing of their
patients, or even to contract with them on a
reimbursable basis to blood-test patients or
certain segments of their patients.

In any case, there should be extensive
blood-testing in any group that has higher than
average prevalence of syphilis. Among the
groups to be considered are admissions to any
hospital ot physician’s office serving patients
with a high prevalence of syphilis; military
personnel; industries that have workers with a
high prevalence of syphilis, or occupation
groups with high prevalence; applicants for
marriage; pregnant women; prostitutes; persons
living in high-prevalence parts of cities or
high-prevalence regions of the country; and

.ethnic groups with a high prevalence of disease,

The success of any blood-testing program,
even those that may be required by law, will
depend largely on the knowledge and support
of both the public and the medical community.
This leads to the next essential element of a
control program.

Any well-batanced syphilis control program
should certainly have a dynamic program of
public education. In addition to the use of mass
media, such as newspapers, radio, television,
motion pictures, magazines, elc., the health
educator should work closely with parent-
teacher associations, church groups, school
principals, and other civic organizations to
assure that the venereal disease message gets
across to the public, including schoolchildren.

In addition to the public education program,
the health department should maintain a con-
tinuous effort to ensure that professional
education is provided to private physicians,
medical students, nurses, lahoratory personnel,
venereal disease investigators, and clinic
wortkers. Through such a professional program,
the medical and public health professions can
be kept abreast of the latest methods and
techniques recommended for syphilis diagnosis
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and treatment.

As previously noted, case-teporting poses
one of the biggest problems in syphilis control
in the United States. To improve the situation,
most of the states have passed laws requiring
laboratories to report reactive {est results to the
health department, which in turn follows up
with the attending physicians to ensure that
final diagnoses are performed and case reports
made to the department. Almost half the cases
reported in the United States now come to
heaith department attention because a labora-
tory first reported a positive (reactive) test.
Although it has not totally solved the problem
of underreporting, notification of positive tests
by laboratories is a necessary component of the
country’s syphilis control program. Where one
finds a problem of underrcgistration of cases,
one may also find a laboratory reporting
program to be needed.

Records and reports are most essential to a
definition of the problem. Furthermore, a good
record system is of great assistance to the
director and other personnel of the venereal
disease service in carrying out an efficient
case-finding program. It also provides data for
continuous evaluation of various program activ-
ities. A good record system can be quite basic
and does not require a computer or other
complex data-processing facilities. In addition
to case reports and clinic records, it should
include what is called in the United States a
Venereal Disease Central Registry, which
consists essentially of:

1) A 3 x 57 index card containing the name
and address of each person in the community
with syphilis.

2) A file of all sex contacts being investi-
gated in the process of syphilis epidemiology.

3) A file of syphilis suspects, including
persons on wWhom a reactive serologic test for
syphilis has been reported.

The control program should be evalvated
continuously at regional and national levels,
Changes in the extent of the problem should be

under continuous observation and the produc-
tivity of each program element studied. The
least efficient or effective components should
be modifiecd or discarded, and more effective
ones added.

As resources become more available in a
country, a good program of syphilis epidemi-
ology should be planned and executed. In some
ways, epidemiology is not as fundamental as
blood-testing or clinic operations, but if one
hopes to attain any degree of prevention,
syphilis cpidemiology is essential. In order to
truly control the spread of the disease, each
person diagnosed with infectious syphilis or
early latent syphilis under one year’s duration
should be interviewed for his or her sex
contacts from whom the disease may have been
contracted or to whom it may have been
transmitted. The named contacts should im-
mediately be located and brought to examina-
tion. Speed in syphilis epidemiclogy is most
important fo achieve the best control and
prevention. Well-rounded control programs
certainly need well-trained interviewer-investi-
gators who have the proper attitude toward the
disease and its control. And the need for
confidentiality in the whole process of eliciting
names of sex partners cannot be over-empha-
sized, since it is imperative to ensure that the
reputations of patients and alleged contacts will
in no way be damaged. In connection with the
epidemiology program, it is recommended that
use be made of a standard epidemiology report
form such as Form 202 of the Pan American
Health Organization (Figure 1). Such a form
provides for the efficient exchange of epidemio-
logical information between different health
jurisdictions.

A further refinement and extension of the
interviewing process is known in the United
States as the cluster procedure, but time does
not allow adequate discussion of this pro-
cedure. It is mentioned only for the sake of
completeness. Epidemiological (preventive)
treatment of sex contacis who are serologically
and clinically negative on first examination is
also recommended.
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General Comments

In closing, a few general observations should
be made.

1} If prostitution is a problem in syphilis
control, it is recommended that control of
prostitution be a function of the police depart-
ment rather than of the health department.

2} Training of physicians, laboratory techni-
cians, nurses, interviewers, and clerical person-
nel must be an intensive and continuous
process.

3) National leadership and financial support

must be maintained for a successful syphilis
control program.

4) Stress should be laid on the funda-
mentals of control where one’s budget does not
permit other worthwhile but more costly proce-
dures.

5) Program datz should be continually
analyzed so as to evaluate successes and failures
and revise assessments of the extent and distri-
bution of the syphilis problem.

6) Professional education should be aimed
at private physicians, stressing the need for
complete case-reporting.



GONORRHEA CONTROL PROBLEMS

Dr. Antonio Gampos Salas!

PRINCIPAL CHARACTERISTICS OF THE DISEASE
IN RELATION TO TS CONTROL

Gonorrhea is the most prevalent of the
venereal diseases and one of the most common
bacterial infections in adolescents and adults,
occupying, together with syphilis, a very promi-
nent place among the 10 chief causes of
morbidity. A pronounced upward trend is
evident from the statistics available in countries
that maintain reliable records; there is also a
growing divergence between the curves repre-
senting the incidence of syphilis and of gonor-
rhea, with a greater rise in the latter,

Gonorrhea attacks only humans and is trans-
mitted almost exclusively by scxual contact, Ft
is prevalent among promiscuous persons and
occurs with greatest frequency in large cities (7,
2}, where numerous factors combine to reduce
the stability of sexual relationships. The na-
tional statistics on the disease reflect primarily
the situation in the larger population centers
and thus provide an incomplete and far from
representative picture of the situation in the
various regions of a country.

There is no natural immunity to the disease,
nor do previous attacks confer immunity, and
all persons harboring Neisseria gonorrhoege in
the genital tract or anorectal canal are con-
tagious, whether they themselves are symp-

!Director General of Health in the Federal Dis-
trict, Ministty of Health and Welfare of Mexico.
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Committee on Venereal Infections and' Trepone-
matoses.
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tomatic or asymptomatic. The short incubation
period means that very soon after exposure,
usually three days, there are additional persons
carrying the disease; in fact, it could be stated
that the spread of gonorrhea is by geometric
progression, compared with arithmetic progres-
sion in the case of syphilis.

The infectious agent, N. gonorrhoeae, has
recently been cultured in special media and
occurs in four morphologically distinet clonal
types, only two of which have been found to be
virulent (3).

Gram’s method is the one recommended
method for investigating the gonococcus in
males infected with acute gonorrhea (4, 3),
since it gives satistactory results in the great
majority of cases. The method is not successful
with infected women, for whom the culturc
method has to be used. Since the standard
cultures do not raveal the gonococeus in a large
percentage of the women harboring it, even
when carried out under ideal conditions (6), it
is essential to use a special selective antibiotic
medium—fortunately developed a few years ago
by Thayer and Martin—which is the one advised
at present.

It is 2 medium in which only the pathogenic
Neisserig—N. gonorrhoeae and N, meningitidis
—will grow and which can be used to eliminate
the saprophytes and bacterial microorganisms
that contaminate specimens taken from the
vagina, cervix, and rectum (5, 7, &), the most
suitable ones for bacterioscopy. Culture in this
medium permits presumptive diagnosis of gonor-
thea when colonies of a typical morphology
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develop, which are in addition positive to
oxidase and made up of Gram-negative intra-
cellular Neisseria (4, 9). This diagnosis is
virtually equivalent to the definitive one, which
requires the sugar fermentation test. Moreover,
this culture technique in a selective antibiotic
medium does not require highly trained person-
nel, costly equipment, or special installations,
and can be applied at relatively low cost.

Gonorrhea produces in men acute symp-
tomatic urethritis that is easily diagnosed, and
at times rectitis that is often asymptomatic. In
contrast, the asymptomatic form is the most
usual in women (Z, 9, /0), profuse leukorrhea
being infrequently of pgonococcal origin;
diagnosis must accordingly be based on bacte-
riclogical evidence and a history of sexual
contact with an infected man (9).

Some points regarding the treatments at
present emploved as the chief means of control-
ling gonococeal infections should be men-
tioned, from the viewpoint of epidemiological
considerations and the preferred drugs cur-
rently in use.

Epidemiological Treatments

Since the usval state of infected women is
asymptomatic, treatment based solely on epide-
miological data is amply justified, for example,
in the case of a woman who has had recent
sexual contact with a man suffering from
urogenital gonorrhea. This is so because of the
practical difficulties of obtaining bacteriological
proof’ of the presence of the disease, coupled
with the need to eliminate infection sources as
quickly as possible (1).

Preferred Drugs

Numerous researchers in various countries
have isolated, both in vivo and in vitro, strains
of N. gonorrhoege with increased resistance to
penicillin and other antibiotics (5, 7, 2, 17, 13),
and the result has been a higher treatment
failure rate when these drugs are applied in
doses that were previously effective. At the
same time, it has been shown that the resistance
to penicillin is relative, not absolute, so that

penicillin continues to be the preferred drug
(43, 15), provided it is used in optimum
dosages in order not to favor the continuation
of infection foci and the development of new
strains of the gonococcus less susceptible to the
drug.

Penicillin - preparations with longlasting
effect, such as procaine with aluminum mono-
stearate and benzatine, which in the past had
proved their effectiveness in the treatment of
gonorthea, are today the ones being chiefly
blamed for the change in susceptibility. This is
because they produce prolonged penicillin
levels in the blood which are below the
minimum concentrations lethal to certain gono-
coccus strains, with the results that only those
maost sensitive to the drug are killed while the
more highly resistant ones survive (7). Reports
have been received from various places of males
with the most highly resistant gonococcal infec-
tions who were infected by prostitutes who had
been periodically injected with long-acting peni-
cillin to prevent venereal diseases. Prophylactic
treatments of this type for prostitutes, which
appeat to be effective in preventing syphilis, are
not advisable as far as gonorrhea is concerned
(9), since they favor the development of gono-
coccus strains with higher penicillin resistance,
and may also change a symptomatic infection
into an asymptomatic one without making it
less communicable. At the present time, there-
fore, penicillins with short-ferm action-ie.,
those producing higher concentrations in the
blood—should be used instead of the long-
acting types (4), but always taking into account
the drawbacks involved in applying doses
smaller than those recommended.

ESSENTIAL COMPONENTS OF
CONTROL PROGRAMS

Programs for the control of venereal
diseases, including gonorrhes, comprise a series
of activities intended basically to break the
chains of transmission and eliminate the sources
of infection, that is, to prevent the appearance
of new cases and to cure existing ones. How-
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ever, as only a proportion of those infected see
a doctor of their own accord (either at his
private practice or at clinics and similar institu-
tions), those who do not come for treatment
have to be sought out.

The directors of public health services,
keeping the primary objectives constantly in
view and using the available information on
extent of the problem and existing resources,
draw up the control program and plans for its
implementation that will involve the efforts of
civil, military, and social security institutions
providing medical services, the medical profes-
sion (particularly private physicians), key
persons in communities, and the public in
general.

The basic activities, which are closely inter-
connected, are directed toward the treatment
and the detection of cases.

Those related to treatment are concerned
principally with: (a) encouraging infected
persons to report to physicians of their own
accord, by means of appropriate health educa-
tion and the improvement of the care provided
by medical services; and (b) obtaining the active
and effective participation of private medical
practitioners.

Promotion of Treatment on
Pattent’s Initiative

The proportion of infected persons seeking
medical care of their own accord should be
increased in order to reduce the number that
have to be sought out, this number being far
greater for gonorrhea than for syphilis. There-
fore, in the control programs particular atten-
tion is paid to furnishing information on
venereal diseases as part of health education,
and to having the public health services and, as
far as possible, private clinics, provide accesible
and acceptable medical care to persons request-
ing it.

a) Bducational Work

Venereal disease education in the com-
munity, and particularly among the most
exposed groups, is highly important for encour-

aging infected persons to come forward of their
own initiative, insofar as it promotes personal
and collective attitudes favorable to the prompt
seeking of medical care. Whether many of the
persons exposed lo the risk of infection
actually become infected, and if so, whether
they avoid infecting others and go promptly
and of their own accord to a doctor for
diagnosis and treatment until fully cured, will
depend on the degree of venereal disease
education achieved in the community. The
results, of course, will depend on the emphasis
that is placed on such questions as how the
diseases are caught, how they show up and are
transmitted; their importance for the indi-
vidual, the family, and society as a whole; and
what should be done at the least suspicion of
infection. The defense against venereal diseases
lies in the individual, and all the types of
prevention to avoid infection or its complica-
tions are subject in the last analysis to the
decision of the person concerned. The under-
standing each person has of the disease, and the
suitability of the medical services available to
him, will be of considerable influence in such
decisions (74),

Unfortunately, however, such health educa-
tion has a major limitation as regardsgonor-
rhea, and this limitation applies to the very
group that makes up the largest reservoir of
infection, i.e., the many asymptomatic women
who cannot be expected to seek treatment
since they lack the stimulus of symptoms.

Education and information for persons
suffering from gonorrhea may be provided by
the physician during consultation and oriented
mainly toward preventing reinfection or the
infecting of others, and also toward obtaining
the patients’ cooperation in the tracing of his
contacts. The impact that a doctor’s advice has
undoubtedly makes it the best opportunity for
instructing patients in the basic facts of the
matter. Education for the most exposed groups
can be provided under the general programs
carried out hy the responsible personnel. The
sex education of adolescents and young adults,
which is admitted to be of preat value in the
control of venereal diseases, should be carried
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out with the participation of the family, the
school, and community organizations.

Education and information work therefore
not only helps but is in fact essential for
making possible the treatment of infected
persons—the central objective of control pro-
grams.

b) Effective and Acceptable Venereal
Disease Services

A favorable attitude on the part of those
infected, and sometimes even their decision to
seek medical attention, will be of little avail if
the care and treatment available do not com-
bine the necessary conditions to be acceptable,
or the services involved do not possess the
minimum resources they need to provide the
most precise diagnosis and correct treatment.
There can be no doubt that venereal disease
services that fail to show proper tact and
respect for the modesty, personality, and
cherished interests of those with whom they
deal only drive patients away from treatment.
Typical examples of tactlessness and lack of
discretion are services that are used both for
individual patients and for group medical
examinations of prostitutes. Moreover, diag-
nosis and treatment are often based exclusively
on clinical findings, without the normally indis-
pensable hacteriological confirmation, either
because no laboratory services are available or
because those on hand are inadequate, so that
the physician cannot be absolutely certain he is
applying the correct treatment. Therefore, the
services concerned should not only meet the
requirements mentioned but should also have
the trained personnel and facilities needed for
identifying N. gonorrhoeae, with the appro-
priate culture techniques, as well as adequate
supplies of drugs approved by the health
authorities for venereal disease treatment.

¢) Effective Participation by FPrivate Medical
Practitioners

Despite all the value of having infected
persons seek medical care, it will not contribute
much to gonorrhea control unless the phy-

sicians fully play their part in each and every
case. Their particular role is viewed as com-
prising an “indivisible whole” made up of:
establishing correct diagnoses based on clinical
and laboratory findings; starting treatments
that utilize the best drugs in the opiimum
doses; investigating contacts for the detection
and treatment of new cases, including epide-
miological treatment; instructing patients on
how to avoid both reinfection and infecting
others; and reporting the case to the appro-
priate health authorities.

Tt is estimated that in many countries
private praciitioners treat the majority of
venereal infections, even in cities where the sale
of antibiotics without prescriptions and treat-
ment by pharmacists are commonplace. For
this reason, the cooperation of the private
practitioner is basic in all the activities carried
out under a gonorrhea control program, since
without it no institution or group of insti-
tutions, however well organized or equippéd,
can hope to operate such a program success-
fully.

The extent to which the private practi-
tioners” participation in the handling of their
gonorrhea cases is correct or erroneous, com-
plete or insufficient, depends not only on their
basic professional training, but also on their
having kept their knowledge of the subject up
to date, on fheir having available reliable
laboratory services for identification of the
genococcus as well as other facilities for the full
accomplishment of their task, and also, finally,
on the extent to which they consider them-
selves important partners in the control pro-
grams. The furnishing of information on
medical advances in this field, and the arousing
of the practitioners” awareness of their own
role; are of course responsibilities of the public
health administrators.

Three main means have proved effective in
obtaining the practitioners’ cooperation:
offering them opportunities to bring their
knowledge of venereal discase diagnosis and
treatment up to date; providing them with
facilities for the handling of their cases; and
assisting them in every way possible in dissemi-
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nating information they wish ta make known,
either to professional groups or to the popula-
tion as a whole. Fortunately, physicians indi-
vidually and collectively readily accept specific
information regarding recent advances in
venereology, including data on the extent of
the problem locally and nationally, on control
programs and activities in progress, on results
obtained, and on the form in which their
cooperation is most effective. As regards other
assistance, patients’ laboratory and advisory
services for diagnosis and treatment, under a
system that does not jeopardize either their
reputations or their financial interests, are of
particular value to them.

Detection of Cases

However many infected persons are led to
seek treatment through improved health educa-
tion and medical facilities, there is always a
large group who do not. And these are the very
ornes who have to be sought out since it is they
who are the most dangerous in spreading the
disease, which they continue to pass on while
very often being unaware that they are them-
selves infected. Consequently, the detection of
unwitting cases and ones unknown to the
medical authorities is one of the most
important stages in control programs.

For a variety of reasons, infected women
make up the greater proportion of the persons
who fail to seek treatment. To begin with, since
the disease pgenerally occurs in them in its
asymptomatic form, they are virtually unaware
there is anything amiss, except for those who
notice a vaginal discharge of gonococcal origin
and do not know the reason for it. In addition,
modesty, shame, and fear of what may happen
if other persons learn of their trouble also cause
women to be less likely to request medical care.
There are therefore good reasons why the
number of cases to be sought out includes more
women than men. The statistical data available
confirm this, since they show a larger number
of men with the disease than women, which
seems out of line with reality in view of the
way in which it is communicated.

The infectiousness of women with the

asymptomatic form has been demonstrated
experimentally in a conclusive fashion (17).
The problem presented by asymptomatic cases
is complicated by the fact that men have also
been found harboring gonococei in the uro-
genital tract without showing clinical evidence
of the disease; the epidemiological importance
of this is under study.

The fact that so very many female cases are
both asymptomatic and infectious is a major
difficulty for the control of gonorrhea. The
bacteriological means for diagnosing it are
neither quick, simple, nor absolutely certain,
and there is no specific serologic reaction.
Hence the position is different from that with
syphilis, where identification of the treponema
is straightforward and immediate, a large per-
centage of infected persons are asymptomatic
but not infectious, and there are specific
serologic tests for detecting them.

The following procedures are the only ones
that can be applied for case-detection at
present: venereal disease education stressing
each and every one of the activities and
measures against the disease; study of both the
sexual contacts admitted by the patient and the
persons in his social circle whom he considers
would benefit from a medical examination; and
for the latter purpose, the seeking out of cases
in selected groups in areas where there is a high
incidence of the discase.

a) Investigation of Contacts

A serious matter in gonoirhea control is that
the investigation of contacts has many more
limitations than is the case with syphilis, and it
has not been possible to develop other epide-
miological methods effective in checking the
rapid spread of the disease (7, 71, 13). Contact-
tracing, of little enough effect for gonorrhea in
general, is virtually useless in the case of
promiscuous infected women, particularly
prostituies, who are rarely able to provide
information that can serve to identify and
locate their contacts. The difficulties of using
this method are compounded by the tremen-
dous number of persons with gonotrhea who
have to be seen (four or more times the number
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with infectious syphilis), the number of visits to
be made, and the physical examinations to be
catried out. The volume is such that the public
health services simply cannot cope with it in
addition to the investigations required for
infectious syphilis, which is considered. to have
the greater priority. However, under the
working conditions prevailing in the majority of
venereal disease services, some investigation can
be done with the cooperation of the patients
themselves, apart from that conducted by the
available field personnel.

The best way to carry out an investigation is
to use only properly trained, full-time person-
nel. If this is not possible, official medical and
paramedical personnel, with informal training,
can do the job with the obvious limitations. In
such cases, the physician obtains from patients
the necessary information on their contacts and
directions on how best to locate them; arrange-
ments are then made for the contacts to be
medically examined by visiting nurses or social
workers, who do this as part of their regular
work. To facilitate and speed up this work,
some services ask the patients themselves to
help in tracing their contacts, when they know
them well and are prepared to cooperate. This
system is more effective if the patients are given
referral cards which their contacts can hand in
to the health service of their choice, or to a
private practitioner who knows the key and can
give the appropriate examination.

b)Y Case-Finding

Case-finding is carried out among adoles-
cents and young adults who attend clinics
located in areas with a high incidence of
venereal disease. Study of the occurrence of
asymptomatic gonorrhea in certain groups most
exposed to venereal risks (/8) has shown that
the greatest number of cases is found, in
descending order of frequency, in: women who
have been in contact with known cases; women
who enter prisons; men attending wvenereal
disease clinics for reasons other than gonorrhea;
and finally, women attending obstetrical clinics.
In this way it has been observed that propor-

tionally more cases of asymptomatic gono-
coccal infection are found among women than
men in similar groups. Consequently, it is
advisable that case-linding activities be under-
taken in prenatal, gynecological, early cancer
detection, and family planning clinics, as well as
by prison medical services and venereal disease
clinics.

Treatment of Cases and Contacts

This is one of the fundamental activities in
the control of gonococcal infections, since it
leads to the prevention of new cases and the
curing of existing ones.

The difficulties of treating gonorrhea have
been steadily increasing. A growing number of
failures have been reported from all quarters,
due mainly to the circulation of gonococcus
strains which, having become less susceptible to
dr