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1. INTRODUCTION

A steep decline occurred in the incidence of syphilis
and gonorrhoea following the almost epidemic prevalence of
these infections during and immediately after the Second
World War. This decline coincided with the wide availa-
bility and use of the new effective remedies and suggested
to many of those concerned with health programmes that the
problem was solved. A reversal of the downward trend in
incidence has, however, been observed during the past few
years ‘and the increase in 1nfect10us syphllls and gonorrhoea
in many countries of Europe, and throughout the world, has
caused concern to many health administrations.

Thls concern has been reflected in the proceedings of
different meetings of the World Health Organization (WHO),
1nclud1ng Regional Commlttee meetings 1in Europe and the WHO
Health Assemblles. It is perhaps particularly significant
that thlsﬂlncrease should have been so marked in European
countries with their comparatively well- developed health
services, good communications and ready supply of drugs.

It seemed important, therefore, as a first move in the
endeavour to 1mprove eontrol of venereal disease, to study
the European situatlon._' For this purpose the WHO Regicnal
Office for Europe ‘conivened. a” Symp051um on Venereal Disease
Control at Stockholm from 24 to 28 September 1963, which
was attended by medlcal representatlves ‘'of central health
administrations in 21 European countries (see Annex I).

The purposé of the Symposium was to study the methods
of venereal disease control at present in use in European
countries and to consider possible improvements in these



methods and their application. It was hoped that it might
lead to a strengthening of existing measures and intensify
co-operation between European and other countries in
combating venereal disease.

The opening session was addressed by Db'A. Engel,
Director-General of the Swedish National Board of Health,
who welcomed the participants to Stockholm.

Dr M. Tottie toock the Chair, Dr W. Burckhardt and
Dr Towpik were appointed Vice-Chairmen and Dr A.J. King,
Rapporteur.

It was decided at the 3ymposium to confine discussion
to early syphilis and gonorrhoea and not to consider
chaneroid, lymphogranuloma venereum (Nicolas-Favre disease)
and granuloma inguinale (Donovan's disease), which are not
major health problems in European countries at the present
time, or non-gonococcal genito.urinary infections (including
trichomoniasis). :

It is known, of course, that politiecal, economic,
social and legal structures vary greatly in different
European countries and it was realized that there would be
difficulties in devising detailed proposals for action
which would be suitable for all the 32 European Member
States of WHO in the Region. It was, therefore, agreed
that an attempt should be made, on the one hand to appraise
the relevant material before the Symposium and, on the
other, 10 reach conclusions that might be generally
useful to the various governments. The report sums up
the deliberations which took place with that end in view.



It appeared that most of the available methods for
venereal disease control were well-known and well-tried.
Hence, it was decided at the Symposium to study how they
were applied in European countries with a view to seeing
whether changes in emphasis or modification of present
practices could produce better results. = Certain diagnos-
tic methods, including immunofluorescent treponemal anti-
body testing (FTA) for syphilis and identification of the
gonococcus by immunofluorescence, are still under trial
in Europe. However, the epidemiological method. of case-
finding by the "cluster" technique, involving the adminis-
tration of antibioties to individuals or groups suspected
of being infected without confirmation of presumptive diag-
nosis, was belleved to be relatively untried in Europe,
whether or not combined with preventive treatment or epidem-
iclogical indications.

It was noted that the problems concerned were largely
related to human behaviour, education and training and that
a public health programme of venereal disease control must
receive a wide measure of community support if it were to
be 'successful. Participants expressed the view that the
attention of health administrations should be drawn to the
fundamental importance of a co-operativée venereal disease
control programme in the European Region of the World Health
Organization. The view was also expresseéd that'any~inten~
sified venereal disease programme must be-i¢onducted in &
balanced way, as an integral part of the general health
programme of each country- R



2. THE RECRUDESCENCE OF INFECTIOUS SYPHILIS
AND GONORRHOEA IN EUROPE

There are wide differences in the nature and extent of
reporting for morbidity purposes of cases of syphilis and
gonorrhoea in the Member States of the European Region.

In some countries where venereal disease is notifiable

several factors are known to favour under-reporting.
Nevertheless, data submitted tTo WHO by 22 health adminis-
trations in Europe (Annex III), grd those available from other
published sources, give significant information. Indeed,
studies of long-term trends show that syphilis and gonorrhoea
have again become urgent health problems.

The annual incidence of early infectious syphilis has
now in some countries exceeded its maximum following the
Second World War after falling, a few years ago, tc a lower
level than that previously recorded. Gonococcal infections
have continued in most countries to cccur at a high level of
incidence and have shown z dangerous increase in some of them.
In some instances gonorrhoea and syphilis are now among the
most prevalent of the notifiable diseases. Some 30 000 to
30 000 cases of infecticus syrhilis and some 300 000 to
400 000 cases of gonorrhoea are reported to occur every year in
the adult population of the European Region. The true
incidence is certainly several times higher, as indicated
by detailed pilot studies in some areas. In most countries
more cases are reported in males than in females, particularly
in gonorrhoea, and a large reservoir of infection in females
thus remains undiagnosed.



A recent WHO studyq showed that the increasé in the
incidence of syphilis, as well as of gonorrhoea, was more
marked in Europe than in other regions of the world from
which information was available. Furthermore, in some
European countries both syphilis and gonorrhocea occur more
frequently than before among adolescents. A high
incidence was also recorded in-certain occupational groups
(e.g. seafarers, migrants) and among prostltutes, homo-
sexuals, and other problem groups

Syphilis is still a disease Whlch may give rise to
serious systemic and invaliding damage in infected persons
who receive no treatment. Some modification in its early
clinical plcture has been noted in several European ' ‘
countries, Syphilis of the newborm continues to oceur in
appreciable numbers, Serious complications of gonorrhoea
are also observed and salpingitis, with resulting sterility
of the female, is more frequent than was belleved to be the
case a few years. ago.

Unprecedented and rapid travel by sea, air and land,
including migration, has greatly facilitated the spread of
syphilis and gonorrhoea between countries within Europe and
between Europe and countries in other regions. The

1 Guthe, T. & Idsge, 0. (1962) Venereal diseases and

treponematoses: nature, extent and significance (Unpublished
WHO working document WHO/VDT/300) and World Health Organization
(1963) Expert Committee on Gonococcal Infections (1962) Report
(Wld Hlth Org. techn. Rep. Ser., 262)




epidemiological picture described is part of one which exlsts
throughout the world. The failure to control these infections
is now becoming evident in spite of the continued availability
and wide use of treponemicidal and gonococcicidal drugse.

There is no evidence that T. pallidum has developed
resistance to penicillin. Serious untoward effects from the
use of this antibiotic have been cbserved infrequently among
venereal disease patients (although the usual precautionary
measures should be taken). Furthermore, the observed changing
sensitivity of the gonococecus to penicillin and streptomycin
in some European and other countries cannot explain the
failure to control this venereal infection in the last decade,
since several other available antibiotics remain effective
against the organism,

It is important that the attention of health adminis-
trations be urgently drawn to the significant recrudescence
and the continued rise in the incidence of early syphilis and
gonorrhoea in most European countries. Those infections
presented health problems calling for further intensified
national and internaticnal action to promote venereal
disease control.



3., METHODS OF VENEREAL DISEASE CONTRCL IN EUROPE

There is a ri#gh incidence and extensive reservoir of
syphilis and gonorrhoea in regions other tnan Europe and
venereal infections are often imported from other regions.
Europe, in turn, undoubtedly exports veneresal disease to other
countries. The recrudescence of these infections in Europe
however, 1s not related only to the yigsk of infection
resulting from rapid travelling and migration by large
numbers of sexually active men and women. Factors of
furbanization and industrialization, the breaking-up of
social and community patterns and the increasing commercial
promotion of interest in sex are other aspects of the process
which facilitate the spread of venersal disease.

Among basic factors contributing in some communities
to the present epidemiclogical situation are earlier phys-
ical maturity and the freer association between young
people of both sexes.at an earlier age than before, and a
greater indifference to the risk of infection and to
seriousness of syphilis and. gonorrhoea which developed . in
the public after the introduection of rapidly acting anti--
biotics. Purthermore, there is a waning interest in the
medical profession for these "dying diseases" as individual
and public health problems. In some instances, too, Treat-
ment facilities are being dismantled, while budgets and
venereal disease control activities in general are being
reduces by health administrations.

Finally, there is a marked lack of uniformity in
venereal disease control methods.as.well as in health
legislation in this field among European countries.



Inter-country collaboration is limited in combating these
infectious diseases. Particularly important, under the
present circumstances, 1s the fact that there are considerable
differences in the nature and extent of the epidemiological
case-finding methods used in venereal disease control, both
within and between European countries.

3.1 Reporting for morbidity purposes of early
syphilis and gonorrhoea

There are many important gaps in the knowledge avail-
able from the routine data accessible on venereal - ;
infections in Europe. In some countries venereal diseases
arc not notifiable. In others, whaerc they are reported,
several factors are known to favour under-reporting, particu-
larly as regards goncrrhoea. In some instances data
originate only from doctors working in official venereal
disease clinics and not from cther clinics or from private

physicians. In other instances no provision is made for the
central collation of statistical data by the central health
authorities. The age and sex distribution of new cases are

only available in a few countries and special research
studies to fill the gaps. are; apparently, seldom under-
taken.

The participants thus felt there was a great need for
improved statistical reporting in many European countries.
It was agreed that every health programme should incorporate
arrangements for procuring available routine information in
a form which would allow the asxtent of the problem and
trends in the-incidence of the disease to be rapldly
appraised. A system should be established under which
all physicians were obliged to report to the health authorities




every new case of syphilis and gonorrhoea, in whatever field
of health he was working. Reporting should "include
information on sex, age, stage of disease and place of
diagnosis. The information should be collated centrally
and it would be useful if it could be made available in the
annual reports of health admlnlstratlons. Such a system is
essential if the efficient and economic use of available
resources is to be promoted

$el " The principle of free diagnostic and treatment -
. services . .

The provision of diagnostic and treatment facilities to,
patients without cost remains.a basic principle in venereal ' 
disease control, though. the extent of diagnostic fac111ties.
(laboratory serv1ces) and treatment facilities (clinics, and
private doctors) varies from country to country in Eurcpe.
Services are not always available to nationals and
foreigners without cost.

In view of the present epidemiological situation and the
rising incidence of both syphilis and gonorrhoea it was
considered urgent that European countries should reassess
their need for diagnostic and treatment facilities for the
next few years with a view to strengthening and expanding
them. Closer integration of the laboratory and the clinical
aspects of the programme was also des1rable.: Intensified
co-operation with other medical disciplines was most
necessary, particularly with gynaecologists, obstetricians
and paediatricians, with maternal and child health services,
and occupational health services (in industry and among
seafarers, etc.).



3.3 Case-finding

3.3.1 Contact-~tracing

Persons who voluntarily seek facilities for diagnosis and
treatment usually have suspected infection or actual clinical
manifestatiocns. The provision of these services free of
charge should remain a basic principle of venereal disease
control. However, as far as case-finding is concerned, this
is a passive process unless associated with epidemiological
activities aimed at finding male or female sexual contacts
suspected to be sources of infection. The same applies to
those who may have become infected by contact with a patient
after he or she has contracted the disease but before it has
been treated. For such contacts diagnosis must be established
and treatment provided as far as possible.

Epidemiological investigations based on tracing possibly
infected sexual contacts is a most impertant active case-
finding activity. Here the time element is an essential
factor. Epidemiological reporting and action should,
therefore, be based on the most rapid means of communication
(telegram, telex, telephone). In most Eurcopean countries
contact information obtained from infected persons - as
stated in the information sent in to WHO (Annex IV) - is
used for epidemiclogical purposes, namely, the detection
and treatment of sources of infection. Private doctors,
as well as doctors working at cliniecs in some, but not
all instances, are expected to persuade patients to arrange
for sexual contacts to come for examination and treatment.
However, only in some countries is there an epidemiological
service to assist in this work. In others, doctors often
do not take advantage of such a service when it is avail-
able. Indeed, 1in several European countries, case-
finding, Dbased on +tracing sexual contacts
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and finding sources of infection, appears, generally

speaking, to be relatively inactive. Notification by

name of suspected sources of infection for contact tracing
purposes through local or national health authorities is
carried out only to a limited extent. The exchange of
contact information between countries in Europe is limited

and

are not always used. Although the number of venereal

disease cases for which contact information was exchanged bet-
ween thelC European countries that forwarded information to
WHO has increased somewhat since 1960 (Annex IV), the velume
is still disproportionately small in relation to the growing
inter-country problem under discussion. No well-planned éuropean
1nvestlgat10n of’ the Value of this method has been undertaken.

‘While participants realized that case-finding could never
be completely effective, it was ‘stressed: that 1ntensif1ed
co-operation: in that field was essential = - :
if venereal disease control was to improve in Europe.-
Agreement was reached on a form-which was suggested
for use in the exchahge of epidémiological contact infor-
mation between countries (Annex VI).  Altheugh great differ-
ences were noted in the legislative framework within which
contacts and sources of infection could be traced in Europe,
there was a need, in-Europe, for -a more organized approach to
epidemiological 1nvestigation. SR '

3.3.2 Mass screening

Another important active case-finding technique is the
serological and medical screening of population groups that
lend themselves to systematic examination. This procedure
is being used in several European countries. Only in two
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is there legislation providing for systematic examination:

of pregnant women for syphilis, although in other countries
such examinations are undertaken on a voluntary basis as

part of the general health programme, . Other groups include
industrial workers, migrant workers, immigrants, seafarers,
military personnel at home and abroad, persons in charge of
children, blood and milk donors, patients admitted to hospital,
ete.

It was the general opinion at the Symposium that more
intensive, systematic case-finding work could be undertaken
in such-groups as the above. Here, too, closer co-operation
was required between different medical disciplines (e.g.
occupational health, maternal and child health) coupled with
a more integrated approach to venereal disease control under
a long-term health prograrme, This was required in general
and not only for case-finding purposes. Closer co-operation
could be envisaged with urologists, gynaecologists,
obstetricians and paediatricians in the maternal and child.
health programme. Blood testing and examination for gonococci
could be carried out more systematically in those disciplines.
Intensified case-finding and control work was also required -
in ccuntries where young persons, defaulters from treatment, .
homosexuals and commercialized female promiscuity represented.
a problem. It was noted that in Europe the nature and extent
of active case-finding methods used in such infection-risk
groups varied considerably. Finally it was discussed whether
diagnostic laboratories should report diagnosed cases, not
only to the doctor in charge of the case at;the cliniec, but
also to the health authority, in order to facilitate
epidemiological investigations. There was felt to be:a
strong case for doing so as doctors did not always avail - - .
themselves of the contact-finding sources at their disposal. .
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3.%.% The "cluster" technique

A new epldemlologlcal technigue - the "cluster" tech-
nique - was 1ntroduced some years ago for case-finding pui-
poses in the USA. It provides for systematic examination
for syphilis or gonorrhoea among friends, associates and
suspects in the same sccial group or stratum to which a
patient belongs. This technique has lent itself to the
investigation of groups at risk of infection and can ap-
parently be applied in epidemiclogical surveillance with
useful results. A type of "cluster"technique has also been
successfully used in the USSR for many years.

It was noted at the Symposium that the "cluster" tech-
nique had only been tried out on a limited scale in Europe.
It was suggested that more attention might be paid to the
possible adaptation of this epidemiclogical case-finding
technique to conditions in the Mediterranean, as well as' in
the northern parts of Europe. -

3.4  Case-holding

Case-holding is the procedure for keeping the patient
under observation over the period necessary for treatment and

during post-treatment observation. This is of importance
both in syphilis (for quantitative serological tests) and in
gonorrhoea (for tests of cure). At least one European coun-~

try requires hospitalization of all cases of venereal dlseasev
during their infectious stage. :

It was pointed out at the Symposium that the develop~-
ment of strains of gonococci resistant to antibictics, as
well as prolonged infectiousness owing to difficulties in-
establishing the presence of gonococci in symptomless female
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carriers, made longer case-holding and observation neces-

sary for epidemiological reasons, in any intensified control
programme. The periodic clinical and laboratory examinations
undertaken must be adequate. Cursory "medical inspection" or
the socalled "medical control" sometimes practiced were inef-
fective,

3.5 Preventive treatment

The preventive treatment of pregnant women with diagnosed
syphilis, or of pregnant women known to have been exposed to
an infectious contact appears to be an accepted practice among
clinicians.

Preventive treatment of persons suspected of being in-
fected or to be sources of syphilitic or gonococcal infec-
tions is sometimes undertaken without specific verification
of the presumptive diagnosis. In some European countries
such preventive treatment of contacts is in use, while in
others the procedure is limited to special instances.

In other medical fields, large scale preventive treatment
has been given to symptomless contacts in "mass campaigns"
using specially developed techniques, manifest disease being
treated at the same time. This epidemiological method has
proved most effective in areas of high prevalence of infec~
tions such as yaws and cerebrospinal meningitis. The tech-
nique is stated to have been effective also in. the control of
venereal syphilis and gonorrhoea in limited areas in Europe. It
has also been tried out in a mass campaign in an area of high
prevalence of gonorrhoea {Greenland) with encouraging, but
temporary results. The long-acting penicillin in the mixed
penicillin preparation used,possibly contributed to the
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changed sensitivity to penicillin among the circulating
strains of N. gonorrhoea which was observed when there was
a recrudescence of the disease several months later.

The participants felt that the epidemiological indi-
cation for the use. of preventive treatment and its usetul-
ness in areas of high prevalence of gonorrhoea should be'v
further studied. S

3.6  DUnauthorised. treatment aspects

Several European countries provide for the suzpression
of unauthorized treatment by charlatans and quacks, and
drugs are sold only on doctors' prescriptions.

At the Symposium emphasis was laid on the dangers
associated with oral treatment of venereal infections.
Pills remaining in the hands of patients after completion
or interruption of their treatment were often passed on to
other infected persons to be used without supervision by
the doctor. Treatment by lay persons could only be author-
ized under very special circumstances, e.g. on board ships
at sea where criteria for management should be prescribed.
This aspect of the problem was discussed at the Symposium
separately, in connexion with the Brussels Agreement.

It was urged that health administrations in Europe
intensify national and international measures against
venereal disease along the lines discussed. In so
doing, it was considered important that:



(1) more extensive diagnostic and treatment fa0111ties
be provided without cost to patients;

(2) more systematic case-finding be undertaken through
the screening of special occupational and other groups;

“(3) special attention be paid to the urgent need for
more rapid and complete epidemioclogical action and
intensified exchange of contact information within and
between countries in the European Region;

(4) a system to facilitate such an éxchange of contact
information should be developed.



4. "SEKFARERS’AND THE BRUSSELS AGREEMENT

Seéafarers are but one of seéveral itinerant groups
exposed to the risk of infection owing to travel between
countries and continents. Tvidence has persisted that
there is a higher frequency of venereal infections among
seafarers than among land populations in general, notwith-
standing the educational and social welfare programmes
introduced for seafarers by many maritime countries in
Europe and other continents.

In comparison with information available for naval . - ..
personnel port health statistics and morbidity information
have, in recent years, reflected less well than -‘before the
true extent of the problem. in the mercantile marire.” In
one European maritime country sampling survey techniques
have recently been developed to establish more accurate pre-
valence data by the examination of crews aboard ships in the
international trade. Information on the nature and-extent
of the treatment provided while at sea was alsc soughit.
These preliminary surveys show that the frequency of néw: ..
syphilitic and gonccoccal infections is many  times higher
among seafarers than suggested by previous data. In the
floating population of one country, the prevalence of ven-
erecal disease was found to be sixteen to twenty times higher
than in the land population. It appears-that verereal in-
fections thus continue to be spread by ‘the naritine -route.
Nevertheless, the management of venereal disease “abdard ship
and the co-operation with port physicians that is so essential
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rarely meets the minimum requirements and criteria estabe
lished in the revised provisions of the Brussels Agreement.
The Agreement, which provides for free venereal disease
treatment of seafarers, regardless of nationality, also
covers epidemiological contact~-finding and defines the
minimum criteria for diagnostic and therapeutic procedures,
ete.

4,1  (Conclusions

The emphasis laid at the Symposium on the basic need
for an intensified venereal disease control programme,
providing free diagnostic and treatment services for all,
was felt to apply with especial force in the case of sea-
farers of nations which had adhered to the Brussels Agree-
ment. Work in the epidemiclogical sector was, however,
lagging.

Intensified work in the maritime sector should be
encouraged in European ports in resard not only to. ocean-
going vessels and crews, but also to rivermen and boatmen
engaged in the extensive European waterways' traffic.

It would be useful iIf WHO would invideimaritime countries
in Europe and overseas, which have. adhered to the Brussels
Agreement, to implement it more fully and, further, invite
more countries to adhere to the provisions of the Agreement.

A valuable activity would be a pilot study, undertaken by
a limited number of maritime countries in Europe and
co-ordinated by WHO, to appraise with proper techniques the
true nature and extent of the problem, as well as venereal
disease control practices in ports and abcard ship.

- 18 -



5. LEGISLATIVE FRAMEWORK FOR. VENEREAL DISEASE CONTROL
IN EUROPE

Some years ago the World Health Organization made a
. s s . . i
world-wide survey of existing legislation.™ European
countries were asked, in connexion with the Symposium, to
furnish supplementary data in regard to more recent addi- .
ticns. | This information completes the original survey .
and has Dbeen collated in Annex V,

-There are clearly, in. important respects, dlfferences-_,

in the legal frameworks within which venereal disease. control
is praeticed in the different countries of Europe. This is:
particularly truve of the variety of duties incumbent on the
health: authorities and in the powers delegated to them. -
For example, in some countriez the physician is legally
obliged to arrange for epidemiological investigations; in
others, these are the responsibility of the health author-
ities. Only few countries have provisions empowering the
authorities to designate groups-in the population to be ex-
amined systematically, though screening procedures have be-
come an accepted case-finding teehnigue in many medical fields.

It was pcinted out at the Symposium that the existing
lack of uniformity .in the venereal disease laws themselves
in Buropean countries, as well as the regulations for. their
implementation, presented obstacles to more effective and
co-ordinated coniroi.

1 ; . . ; .
World Health Orgenization (1956) Venereal diseases:
A survey of existing legislation, Geneva
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The participants emphasized that venereal infections
should, from the legislative viewpoint, be considered along
similar lines to infectious diseases in general. The survey
of legislation had showmn, however, that venereal disease
continued to cccupy a special place in the health legislation
of different European countries. It seemed that some of the
existing specizl legal enactments might be better covered by
general enactments, rather than by special provisions.
Nevertheless, a minimum of special legal provisions was
considered necessary as a basis for a venereal disease
control programme in view of the particular nature of the
circumstances giving rise to such disease. A number of
legislative points, held to be of particular use and importance
when intensifying activities against venereal infections, were
suggested for the consideration of health administrations.
These points are enumerated below, notwithstanding that some
of them might be covered by general rather than by specific
legal enactments.

(1) - Provisions for statistical purposes

(a) A definition of "venereal disease" is required.

In the present context it is confined to infectious
syphilis (including early congenital manifestations) and
to gonorrhoea.

(b) Every doctor should bz required to report to the
health authority each new case of infectious venereal
disease diagnosed as a basis for the collation of data
and the wverification of trends of incidence by central
health administrations.

- 20 -



(2)

()

Provision of diagnostic and treatment services

(a) Provision should be made for facilities to permit
the diagnosis and treatment of infectious venereal
disease (including drugs) without cost to the persons
concerned, regardless of citizenship. In regard <o

"diagnosis, the laboratory facilities should be of ac-

ceptable standard. Such facilities should be general-
ly available under the venereal disease cofitrol pro-
gramme in the same way as in programmes for any other
infectious diseases of public heaith importance.

(b) Treatment should be obligatory for every patient
suffering from infectious venereal disease.

(e} Treatment should be undertaken by phy5101an¢ (see
“under”(5)" (a) below ). :

Prov151on of epldemlologlcal serv1ces

_be required to attend for treatment.

(a) Any patient vho does not follow the preseribed
treatment and therefore may spread - disease and en=
danger the community should be reporied by namé - to:
the health authority, in order that he (or sne) may

(b) The doctor should be urged to repcrt to the health
authorities -at-hHome or abroad-persons-indicated by the
patient as pcsgsibly infected, whether those persons are
considered possible sources of infection -or may subse-
quently have been infected by theée- patient, assuming that
those persons are not already under the care of the same
physician or-of another physician.



(%)

(5)

(¢) The procedure under (3) (a) and (3) (b) should
be so organized that the persons reported are examined
medically without delay.

Provision for group examinations

(a) The health authority should be empowered to arrange
for examination of groups of the population in which the
likelihood of infection is considerable.

(b) Premarital health declarations should include a
statement of absence of venereal disease, preferably to
be accompanied by a report of a serological test for
syphilis.

(c) Prenatal health examinations should be universal
and comprise tests for the exclusion of venereal disease,
including serological tests for syphilis.

(d) Donors of blood or milk who state they are free
from infectious disease should, nevertheless, have
serological tests for syphilis; wet-nurses should also
be tested for gonococeal infection,

Provisions regarding professional and other personnel

(a) All patients with venereal disease should be treated
by physicians, exceptions being authorized only if
nepessary, e.g. in the case of seafarers at sea and in
other special circumstances, where special rules are
prescribed (see also (6) (c)).

(b) Public health nurses, social workers and other

auxiliaries should be available to assist in the venereal
disease control programme.
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(6) Provisions regarding co-operation between countries

(a) As effective venereal disease control cannot stop
at frontiers, contact information about persons believed
to be infected should be sent.to the appropriate health
authority of the country concerned (see also (3) (b)
above)“ 'A standard form similar to that appended to
this report (Annex VI) should be used.

(b) Information should be readily available about
treatment facilities for foreign travellers and others
unfamiliar with local conditions.

(e) It is desirable that the provisions of the Brussels
Agreement respecting facilities for the treatment of
venereal disease in merchant seamen (WHO revision, 1960)
be implemented by all maritime countries and countries
with large inland waterways.l’ ’

It is suggested that WHO invite countries in the European
Region to study their relevant legislation with a view to
revising and- strengthening their existing laws and regulatlons
relating teo natlonal and international procedures for venereal
dlsease contrdl taklng 1nto account the above p01nts.

1

W1d Hlth Org. techn. Kep. Ser., 1958, 150
2 —

Wld Hlth Org. techn. Rep. Ser., 1960, 190
2 World Health Organization (1961) World directory
of venereal disease treatment centres at ports, Geneva




6. TRAINING OF PHYSICIANS

6.1 Training of medical students

In the opinion of the participants the teaching of
venereology and venereal disease control remained inadequate
in many medical schools, This had led to lgnorance and lack
of interest in the subject on the part of many physicians.
In consequence the idea existed that the subject did not
warrant attention and that the diagnosis, treatment and
epidemiology of venereal disease were matters of rule-of-
thumb which required no special training or competence.

In addition, the view had recently become current that the
venereal disease problem had been solved by the introduction
of efficient remedies.

Developments had shown that it was time to change those
ideas if the essential co-operation of physicians of the
future in measures for venereal disease control was to be
secured. Special attention should be paid to the amount and
technique of training undergraduate medical students in the
subject as part of their general medical background. In
addition to the clinical aspects, specilal emphasis should be
placed on the epidemiological and socio-medical aspects of
the subject. None of those aims was likely to be achieved,
however, unless those responsible for teaching undergraduates
were themselves fully informed in modern methods of diagnosis
and treatment, in techniques for epidemiological control and
in the social and psychological aspects of the problem. As
one partlclpant remarked' "the tirst need is to educate the
educators"
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It was felt that medical students required much more
instruection from experts in social modicine and, in relation
to patients with venereal disease, that could be undertaken
with advantage in conjunction with clinicians in what might
be called clinico-scciological meetings. Students should
also be provided with practical experiénce in socioclogical
techniques. In that conrexion reference was made to an
interesting experiment by the Department of Social Medicine
at the University of Uppsala, which employs students tenta-
tively as soclel worksrs din-venereal disease clinigs as part
of their training.

6.2 Training of physicians

Post-graduate instruction and refresher courses in the
subject should be freely. avallable to practising physicians.
In some countrlps it had beeﬁ found advantageous to provide
for general distribution to phy5101ans pamphlets containing
detailed information and advice about those diseases,
including recent advances in dlacr“nom¢ and treatment. On
the other hand, some felt it inadvisable to give detailed
recommendations akout treatment on the grounds that treatment
was an individusl matter. In any case, physicians should
be fully informcd of the facilities for expert advice
available to them and to their patients. The extent to
which such nzthods were successful would depend in a consider-
able measure o early training.

Co-operatviocn in case-finding cn the part of physicians
working in othor disciplines was essential. In some
countries thet applied particularly in the case of obstetricians
and gynaeccliegists, T connexion with routine ante-natal
care, although wore antec.nstal departments than before were
using routine serological tests for syphilis, acegquate



routine investigation for gonorrhoea was rarely pracitiised
even though gonorrhoea was by far the more common disease
and so often gsymptomatic in women. ° Organizations
dealing with maternal and child welfare were also closely
concerned with the problem. Paediatricians, urologists,
rheunmatologists, general surgeons, psychiatrists and others
who were likely to see cases of venereal infection,
complicated or otherwise, all needed to be alert to the
nossibility of such infection in their patients. Patholo-
gists and microbviologists could play a greater part by
maintaining close touch with clinicians and cthers engaged
in the control of verereal disease. In that comnexion it
was understood that laboratory tests for venereal infection
required the highest possible standards of those who
performed them. Constant supervigion and inter-laboratory
assessment of the various technigues concerned were also
required. Thus, there was a-paramount need for all sections
of the medical profession to be better informed in all
aspects of the problem and tc keep constantly alert to
avoid infectious cases passing through their hands and
remaining undiagnosed.

It is hoped that additional and intensive training
of the medicel profession in clinical, epidemiological and
social aspects of venereal disease will be provided at the
undergraduate and post-graduate levels.



7. EDUCATION OF THE FUBLIC

In the introduction tc the discussionl it was pointed
out that there was general agreement that the public should
know more about the venereal diseases. However, the
precise methods to be used in imparting the information and
the extent to which education is likely to be effective in-—
controlling the spread of infection had been matters of
dispute. Health education, unquesticnably, was one of the
most important notential factors in disease control. But
venereal disease wos in a different category from other
diseases, depending as it &id upon the manner of sexual
life and emotional reactions of individuals as well as on
the culture and moral codes of social groups. Incidental
or habitual promiscuity was the direct determining factor
and the extent of it was influenced by many circumstances.
Strictly medical methods of dealing with the problem had
failed to control the spread of the disease. It was not
only necessary te strengthen epidemiological methods, but
also to strengthen other measures, especially education of
the public. General education, health education and sex
education could all contribute. The broad -aims should be:

(1) te influence people's behaviour and shape their
attitude towards health problems - a type of education
difficult to conduct, and, as yet, noorly developed;

(2) to give facts about venereal disease, its
consequences and methods of prdtection; rand,

(3) to encourage the infected to report for dlagn051s,
treatment and follow-up. .

1 Capinski, T.Z. (1963) Health education in venereal
disease control. Unpublished WHO working document EURO-240/3
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The evaluation of techniques of health education was
thought desirable. It would, however, be a complex process
owing to the immense diversity of mental and soclal charac-
teristics in individuals and groups and the many different
ways of applying each techniqgue. Cne approach was to assume
that the individual knew nothing and to endeavour to convey
facts (by lectures, motion pictures, books, leaflets, press
articles, posters, radio and television programmes) . A
second approach was to assume that learners possessed some
information and had qualities which could influence their
ability to learm; in fact, they took an active part in the
transmission of information (through group discussions,
interviews, individual talks with patients and the like).
The media employed were the spoken word, the written word
and audio-visual equipment. As regards the spoken word,
the general opinion was that lectures were of the least
value, especially when insufficient time was left for
questions or when the audience was too mixed or too large.
On the other hand, small discussion groups with individuals
of the same sex, age and level of education and with
approximately the same interests, could give results. The
printed word was presented in many different ways (in books,
brochures, leaflets, press articles, tabloids, advertisements
and posters). Bach had its advocates and opinicns differed
greatly.

The written word was a medium which was not very
adaptable to the level of the individual and, like other mass
media, its influence on behaviour was probably limited or

perhaps negligible. The cest was higher than that of the
spoken word. Good illustrations added to the value of the
method.



Audio-visual media included: radio, films, television,
exhibits of all kinds, posters, slides and flannel graphs.
Unbiased assessment of any. of those medla was 1mp0551ble
at the present tlme. Bl

In the discussion which followed it was generally
agreed .that methods of health education needed to be
improved and required careful study. Some doubts were
expressed as to whether this could ever be one of the most
important preventive factors in the control of venereal
disease. It was felt that results could only be evident
in the long run. An opportunity which should not be
neglected was available for imparting information and advice
about promiscuity: and venereal disease when patients
attended clinics because of infection or suspected infection.
Such patients were .more likely to be receptive of advice
and to act upon it if an attempt was made to assist them
with the personal and family problems from which they so
often suffered. In that connexion the activities of a good
social service could be invaluable.

The amount of attention given to informing the public
varied greatly in the different countries of Europe. In
view of the rising incidence of venereal disease the partici-
pants considered there was need to increase and strengthen
health education and the information services in many
countries. Special attention should be paid to those
educating the young, in charge of youth clubs and similar
organizations, and to population groups already described
as specially at risk. Co-operation might be sought from
voluntary lay organizations and groups in the dissemination
of that information. In many instances, it might be
advisable to present facts concerning venereal disease within
the framework of general health education.



There is reason to believe that patterns of socilal
behaviour begin to be set early in life with parents as the
main architects and the schools making a contribution.
Habitually and persistently promiscuous people might have
sustained damage to their personalities in childhood and
were difficult or impossible to re-educate. With such
people and their families education and social example
had failed at all levels. It was of extreme importance
1o ascertain the reasons for that failure and to break the
chain of inadequacy which appeared to pass on from one
generation to another.

There is a need for health administrations in Burope to
intensify their work for the provision of information to the
public on venereal infection and that the educational
professions focus much more attention on the health problem
presented by venereal disease.
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8. ROIE OF LAY ORGANIZATIONS

In the introduction to this subject the position of lay
activities was described., Voluntary organizations usually bring
together lay citizens who provide interest {and sometimes
funds) and undertake the main activities.l Scientific
societies, which have limited aims and whose members belong
to a special group, should alsc play a role in professional
training and education. Few countries in Europe have
active organizations concerned specifically with venereal
disease.

At the present time many health administrators regard
venereal disease as no longer a danger, but merely a .
nuisance. This attitude has been communicated te responsible
citizens who would otherwise take more interest. However,
voluntary organizations are still active in some countries
and conduct propaganda by writing and broadcasting, advising
on television programmes and ccmmercial films. Their
action can help to convince the authorities of the importance
of the problem at a time when the extent of the increase of

disease has not been fully appreciated.

In the course of discussion the voluntary organizations
were said to have acted as a form of soclal conscience in
stimulating and advancing ideas, and drawing the attention
of national administrations to different problems and the
changing situation.

L Perdrup, A. (1963) The role of non-governmental
organizations in venereal disease control. Unpublished
WHO working document EURO-240/6
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International organizations such as' the International
Union zgainst the Venereal Diseases and Y'reponematoses
(IUVDT) to which voluntary organizations of that type were
affiliated, had co-operated with the World Pealth Organl-
zation in various projzcts. '

On the other hand, it appearsd that in certain
countries in EBurnpe public participation in venereal disease

control was active in o different way. In some instances,
various lay organizations took part in round table discussions
and in television and radio broadcasts. They were represented

on public councils which issued articles regarding prophylaxis
and curative methods. They helped to organize lectures

and talks and parti 01pated in the control of persons who
endangered others.

It appearcd, therefore, that in spite of differences
of pattern and different levels of activity in he various
countries, voluntary or lay organizations could play an
important role in contributing advice, information and
ancillary activities tc the efforts of the health adminis-
trations.

It is desliraple that health'authorities concerned with
the control of vencreal disease make full use of the advice
and assistance avallable from voluntary organizations and
lay groups interested in that aspect of the public health.
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9. ASSESSMENT OF PROGRESS

The participants were aware that there would, in some
countries, be difficulties in implementing within a short
time the proposals made at the Symposium, even if they
should prove universally acceptable. It was hoped, however,
that naticnal health administrators would take steps to
re-assess legislation and services with a bearing on
venereal disease control and consider, with due regard to
the social circumstances in their own countries, such
adjustment of their methods as might be necessary to apply
such proposals with a2 view to promoting national and

internaticnal control of those diseases. Even after
implementation, time must elapse before the assessment of
results would be possible. However, it was considered

important to keep the subject under review, to estimate
progress after a reasonable interval and adjust measures in
the light of that estimation.

One suggestion was that a standing committee of
European Members of WHU, or some similar body, should be
established immediately to assess progress and give advice
and assistance when required. It was decided, however, that
such a method might prove too cumbersome and that it was
desirable to allow anh interval to elapse before attempting
further assessment. Nevertheless, the need for intensifying
international co-operation in venereal disease control in
Europe was urgent. A further meeting of specialists of
European countries would, therefore, seem advisable in due
course. In the meantime, it was suggested that the WHO
Regional Cffice for Europe should systematically collect
data on the incidence of venereal disease and on actlvities
relating to the problem in Eurcpean countries.



In view of the likelihood that the patterns of behaviour
that might lead to promiscuity, and so to venereal disease,
were set in early life, the Regional Office could usefully
consider stimulating the interest of sociologists and
social science experts, especially those interested in
behaviour problems of young people and other special groups.
Representatlves of that discipline would, it was hoped be
asked to participate in future meetings.

It was suggested that a further European meeting on
venereal disease control could usefully be convened by the
Regional Organization to estimate progress in 1966 or 1967,
depending on developments. Social scientists concerned
with the behaviour of young people.and other specific groups
could make a valuable contribution at such a meeting.



10. SUMMARY AND CONCLUSIONS

The various conclusions which are summarized
below are based on the ‘considerations advanced at the ,
Symposium and reviewed in the body of the text. The reader
is therefore referred to the individual sections concerned,
which should be read in conjunction with them.

1. The attenticn of health administrations in Europe should
be urgently drawn by WHO to the significant recrudescence

and the continued rise in the incidence of early syphilis

and gonorrhoea in many European countries. These infections
present health problems calling for further intensified
national and international action to promote venereal dlsease
control. S

2. It is urged that health administrations in Europe
intensify national and international measures against
venereal disease along the lines discussed. In so doing,
it is considered most important that:

(1) more extensive diagnostic and treatment fa0111t1es
be provided without cost to patlents,

(2) more systematic case-finding be undertaken through
the screening of special occupational and other groups;

(3) special attention be paid to the great need for -
more rapid and complete epidemiological action through-

intensified exchange of contact information w1th1n and o
between countries in the European Region; :



(4) a system to facilitate such an exchange of contact
information be developed.

3. It is propesed that WHC invite maritime countricn

in Europe and overseas, which have adhiered to the Brussels
Agreement, to implemenﬁ it more fully and, further, invite
more countries to adhere to the provisions of the Agreement.
A valuable activity would be a pilot study, undertaken by -
a limited number of maritime countries in Furope and
co-ordinated by WHO, to appraise with proper techniques the
true nature and extent of the problem as well as venereal
disease Control practices in ports and aboard ship.

4. It'is proposed that WHO invite countries in the
European Region to study their relevant” leglslatlon with

a view to revising and strengthening their existing laws’

and regulations relating to naticnal and international
procedures for venereal disease control, taking into account
the above points.

5. It is important that additionel and intensive tré*nlhg
of the medical profession in clinical, epidemiological and
soclal aspects of venereal disease will be ﬂrOVWded at the
undergraduate and post-graduate levels.

6.°  Therc is a grcat need for health administrations in’Europe to
intensify thelr work for the provision of information to

the public on venereal lnfectlon It is also’ suggested

that the -educational proiessxons focus much more attention

on the health problem presented by venereal disease.



7. It is desirabie that health authorities concerned
with the control of venereal disease will make full use of
the advice and assistance available from voluntary
organizations and lay groups interested in this aspect of
the health of the public.

8. It is suggested that a further European meeting on
venereal disease control be convened by the Regional Office
to estimate progress, in 1966 or 1967, depending on develop-
ments. Social scientists concerned with the behaviour of
young people and other specific groups could make a

valuable contribution at such a meeting.
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ANNEX TIT

FRESENT TRENDS IN THE INCIDENCE OF SYPHILIS
AND GONORRHOEA IN EUROFPE '

by
the WHO Szceretariat

Introduction

This paper should be seen as a follow-up of the one
prepared by Guthe and Idsﬁe for the XII International -
Congress of Dermatology in 1962.(1) In order to obtain
more recent information for the present Symposium, a :
questionary was sent to all European Member States in
March 1962, This paper is based on the 21 answers
which were received in time for analysis, as well as upon
material already available in the WHO Secretariat.

The incidence of syphilis

Table 1 gives the annual number of notified cases
of early infectious syphilis (primary and secondary) from
1950 to 1962. Incidernce rates have teen computed where
the numbers were sufficiently large and population data
available. : o '

It should be realized that it is not the entire
population which is exposed to the risk of being infected
with syphilis. Strictly speaking, the lowest and highest
age-groups should have been excluded from the denominator,
and the incidence rates would then have been higher. Such
a procedure has not been applied to the present material,
as the number of countries providing information on the
detailed age-distribution cf cases is limited.
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The ‘material available-includes only those cases which
have been notified; the incidence rates thus depend directly
upon the completeness of notification. While syphilis and
gonorrhoea are probably under-repcorted in all countries, the
degree of under-reporting muist be expected 1o vary greatly
from country to country, so that the differences indicated
in Table 1 may not be real. Furthermore, in some countries
cases are reported only by clinies, hospitals and dispensaries,
whilst in others private physicians also are obliged by law
to notify cases to the health authorities. - For these
reasons we have palid more attention to long-term trends than
to absolute incidence, assuming that the completeness of
notification varies less f{rom year to year in- 1nd1v1dua1
countries than from one country to another. P

Figure T illustrates:the trends in the incidence of.
early infectious syphilis in some European countries during
the last decade. Although there are considerable individual
variations, the general impression is that-the steep down-
ward trend in the first half of the decade has been
interrupted. - - In some countries, such as Denmark, France
arid Sweden; the incidence of notified cases-has increased-
steeply during the last five years. In others, such as
Bulgaria-and Portugal; the downward trend has lasted
longer and has levelled-off rather than reversed its
direction.

" Coneernirig the.-incidence of new cases of congenital
syphilis, only 11 countriss-have provided informetion.
The ‘data have nol been reproduced In-‘this paper as.they:
are probably not sufficiently homogeneous. It would appear
that 'déme countries have given the total number of newly
diagnoséd cases while otHers have limited the data: toinew
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cases in infants. However, it is clear from the data
provided -that congenital syphilis is still frequert in many
Eurcpean countries, indicating the continued presence of
untreated cases of syphilis in adult females.

The incidence of gonorrhoea

Our reservation concerning the suitability of the
denominator is, of course, valid for this disease also.
The very great differences between countries in inciderice
of notified cases of gonorrhoea again points to differences
in completeness of notification (Table 2). As was the case
with syphilis, emphasis has in this paper been put on trends
rather than on absolute incidence. figure I1 shows that
the trend of the incidence of notified cases of gonorrhoea
varies greatly from one country to another, and that the
great: increase observed in some countries is by nc means
universal. It would appear that, as with syphilis, a
relatively low level of incidence was reached in most
countries during the years 1957-59, and that from then on
the incidence has either increased steeply, as in England
and Wales, Sweden and Bulgaria, or has increased less.
steeply or levelled-off, as in Demmark and Yugoslavia. .
Contrary to the incidence of syphilis, that of nctified
cases of gonorrhoea still shows a downward trend in France.

Age-and sex-distribution of cases of syphilis and
gonorrhoea

The available data for the last U4-5 years have been
presented in Table 3. In order to obtain sufficiently
large figures, particularly for syphilis, the cases
oceurring during this period have been added together.
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It is, therefore, not possible to illustrate ‘possible
-changes in the age-and sex-distribution during the last five
years.

The relative incidence of early infectious syphilis and
of new cases of gonorrhcea in the two sexes and in different
age-groups in some Turopecan countries has been given in
Figures III and IV, the incidence in males 15-19 years
old being taken as 100%. Almost universally, the highest
incidence of both diseas=s is in males. Although the
relative incidence in the teenage group has been observed
to be inereasing (1,2), the highest incidence is in the
age-group 20-24 (20-29) years. :

It is of interest to note that while in all countries
the total incidence in males is higher than that in females,
and in most countries this is the. case in all age-groups,
in some countries the female incidence approaches that of
the male in-the youngest age-group.  This is the case, for
example, in Bulgaria where in:the 15-19 year age-group the
female rate is-equal to the male rate for both syphilis and
gonorrhoea., In Poland the female rate for syphilis is
considerably higher than the male rate in.this particular
age-group, and in Sweden the same is the case for gonorrhoea.
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TABLE 3.

EARLY INFECTIOUS SYPHILIS AND NEW CASES OF GONORRHOEA.

TOTAL NUMBER OF CASES

AND MEAN ANNUAL INCIDENCE RATES PER 100 000 BY AGE AND SEX, EUROPEAN COUNTRIES

Country and age Early syphilis New cases of gonorrhoea
period groups
males females males females
15-19 5 1.8 1 0.
Belgium 20-24 19 6.6 2 0.7
1962 25-34 24 3.8 1 0.2
35-49 15 1.7 - -
50+ 5 0.4 1
15-19 9 0.6 9 0.6 839 55.9 789 54.2
Bulgaria 20-24 26 1.8 25 1.7 2 644 181.9 1 237 85.7
1958-62 25-3 30 0.9 18 0.5 3 460 104.3% 1 398 42.6
35-49 17 0.4 11 0.3 1130 29.1 501 13.0
50+ 8 0.2 1 245 5.8 V) 1.6
15-24 39 1.4 28 1.0 2 592 93.1 1 365 50.0
Czechoslovakia 25-34 25 0.9 10 0.3 2 482 87.4 791 27.2
1959-61 35-44 6 0.3 5 0.2 711 30.6 231 9.4
45+ 7 0.1 1 268 4.3 8L 1.1
15-19 57 9.4 29 6.8
Denmark 20-24 146 31.2 61 13,4
1959-61 25-34 224 26.6 49 5.7
*5-49 148 10.9 19 1.4
50+ 54 3.0 5 0.2
15-19 12 1.7 4 0.6 2 038 279.0 99k
Finland 20-24 20 3.0 8 1.2 5 219 792.2 465 228.5
1958-61 25-3h 14 1.1 1 - 4 oo7 324.6 968 79.0
35-49 19 1.2 2 0.1 4 779 311.5 sh2 87.0
50+ - - - - 204 19.4 137 6.0
15-29 4 437 19.3 2 421 1.2 28 687 104.8 12 83 59.1
France 30-44 3 161 .5 1 397 6.5 14 287 65.6 738 1.6
1958-62 45+ 1 147 3.2 534 1.2 2 99 8.3 364 3.0
15-19 100 10.3 5 0.5 833 85.5 141 15.3
Greece 20-24 344 0.7 27 2.4 1623 145.1 900 81.4
1959-61 25-34 302 15.0 47 2.1 4 063 201.4 962 43.8
35-4g 84 3.9 11 0.5 599 27.7 124 5.1
50+ 49 1.9 8 0.3 190 7.5 47 1.6
15-19 10 2.2 9 2.1
Netherlands 20-29 68 8.5 18 2.3
1959 30-39 20 4.0 22 2.9
40-49 15 2.3 5 0.7
50+ 12 1.0 3 0.2
15-19 751 18.1 1076 26.4 4 709 113.6 784 93.0
Poland 20-29 7 418 78.5 4 58 48.7 47 213 499.5 7 77.8
1958-61 30-49 3 305 24 .9 2 108 13.2 17 733 133.5 240 7.6
50+ 544 5.7 216 1.7 1443 15.1 sk2 4.0
15-19 52 3.4 17 1.2 323 21.5 %6 2.4
Portugal 20-24 86 5.8 54 3.5 672 45,6 151 8.6
1958-61 25-74 117 4.2 50 1.7 42 26.8 139 b7
35-49 78 2.4 50 1.4 276 8.7 61 1.8
50+ T2 2,2 42 1.0 63 1.9 13 0.3
15-19 10 3.3 9 3.1 3091 1 019.2 565 1 225.2
Sweden 20-24 20 8.5 1 0.4 4 550 1 929.7 W7 758.1
1961 25-29 17 T.7 1 0.5 2 024 920.7 666 308.9
30-39 32 6.3 8 1.6 1 855 367.2 684 137.2
40-49 9 1.7 2 0.4 603 111.8 276 52.0
50+ 7 0.6 3 0.2 215 19.7 * 8.0
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F16.I NOTIFIED EARLY INFECTIOUS SYPHILIS, RELATIVE ANNUAL INCIDENCE
(1950-INCIDENCE = 100 %) SELECTED EUROPEAN COUNTRIES
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F16.II NOTIFIED NEW CASES OF GONORRHOEA, RELATIVE ANNUAL INCIDENCE
(1950~ INCIDENCE = 100 %) SELECTED EUROPEAN COUNTRIES
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FIG. IIT NOTIFIED EARLY INFECTIOUS CASES OF SYPHILIS, RELATIVE ANNUAL INCIDENCE
1958-1962 BY AGE AND SEX (INCIDENCE IN MAIES 15-19 YEARS = 100%)
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FIG. IV  NOTIFIED NEW CASES OF GONORRHOEA, RELATIVE ANNUAL INCIDENCE
1958-1962 BY AGE AND SEX (INCIDENCE IN MALES 15-19 YEARS = 100%)
SELECTED EUROPEAN COUNTRIES
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ANNEX IV

NOTIFICATION OF VENEREAL DISEASES FOR
EPIDEMIOLOGICAL CONTACT- AND
CASE-FINDING PURPOSES

by
the WHO Secretariat

Introduction

In March 1963, a questionnaire was sent to all European
Member States of WHO with a view to obtaining data for the
WHO Symposium on Venereal Disease Control (Stockholm, 1963),
on usual epidemioleogical contact- and case-finding practices
relating to notification of gonococcal and syphilitie
infections. Twenty-three replies were received. One of
the replies was particularly incomplete, and the present
note 1s prepared on the basis of 22 questionnaires.

National data

~ From Table 1 it will be seen that, in all the 22 countries
which transmitted information, contact data obtained from
persons infected with venereal disease are intended to be
used for further case-finding. In 20 countries, doctors
diagnosing and treating cases of venereal disease are
expected to persuade their patients to arrange for all
sexual contacts to come for treatment. This indicates
that contact investigation is usually undertaken on a
voluntary basis, and suggests that "professional discretion"
is being applied. On the other hand, it can be seen from -
the table that in no more than 13 of the 22 countries is a
special epidemiclogical service at the disposal of private
practitioners for such case-finding purposes. It is

1
-~
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evident that, in countries without an epidemiclogical case-
finding service, the efficiency of the case-finding activities
of private practitioners is limited.  Doctors usually have
little time and insufficient training for effectively
carrying out personally comprehensive contact- and case-
finding investigations.

In 17 countries, case-finding is undertaken by the
institutional staff (public health nurses, social workers,
ete.) in dispensaries and clinics dealing with venereal
disease. Two countries report that "local health authori.
ties" undertake contact-tracing in relatilon to venereal
disease cases treated in such institutions.

There are thus defiiciencies in many countries.-in the
apidemiological. follow-up of new cases of infectious -
venereal disease. Contact-investigating services, avallable
also to private practitioners in all countries, would
strengthen substantially the control of venereal disease
through a more efficient discovery of new cases of syphilis
and ‘gonorrhoea. - ‘It has been suggested that such contact-
tracing services should be founded on recent ‘educational
and psychological methods, involving the use ‘of special
interviewing and. investigating techniques.(1,2) . Modern
methods of contact investigation are based on confidential
and voluntary information, 1ega1 probedures belnglapplied
only exceptionally : R S

International data - - - SR Sl s T

Table 2 gives data regardlng international: contact
investigation aspects. It is indicative of the present
unsatisfactory situation of international co-operation in

- 58 -
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this sector of public health that only just over half the
responding countries reported that they gave epldemiological
informationn to other countries where the venereal infections
had been acquired. On the other hand, that such inter-
national epidemiclogical information is favourably accepted
by the receiving couniry, sad stimulates aetion, is suggested
by the fact that almosti all the countries providing this
information received in reply some account of the subsequent
investigations. The scope of activities within 10 countries
is shown in Table 3.

Twelve of the 16 countries which suppllied contact
information internationally undertook this partly in
connexion with seafarers who had been given free treatment
for venereal disease, in accordance with the provisions of
the Brussels Agreement of 1924. Only four countries
reported that they never took action within the provisions
of the Agreement, although they otherwise gave international
contact information. Three were inland countries, not
signatories of the Agreement. On the other hand, one of
the larger seafaring countries of Europe reported in the
negative on international communication of contact information
in general, and two large seafaring nations reported in the
negative in their use of the Brussels Agreement in this
connexion.

Discussion

The analysis of the replies to the questionnaire reviewed
in this note reveals obvious shortcomings in the nature and
extent of contact-investigations in venereal disease cases,
both nationally and internationally, and there appears to be
a need for wider and more organized action in the epidemio-
logical sector of venereal disease control.
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‘Easy and rapid means of communication and transport: -
.have encouraged international co-~operation in many fields,
-and individuals and population. groups now move within and
between countries in a way unparalleled in the history of
man in peace-time conditions. - Problems related to: human,
,soclo-economic-and legal aspecis of- this new 51tuat10n have
emerged, and have been considered both nationally and =

internationally; .to a certain extent also, bilateral and .
~mltilateral agreements have been made to meet the changing
situation. In the field of health, the intensified move-
ments of people betwcen couantries have created - and will
continue to cresate .. problems, particularly in regard to
the spread of infectious: diseases beyond the boundaries of
countries of origin. . Recent outbreaks of smallpox and
typhoid in Europe -testify to this.  Where venereal disease
is concerned, there is evidence that it is frequently
acquired abroad,(3,5,6) end this may, at least in part,
be associated with the present 1ncrea31ng incidence in many
. countries. (4) s L

60 -
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TABLE 1.

AND CASE-FINDING PURPOSES IN

22 EUROPEAN COUNTRIES

PROCEDURES OF NOTIFICATION FOR CONTACT-

In number of
. eountries

1.1

1.2

1.5

1.4

X6 come for treatment

Contact information obtained from
infected persons is used for case—v

“findlng purposes -

Doctors are expected to persuade
patients to arrange for contacts

Yes'
No

Private practitioners have at their
- disposal a special service for case-»

finding (applied to the whole
country)

Contact-tracing is undertaken by
institutional staff in dispensaries,
clinics, etc., dealing with venereal
disease treatment

e en .» SREEEEES &

22

13

17*

take the contact-tracing.

In two countries, local health authorities under-

replies were received.

- 62 -

From three countries, no




