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1.. Basis of the method 

Elimination of the reservoir of infection by case-finding and treatment of 

infectious patients. 

2, Organization 

2.1. In the centres* specialized dispensaries or specialized services in the 

general (polyvalent) dispensaries. 

2.2. In outlying areasî specialized mobile teams or specialized sections in 

general (polyvalent) teams. 

2,3» The specialized personnel includes a secretary, a male nurse and a female 

nurse (the latter indispensable for the examination of women) under medical control 

2.4. The functions of this staff are to take a census, to carry out case-finding 

examinations, to treat.patients, and to follow up the treatment given. 

2.5. Specialization takes place in the schools for male and female nurses in - • 

each territory and in the Bobo-Dioulasso School for the "SGHMP" of French West 

Africa. 

2.6. The operational plan and technical directives are established by the Chief • 

of the Treponematoses Section of the Mobile Hygiene and Prophylaxis Services ; 

(Services Mobiles d'Hygiène et de Prophylaxie) uader the authority of the 

Director of Public Health. 

3. Census and Case-Finding 

3.1. In the centres: systematic ease-finding is superfluous since the results 

obtained by treatment are sufficient publicity to ensure attendance by sick persons 
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3.2. In rural arêas "systematic case-finding is essential. It must be effected every 

year or every two years, according to local possibilities. 

3 .2 .1 . It is an illusion to imagine that more frequent case-finding examinations can 

be carried out, in view of the extent of the territories and the wide dispersion of 

the population. 

3.3. Case-finding can only be effective on condition that the whole population is 

collected together and examined. 

3.3.1. Such gatherings of the population take place in accordance with pre-established 

programmes drawn up in agreement with the administration in each village or local 

meeting place. 

3 .3 .2 . The following are established: 

- nominal census, by village (or tribe): census register. 

- a list of persons suffering from these diseases, suspects, contacts and 

ex-patients. 

- a treatment card for each patient; these are' of different colours according 

to whether the case is one of primary, secondary or tertiary treponematosis or 

of a suspect or contact. 

4. Diagnosis 

4.1. Clinical diagnosis alone is employed in mass prophylaxis. 

4 .1 .1 . This may leave undetected forms of the disease without visible lesions but the 

visceral forms are negligible and early treatment of contacts should ensure that they do 

not become infectious. 

4 .1 .2 . It also involves the risk of having other diseases, such as yaws, treated as 

syphilis. This causes some inconvenience from the point of view of statistics but ha? 

no drawback from the prophylactic view-point. 

4 .1 .3 . All clinically distinct lesions are classified as "treponematosis". 
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4.1.4. The following are classified as "suspected treponeraatosis"î 

(a) any not absolutely characteristic lesion or dermatosis; 

(b) all .cases of pregnant women whose history seems to indicate some syphilitic 

infection (still births, abortions during the last months of pregnancy, etc.) ; 

(c) all cases of children with presumptive signs of congenital syphilis, larvate 

forms (malformation, abnormal development). 

4 .1 .5 . The following are classified as "contacts": 

(a) members of families of infectious cases; 

(b) genital contacts; 

4,2. Serological examination is reserved for a few special cases in treatment 

establishments and research centres. 

4 .2 .1 , In mass prophylaxis such examination is free, 

4 .2 .2 , Serological examination has not been perfected and its interpretation is 

difficult since there are many conditions which might cause inhabitants of the region 

to give a positive serological reaction (leprosy, malaria, filariasis, tropical ulcer, 

leischmaniasis, etc.) 

4 .2 .3 , Experimental studies are being made, however, to decide as to the possibility 

of serological examination by the mobile teams as well as of application of the Kline 

cardiolipin test. 

5. Treatment 

5.1. The basic principle of mass prophylaxis is treatment of infectious cases so as 

to make them non-infectious. 

5.1.1. In this field the cure of patients is a secondary aim only, although it seems 

to be attained in most cases, according to our present information. 

5.2. Treatment with arsenicals has been abandoned in mass campaigns in view of the 

frequent relapses, the creation of arseno-resistance and the necessity for long-term 

treatment. 
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5.2 .1 . Bismuth .can still be used in the tertiary forms of the disease. 

5 .3 . Penicillin is the basic product used in mass prophylaxis campaigns. 

5 .3 .1 . It is far superior to any of the other anti-syphilitic drugs from the economic, 

technical and preventive view-points. 

5.3.2. The repository form is used. 

5.3.3. The doses employed are as follows: 

(a) specific or suspicious visible symptoms: 3 million units; 

(b) suspect pregnant women: 3 million units; 

(c) children: 150,000 units per kg of body weight up to 3 million units; 

(d) contacts: adults, 1-1/2 million units; children, 75*000 units per kg of ' 

body weight. 

5.3.4. The doses mentioned in (a) and (b) may be increased up to 4,800,000 units. 

The longer .the period since contraction of the disease, the more desirable is this ' 

increase. 

5»3.5. The dose is administered in one injection or, if the individual circumstances 

or the control campaign arrangements permit, in two injections, with a four day interval. 

5.3.6. In tertiary forms, administration of penicillin may be followed, where 

circumstances allow, by bismuth injections. 

6. Follow-up 

6.1. In the fixed centres, all treated cases are, as far as possible, followed up and 

examined after six months in the first instance and subsequently every year. 

6.2. Outside the fixed centres, cases are followed-up each time a mobile team passes 

that way; the teams bring up to date the registers and cards established on the 

occasion of the previous visit (see 3 .3 .2) . 

6 .2.1. Between the visits of the teams, the registers and cards are returned to the 

nearest fixed centre which keeps them up to date as far as possible. 
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7. The application and progressive development of the prophylaxis campaigns 

7 .1 . The number of persons detected as suffering from syphilis and yaws and treated 

for these diseases in French tropical Africa is about 1,500,000 every year. 

7.1.1. Mass case-finding being still in the initial stages, it may be estimated that 

the number of persons suffering from these diseases is over 3,000,000. 

7 .1 .2 . The anticipated expenditure is about 3 milliards, of which 1-1/2 milliards is 

for French West Africa alone. 

7 .1 .3 . The territorial budgets can only cover these costs progressively. 

7.2. The future programme contemplated consists in a gradual increase in the number 

of carefully chosen pilot zones. 

7 . 2 . 1 o In the fixed dispensaries in these zones repository penicillin will replace the 

other specifics previously used. 

7 .2 .2 . Specialized mobile teams will be created or specialized personnel will' be 

attached to polyvalent teams already existing in the zones. 

7.3. Two pilot zones have been created in West Africa since 1950 - one in the Niger 

territory and the other in the valley of the Senegal river. 

7 .3 .1 . Following on the initial installational and experimental period, activities 

in these zones are now in full swing. 

7 .3 .2 . In the Niger zone, 179,457 inhabitants were examined during 1952; 4,491 

patients were treated, 2,677 in the fixed centres and 1,814 by the mobile team. 

7.4. It is considered that the results obtained in the pilot zones will be such that 

the populations and their representatives will themselves demand extension of the service 

and that they will be ready to make the necessary financial sacrifices for such extension, 


