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The Management of Venereal Diseases in Ports:
an International Survey*

by R. R. WILLCOX, Venereologist, St. Mary's Hospital, London, England;
WHO Consultant on Treponematoses;
and T. GUTHE, Chief, Venereal Diseases and Treponematoses Section, WHO, Geneva

Throughout history venereal diseases have been associated with maritime
activity, and the role of the sailor as a frequent carrier of these " water-
borne" infections is still significant.

In venereal disease control seafarers should, therefore, receive special
consideration, as should venereal foci in ports. It has been conclusively
shown, for example, in Norway, that even when the venereal diseases
have been virtually conquered small foci will still smoulder in the ports.
Similar observations have been noted by the WHO Expert Committee on
Venereal Infections and Treponematoses with regard to other maritime
countries. In view of the likely pattern of promiscuous sexual behaviour
in seafarers, and in sections of the female population living in ports,
these foci are important. Stuart & Joyce, a for example, in an international
investigation regarding 4364 sexual contacts of 2426 infected sailors, noted
that, in Europe and the USA, the casual unpaid " pick-up " was the domi-
nant type, while in most other areas house prostitutes accounted for the
majority of the infections.

In 1948, WHO assumed responsibility from the former Office Inter-
national d'Hygiene Publique in Paris for the management of the Brussels
Agreement of 1924 relating to international maritime venereal disease
control. Because of the transmission of infection from one country to
another by seafarers the management of venereal diseases in maritime
personnel is of interest for WHO.

WHO's interest includes not only the treatment of infected seamen,
but also the policy aspects of venereal disease control in ports in relation
to foci of infection. A review of the problem and an approach to its control
has been published by the Joint ILO/WHO Committee on the Hygiene of
Seafarers.b

To obtain up-to-date information for the revision of the Brussels
Agreement of 1924, planned by the First World Health Assembly, 85 health
administrations were invited in January 1955 to reply to a questionnaire
concerning the management of venereal diseases in ports. By December
1955 replies had been received from 25 maritime countries concerning
treatment centres in 171 ports or large cities which were likely to deal
with seamen infected with venereal diseases. It is on these replies that this
report has been based.

I Based on a paper presented at the First International Symposium on Venereal Diseases and Trepene-
matoses, Washington, D.C., May 1956

a Stuart, J. & Joyce, G. (1954) Pubi. Hlth Rep. (Wash.), 69, 1197
b See Wld Hlth Org. techn. Rep. Ser., 1955. 92.
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Management of syphilis. It is clear from the study that there is an
ever-increasing use of penicillin alone in port clinics for the treatment of
early syphilis. Of 167 schedules reported, penicillin alone was used in
83.2% and penicillin plus metal in 16.8%, whereas in a similar survey
in 1953 (mostly of inland cities) the percentage reported to be using peni-
cillin alone was 65.3. In 1955, all of the clinics in the Americas participating
in the inquiry stated that, for early syphilis, only penicillin was used.
Penicillin therapy alone was employed for late syphilis in 73.1 % of the
total schedules reported.

However, whether additional metal therapy is given or not is of academic
importance to seamen, who are usually only in port long enough to receive
penicillin. In their case, the type of penicillin used is of more importance:
with modern repository long-acting preparations reasonable hopes of a
cure can be entertained with but one or two injections, which will continue
to exert their effect for some days after the seaman has put to sea. Procaine
penicillin G in oil with 2% aluminium monostearate (PAM) or benzathine
penicillin was administered in 68.3 % of 164 schedules, being used most in
Central and South American clinics (95.7 %) and least in Europe (52.1 %).
(See Table I.)

TABLE I. USE OF REPOSITORY PENICILLINS

Type of penicillin Percentage
Region Partici- Records using

pants available crystal- benza PAM or
line procaine PAM thine benzathine

Central and
South America 23 23 _ 1 16 6 95.7

South-East Asia 10 10 _ 2 8 - 80.0

Mediterranean 11 11 - 3 8 - 72.7

USA 66 64 2 18 29 15 68.8

South Africa and
New Zealand 8 8 1 2 4 1 62.5

Europe 53 48 2 21 21 4 52.1

Totals [171 - 164 5 47 86 26 68.3

The dose of penicillin given varied according to the stage of the disease
(Table II). In the treatment of secondary syphilis 61.6% of participants
used a dosage of 4.8-6.0 mega-units of penicillin: 25.2% gave a dose in
excess of 6.0 mega-units and 17.0% in excess of 9.6 mega-units. *The larger
amounts of treatment were given most frequently in Europe, New Zealand,
and South Africa. For example, in Europe, 43.2% of clinics gave more
than 9.6 mega-units, compared with 3.2% in the USA and nil in South-
East Asia and Central and South America.

In neurosyphilis the practice of giving large doses of penicillin was
more usual and the clinics giving more than 9.6 mega-units varied between
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TABLE II. DOSAGE OF PENICILLIN BY STAGE OF SYPHILIS

4000 in South-East Asia and 1000% in Central and South America. In fact,
only 10.60% of the total participants used a dosage of 4.8-6.0 mega-units
of penicillin: no less than 88.00% used a dose exceeding 6.0 mega-units
and 66.90% used one in excess of 9.6 mega-units.

With the introduction of longer-acting penicillin preparations the
duration of penicillin treatment for all types of syphilis showed a tendency
to rise and today in some clinics it exceeds one month. As with dosage
the duration of the penicillin course is closely related to the stage of the
disease (Table III).

TABLE 1II. DURATION OF PENICILLIN COURSE BY STAGE OF DISEASE

Dose in mega-units Percen-
tage

Stage Partici- over 9.6
pants under 4.8 6.0 6.0- over mega-

44.8 .8 60 9.6 9.6 units

Early congenital 91 48 9 12 12 10 11.0

Primary 163 26 36 60 15 26 15.9

Secondary 159 21 34 64 13 27 17.0

Early latent 159 7 27 77 17 31 19.5

Late benign 149 5 23 68 16 37 24.8

Late latent 154 6 22 66 21 39 25.3

Late congenital 113 7 19 45 11 31 27.4

Cardiovascular 140 3 16 34 22 65 46.4

Neurosyphilis 142 2 7 8 30 95 66.9

Number of days
Partici- Percen-

Stage pants 0- 8- 15- 22- over 21 days

7 14 21 28 28

Primary 150 19 80 31 14 6 13.3

Secondary 154 13 84 33 13 11 15.6

Early congenital 111 13 63 17 10 8 16.1

Early latent 150 8 74 43 12 13 16.7

Late benign 142 5 63 50 12 12 16.9

Late latent 144 7 62 50 12 13 17.4

Late congenital 124 12 46 42 8 16 19.4

Cardiovascular 129 5 38 48 15 23 29.5

Neurosyphilis 133 4 24 53 19 33 39.1



Here again the highest figures came from Europe. For example, peni-
cillin treatment of secondary syphilis lasted for more than three weeks
in 28.6% of European clinics and for more than four weeks in 19.0%,
compared with 5.0% and 1.7% respectively, in clinics in the USA. In
neurosyphilis a treatment duration of more than three weeks was used
in no less than 51.4% of European clinics and of more than four weeks
in 37.1 %, while the figures for American clinics were 25.9% and 15.5 %,
respectively.

Of little concern to the individual sailor with syphilis, but very important
from a public health point of view, is the treatment of contacts (Table IV).
It is evident that the treatment of all contacts is far from being a generally
accepted policy. The treatment of some contacts has been widely accepted
in South-East Asian and Central and South American regions but in only
a few of the clinics of the Mediterranean and European regions.

TABLE IV. POLICY REGARDING TREATMENT OF ASYMPTOMATIC
SYPHILITIC CONTACTS

Treatment Percentage
Region Participants -____ -____ treating

all selected some
contacts contacts total contacts

Central and South America 23 3 11 14 60.9

South-East Asia 10 2 3 5 50.0

USA 66 4 20 24 36.4

South Africa and New
Zealand 8 1 1 2 25.0

Mediterranean 11 - 2 2 18.2

Europe 53 1 8 9 17.0

Totals 171 | 11 45 - 56 J 32.7

Darkfield examinations, serum tests on.all cases, and a reference labo-
ratory were available in from 90% to 98% of the clinics. The Treponema
pallidum immobilization (TPI) test, however, was stated to be available to
only 40.6% of them. More than one serum test was performed on each
sample in 78.9% of the clinics; in only three places were no serum tests
at all employed. Quantitative serological tests were used by 88.6% and
cardiolipin antigens by 83.5 % of the clinics.

It is evident, therefore, that the basic laboratory facilities, with the
exception of the TPI test-the use of which is expanding-were on the
whole adequate. What is important to the sailor, however, is that he
should be able to obtain the result of a blood test quickly, and, if he sails
before the result is available, that some mechanism exists for the result
to be forwarded to him.

The time taken to obtain the results of a serum test is shown in Table V.
It will be seen that the clinics of South-East Asia, the Mediterranean
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TABLE V. TIME TAKEN TO OBTAIN A SERUM TEST RESULT

T Hours Days Percen-
Region Partici- eI6 hours

1-3 4-6 7-12 13-24 2-3 over 3 or under

South-East Asia 7 3 2 - 2 - _ 71.4

Mediterranean 8 1 4 1 1 1 - 62.5

USA 51 25 3 4 12 7 - 54.9

South Africa
and New Zealand 7 1 1 1 1 1 2 28.6

Europe 43 2 3 1 15 12 10 11.6

Central and
South America 20 - - 1 17 2 - -

Totals 136 32 [13 8 [48 23 [12 -

region, and the USA were alive to the needs of the seaman in requiring the
result of his serum test within a few hours. The clinics of Central and South
America and Europe, however, were not properly organized in this respect.

Approximately one-half of the clinics stated that, in the event of the
seaman's sailing before the result of the serum test was available, it was the
practice to forward the result to the medical officer of the shipping agency,
or to the clinic or consul at the port to which he was sailing. This procedure
was practised least in South-East Asia (25.0% of clinics) and most in the
USA (66.0 %). In many instances the result is mailed personally to the
sailor-a procedure which is more acceptable in many European clinics.

Management of venereal diseases other than syphilis. The drugs most
commonly used were: for gonorrhoea, procaine penicillin; for non-gono-
coccal urethritis, the tetracycline antibiotics; for soft sore and lympho-
granuloma venereum, the sulfonamides; and for granuloma inguinale,
streptomycin. In general the various drugs were usually available, except
in the case of the tetracycline group of antibiotics, which were not obtainable
in the majority of the clinics of South-East Asia and Central and South
America.

The preparation most used for the treatment of gonorrhoea was procaine
penicillin. Of interest is the fact that the possibility of masking syphilis in
treating gonorrhoea with penicillin is no longer taken seriously into account.
Doses in excess of 0.3-0.4 mega-unit (a schedule which at one time was
generally used) were given by no less than 84.4% of participants.

Larger doses were used in Europe, New Zealand, and South Africa
than in other areas. For example, 35.6% of participants in Europe, 50%
in South Africa and New Zealand, and 21.4% in the USA used doses in
excess of 1.2 mega-units.
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The treatment of gonorrhoea contacts had wide acceptance and was
practised by a little over one-half of the clinics providing data. It was the
practice in all the clinics in Central and South America, in 74.5 % in the
USA, 42.9% in South Africa and New Zealand, 33.3% in South-East
Asia, 27.5 % in Europe, and in none of the nine participating Mediterranean
clinics.

The contacts of chancroid cases were treated by about one clinic in
five, but those of non-gonococcal urethritis, lymphogranuloma venereum,
and granuloma inguinale cases were seldom treated.
A social worker, or person of similar status, attached either to the

clinic or to the municipal or national health service, was used by 133
(86.9 %) of the 153 clinics from which information was available (98.4%
for the USA and 68.9 % for Europe).

It is noteworthy how seldom contact tracing was employed in cases of
non-gonococcal urethritis.

Racial and Regional Differences in the Epidemiology
and Clinical Manifestations of Trachoma

by PAOLO GUERRA, Director, Centro Oftalmico Haile Selasie I, Asmara, Eritrea

The results of a large-scale survey, covering some 187 000 people,
which I carried out in Ethiopia in connexion with the problem of racial
susceptibility to trachoma, have already been reported.a The data given
definitely proved the existence of hypersusceptibility among certain ethnic
groups which, for various reasons (customs, lack of communications,
religion, etc.), have remained remarkably free from intermarriage.

On concluding this survey, I found that the percentages of trachoma
sufferers were 81 among Arabs who had recently immigrated, 41.3 among
the Gallas (a Semitic people), 35.5 among the Semitic population in villages
of the plateau (the percentages were much higher in the larger population
centres owing to overcrowded living conditions), 9.8 among the Camites,
9.4 among the Nilotico-Camites, 4.6 among the pure Nilotics, and 4.4 among
the Negro group.

In Eritrea, where the ethnic groups are less strongly differentiated
than in Ethiopia, since they are more exposed to large-scale migratory
penetration and are consequently more subject to intermarriage, subsequent
epidemiological investigations revealed the following percentages of tra-
choma sufferers: 74.2 among the Semitic inhabitants of the plateau, 42 among
the Barias and Cunamas (mainly Nilotico-Camitic stock), and 80 among
the population which is a cross between the local Semites and European
immigrants. Although the racial differentiation is less distinct than that
observed in Ethiopia, because of more frequent intermarriage, the differences
in the percentages are again quite clear.

a Guerra, P. (1951) Rev. int. Trachoine, 28, 363
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