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1. At the thirty-first session of the Executive Board a suggestion was made 

by several members that it would be of value for a regular and comprehensive 

review of one of the Organization
1

s programme activities to be undertaken at each 

future session of the Executive Board. 

2. Pursuant to this recommendation, the Director-General submitted to the 

Executive Board at its thirty-third session a report on the Organization
1

 s 
2 

activities in tuberculosis. 

The Director-General has now considered it appropriate for the programme 

review at the thirty-fourth session, of the Executive Board to be on the subject 

of "Endemic treponematoses and venereal infections". Accordingly, the attached 

document is submitted for the consideration of the members of the Board. 

1

 Document EB)l/Min/l5 Rev.l, pp. 450-451. 

2

 Resolution EB35.R27, Off, Rec. Wld Hlth Org. 1)2, p. 17. 
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- I n the programme against venereal infections proposed by the WHO Interim Com-
1 pj： 3 

mission , and adopted by the First World Health Assembly in 19斗8, priority was 

given to the combating of early s y p h i i d s O n the basis of the considerations of 
4 5 

relevant expert committees ' and of the first, third and fifth sessions of the 

Executive Board,，了』and the action by the Second World Health Assembly,^ the orien-

tation of this programme also included the non-venereal endemic treponematoses of 

childhood (tropical-yaws, 'endemic syphilis and pinta), in view of their microbiological 

immunological and -ether relationships and their uniform response to penicillin. 

Attention was -to be given to gonococcal infections and "minor" venereal diseases only 

when special problems arose - a 'view maintained by subsequent expert committees
 # 

The WHO -programme went forward on the basis of this outlook on endemic treponematoses 

of childhood and： venereal diseases, guided by (a) "the views of relevant expert 

committees, sub-committees and special groups (Annex l) which put forward to the 

Director-General, the Organization and health administrations advice lending authority 
to recommended technical policies and procedures, and (b) the considerations of 

: ; ; « • • • - • 
symposia, international or inter-country meetings, etc. (Annex 1) convened by WHO to 

- . ： • ‘ ‘ ‘ 
facilitate the co-ordination and exchange of information and the application of these 

policies and procedures. 

1.- ЕШЕШС TREPONEMATOSES OF CHILDHOOD . . • • •‘ 

The approximate world distribution of the endemic treponematoses of childhood . . . • . . . . . . . » • о 

15 to 20 years ago is illustrated in Figure 1. It was estimated that some 

200 tni-ll-ion people- lived in rural endemic treponematoses areas and that about 

50 million actually suffered from th戶s.e .infections.. Yaws was endemic throughout 

large parts of the tropics and was by far the most important endemic treponematosis; 

active clinical prevalences ranged from 5.6 to 50 per cent. in Africa (Cameroons.-
« V « V-

-

 . . . . . • • ‘
 J 

Liberia), 2.5 to 50.0 per cent, in the Apricas (Brazil-Haiti), ；5.1 to 17.2 per cent, 

in South-East Asia (Thailand-Indonesia) and 5.6 to 40.0 per cent, in the Western 

Pacific "(Lao s-New Hebrides) / ' In many areas there were more than three times as many-

latent cases as active cases, and seroreactivity to lipoidal antigens was encountered 

in up to 60 to 70 per cent, of rural populations. The proliferating, disseminated, 

relapsing crops of long-lasting, infectious framboesides, the multiple periods of 

a 
一 References: see Annex 4. 
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latency, the plantar, palmar and bony lesions of yaws, give rise to extensive human 

suffering in children, adolescents and adults, with permanent, destructive and 

invaliding sequelae in some 10 per cent, of those infected• The economic loss 

caused by this infection was illustrated in Haiti where, following the mass penicillin 

campaign, previously incapacitated labourers who were returned to work represented 

an
:

 estimated increase of five million dollars in annual national productivity.^ 

Endemic syphilis occurred in scattered communities outside the tropical areas also, 

with three to five per cent, early infectious lesions and up to 50 per cent, sero-

reactivity^ e.g., in Yugoslavia and Bechuanaland. Oral lesions, secondary 

syphilides, tertiary and other late incapacitating lesions are of human, social and 

economic consequence, as are the psoriasiform plaques of pinta, secondary multiple 

pintides and keratotic lesions of limbs and body. This treponematosis is confined 

to parts of tropical America, with prevalences of two to five per cent. primary cases 

and 50 to 60 per cent, seroreactivity in rural populations, e.g., in Mexico and 

Venezuela. 

The distribution of the endemic treponematoses is patchy in some countries and 

in related to isolation and low socio-economic and hygienic standards. Seasonal and 

other prevalence variations are possibly due to physiographic and nutritional factors. 

Yaws, endemic syphilis and pinta have the pattern of herd infections, and transmission 

is characteristically by direct person-to-person contact - or sometimes by indirect 

contact 一 the main infection reservoir beir% in children, as confirmed in WHO-assisted 

projects (Figure 2)• 

1.1 Rapid regression of prevalence by mass treatment 

The introduction of long-acting penicillins, with treponemicidal blood and tissue 

levels of many weeks
1

 duration following single injections, changed profoundly the 

public health techniques against the endemic treponematoses of childhood. As 

contrasted to previous toxic metal therapy, often used only in individual clinical 

cases seen at rural dispensaries and hospitals - and having at best a palliative public 

health effect - the long-acting penicillins allowed large-scale treatment surveys to go 

forward, covering entire populations systematically by the use of mobile teams in 

selective, multi-purpose or integrated projects. 
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Following the early evaluation studies of long-acting penicillin in yaws, the 
14 

proposals of the United Nations Technical Assistance Mission to Haiti, the recom-
15 

mendations of the Expert Committee in this field and the assistance by Ш0 and РАНО 

the use of mass treatment techniques for yaws eradication was first attempted in that 
l6 

country. A methodology was gradually developed by WHO on the basis of experience 

in other countries also and with different prevalences of disease (Indonesia, Thailand, 

Philippines). At the same time the early successful experience in Yugoslavia in 

endemic syphilis, as regards the extent of contact treatment needed to ensure effective 

results, became essential in the formulation of technical policies for mass penicillin 17 l8 

campaigns by subsequent expert committees•
 9

 These committees kept the developing 

endemic treponematoses programme under continuous review, as many national health 

administrations in developing countries joined the proposed co-ordinated programme to 

eliminate these infections as a health problem - the programme being one of the early-

ones in WHCHs existence lending itself particularly to international aid by WHO and 

UNICEF. That this programme has had a considerable impact on health in developing 

countries is illustrated by the following specific results and the reduction of 

prevalence obtained in selected projects of different initial prevalences and with 

small, médium-sized and large populations: 

(1) In Western Samoa the prevalence of active yaws in a population of 108 000 was 

11.3 per cent, in 1955, with 5.3 per cent, infectious cases. Following a systematic 

treatment survey and re survey campaign, covering 96 to 100 per cent, of the population, 

less than 0.001 per cent, total yaws was found in 1958. Only isolated infectious 

cases have been found since in the resulting rural health programme. 

(2) In Bosnia (Yugoslavia),the prevalence of endemic syphilis in the affected rural 

populations of about one million varied from 2.5 to 60.1 per cent, as found by mass 

serological examinations (19秘-1955), with up to 13.7 per cent, active and 2.5 per 

cent, infectious lesions. No new case of infectious endemic syphilis has been 

reported in Bosnia for several years, following continuing follow-up surveys 

throughout the area, undertaken on the basis of multi-purpose screening (inter alia 

mycosis of the scalp) associated with expanding rural health services and economic 

development. A detailed pin-point study of prevalence at the beginning and end of the 

attack phase of the prograrrane in the Moslem population of a small community (Zvornik), 
19 

tabulated below, may serve to illustrate this outcome. 



EB^/ll 
page 5 

Age 

Seroreactors 
diagnosed at 
beginning of 
attack phase— 

Seroreactors 
during last 
examination 
at end of 

attack phase^ 

Total 
population 

Prevalence at 
beginning of 
attack phase^ 

Prevalence at 
end of 

attack phase-

0 24 5 950 2.5多 0.3多 

1-4 166 8 2 656 6.3多 0 •艿 

5-9 斗27 43 3 122 1 •够 

10-14 528 46 ……3 ^57 15.3多 1.梦 

15-19 466 84 2 933 15. ¥ 2.9^ 

20-50 779 152 4 577 17 M 
30-40 57^ 122 2 314 24. 5.艿 

40-50 660 123 2 470 26 5.0^ 

50-60 ЗбО 89 1 516 5.9^ 

60-70 177 56 745 2) M 7.5多 

70-80 50 11 216 2Z>.lfo 5.1多 

80+ 16 2 70 22.鉍 2.9^ 

Total 4 227 739 24 806 17.0^ 2 . 郷 

一 Interval between first and last survey in attack phase of campaign was approxi-
mately three years. At the beginning of the attack phase, ， 8 9 cases (1.6 per cent.) 
infectious lesions were found. None was found at the end of the attack phase, on the 
basis of several systematic follow-up surveys. 

(5) In Haiti, with a population of approximately three million, yaws was highly 
20 

prevalent. Since 1950 more than 1.5 million clinical cases, latents and contacts 

have been treated in surveys and resurveys. Concomitant prevalence studies at 2.5 to 

5.6 peí- cent, sampling levels showed a progressive reduction towards epidemiological 

eradication of yaws: 

Year 

1950-

1954 
1955 1956 1957 1958 1959 I960 1961 I962 

Percentage infectious 
yaws in population 35.7 I.085 0.Л12 0.208 0.095 О.О17 O.O19 0.001 O.OOO6 
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(4) In Indonesia the average prevalence of yaws in the islands of Java and Sumatra, 

with an estimated population of some 63 million people, was 8.7 per cent. at the 

start of the campaign in 1950• In other islands it was 18.2 per cent.，the range 

being from two to 60 per cent. From mid-1950 to the end of 19б2> initial surveys 

covered 9斗•了 per cent, of the Java and Sumatra populations and 49.8 per cent, of the 
21 

population of five other large and smaller islands. Good.epidemiological data are 

available in this, the world
1

 s largest yaws campaign - integrated into the rural 
22 

health services from its outset. The findings in 58 regencies in east and central 

Java., covering a population of some l8 million people examined, are shown below: 

Initial treatment 
survey (ITS) 

Las t re survey-
before 

consolidation (LR) 

First completed 
survey in 

consolidation (RC1) 

Surveys of 29 regencies 
in east Java 

Estimated population 9 050 858 9 279 304 9 703 256 

Population examined 7 752 036 7 926 257 8 003 T65 

Percentage 85.62 85 Л2 82 Л9 
Total yaws found 921 451 122 449 77 107 

Percentage 11.92 

(0.95-39-^5) 
1.54 

(0.01-5.57) 

0.96 

(0.01-7.77) 

Infectious yaws found - - 4 400 

Percentage - - 0.05 

(0-0.79) 

Surveys of 29 regencies 
in central Java 

Estimated population 9 279 9 889 645 10 406 584 

Population examined 7 682 408 8 297 250 8 670 755 

Percentage 82.22 85.90 83.32 

Total yaws found 593 155 73 159 28 166 

Percentage 7.72 
(0.02-43.01) 

0.88 

(0.01-4.39) 
O.32 

(О-1.7Ч) 

Infectious yaws found — - 2 216 

Percentage - - О.ОЗ 

(0-0.75) 

There were several resurveys between ITS and LH; the above data are as at 
ЗО June 1963 for the 58 regencies concerned in east and central Java. 
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Experience of rapid regression of prevalence to a fraction of one per cent, of 

the rural population are recorded in most countries or areas which have undertaken 

mass campaigns against the endemic treponematos e s of childhood with international 

assistance (Annex 2) - or without such assistance, as in Brazil (yaws) and Mexico 

(pinta). Many of the initial high-prevalence areas of endemic treponematoses, 

particularly yaws, have been covered, and considerable progress towards reducing the 

reservoir of infection appears to have been made. Approximate numbers of persons 

treated and examinations undertaken by health administrations in surveys and resurveys 

in 45 countries and areas up to 1963 are showi below: 

Region 

No. of 
countries 
and areas 

Persons examined at 
initial surveys 

Examinations at 
all surveys 

and resurveys 

• 

Persons treated 

Africa 12 26 15 斗 900 77 185 800 18 7OO 100 

Americas . 13 7 269 200 9 458 000 5 210 200 

Eastern Mediterranean 4 758 000 1 860 100 324 500 

Europe 1 145 000 885 500 52 500 

South-East Asia) 
Western Pacific) 15 100 525 700 260 474 600 17 957 700 

Total 45 134.852 8oo 3^9 862 000 42 245 000 

An estimated 50 to 60 million persons continue to live in medium-low or low preva-

lence areas of endemic treponematos e s which have not been subjected to intensive efforts, 

and where there remain an estimated 10 to 15 million people with endemic treponematoses 

infection. 

1.2 The changing environment and rural health 

The suffering of children arouses general concern; the incapacitation of young 

adults results in manpower loss; external treponematoses lesions make the public more 

aware of the disease in their midst; and the visual evidence facilitates general 

understanding of the problem. Penicillin makes early surface lesions disappear wit^iin 

a matter of days in children; health is thus taken into the homes of people with 

little previous experience of medical services, making penicillin campaigns particularly 

suited to stimulating the desire for better health in general and for wider services in 
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the community, motivated by the previous presence of a major disease problem. Some 

health administrations took advantage of this changing environment in the initial 

stages of endemic treponernatoses campaigns, promoting the improvement of rural health 

services and installing or improving health centres as a community effort (e.g., the 

Pacific Islands, Nigeria). In other instances - while awaiting the eventual estab-

lishment of rural health centres - the functions of mobile teams in endemic 

treponernatoses surveys and resurveys soon included multi-purpose activities in the 

"expansion" and "consolidation" phases of the programme• Thus, with a rapidly-

declining prevalence of yaws, smallpox vaccination became a concomitant activity of field 

teams (e,g., Cambodia, Thailand, Nigeria, Haiti), the yaws campaign providing a vehicle 

which has increasingly contributed to the declared WHO smallpox eradication programme: 

through yaws campaigns by health administrations, some 3Q TniJlion smallpox vaccinations 

were given between 1958 and 1963. The inclusion of leprosy case-finding also became 

a part of a multi-purpose pattern (e.g., British Solomon Islands, Malaya, Togo, 

Indonesia, Nigeria) • Thus, during the consolidation and surveillance activities in 

the yaws project in Thailand 乂 between 1959 and 1963, 1 679 656 primary and 11 251 456 

secondary smallpox vaccinations, 244 400 cholera/typhoid immunizations and 162 7〇0 

treatments for conjunctivitis were given, and some 2000 cases of leprosy diagnosed» 

In no instance has endemic treponematosis been eradicated in any large area when 

defined against the criteria for complete eradication established by the relevant WHO 
24 

expert committee. Transmission has ceased, however, in endemic syphilis in Bosnia 
25 

(Yugoslavia), and in yaws, e.g., in Western Pacific islands, Haiti and some areas of 

Thailand and Indonesia. Practical difficulties have arisen when the disease has been 

reduced to a level manageable by surveillance organizations, preferably based on the 

work of local rural health centres• The relationship of the： two supplementary approaches 

namely: (a) the provision of organized, permanent preventive and curative health 

services as a long-term process in developing rural communities, and (b) the immediate 

steps that can be taken against a prevalent disease where medical progress can make 

available mass benefits of which a suffering population might otherwise be deprived -

was taken up at the First International Yaws Conference as early as 1 9 5 2 t h e 

opportunity was emphasized in yaws campaigns to promote rural health services in both 

contexts in relation to the attack, expansion and consolidation phases of mass campaigns. 
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Endemic treponematoses mass campaigns undoubtedly contributed in some areas to 

preparing the way for a more rapid installation of rural health services. In other 

areas an integrated approach was made from the outset of the campaign; thus, surveil-

lance in the campaign in Java has involved civil service personnel in rural areas for 

over 10 years, and was in 1962 the responsibility of rural dispensaries in the 1989 sub-

districts of the country which were active in yaws work, and which at the time covered 
21 

72 per cent, of Indonesia's population. In the Philippines, the mass campaign 

against yaws was part of the public health structure ¿Jid was integrated from 195斗 into 

the developing network of some 1J00 rural health units. In other countries, experi-

mental area studies preceded systematic integration work based on the planning of 

requirements, training, re-training and supervision of personnel for multi-purpose 

activities, co-ordination of preventive and curative services, etc. Thus, by 1965 

epidemiological surveillance in all 45 "yaws provinces" in Thailand had been integrated 

into the expanding rural health services. In still other areas, for example in the 

Americas and Africa, it has not been possible to take full advantage of the "spearhead" 

opportunities of endemic treponematoses work. Resurveys and sampling surveillance by-

mobile units continue to be undertaken or are gradually lapsing. Small outbreaks and 

the formation of new foci of yaws infection have occurred, and must be expected to 

continue to occur where rural health services are not available to stamp out such foci, 

or for other reasons resurveys are not continued. 

Endemic treponematoses are "end of the road" infections-. Social ánd economic 

betterment and improvement in hygiene and education will tend slowly to repress them, 

as shown in Ceylon, with a recession of yaws from hyper endemi с i ty at the beginning of 

the century to near eradication even in the pre-penicillin era. The use of long-

acting penicillin, mass techniques and increased epidemiological knowledge have, 

however, made it possible to accelerate enormously the health process in this 

evolution, so that much human suffering can be relieved within a short period of time, 

with the eventual eradication of endemic treponematoses in large areas apparently 

requiring the availability of local health services responsible for continued 

epidemiological surveillance. 
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The early developments in endemic treponematoses focused attention on problems 

of a general nature, relating on the one hand to aspects of mass campaigns and 

potential eradication of any communicable disease， and on the other to the approaches 

possible in improving health generally in developing rural areas. While the early 

WHO over-all programme in 19斗8 emphasized a direct attack on diseases "causing wastage 

of human life and effort", this approach was viewed as a "spearhead" for the promotion 

of general health services in the Organization^ "General programme of work for the 
27 28 29 

first period" (1952-1957)• ，
 9

 That campaigns should be a stage towards over-all, 

integrated health programmes was underlined particularly as regards rural health •ZQ 

services in the "General programme of work for the second period" (1957-1961). In 

the "General programme of work for the third period", after 1961,^ methods were 

sought for progressive assimilation into general health services of communicable 

disease programmes as these approached their objectives. The endemic treponematoses 

programme of WHO fitted characteristically into this framework of developments from the 

start. Similar problems have attracted the attention of health administrations also 
32 33 34 35 35 

in malaria, ， tuberculosis, trachoma, leprosy, etc. A special WHO study-

group on mass campaigns and general health services was convened by the Director-General 

in 1964 to consider these wider aspects on which considerable experience accumulated in 

yaws campaigns. 

1.3 WHO-assisted project activities 

The objectives in endemic treponematoses projects have been: (a) to eliminate 

the source of infection and to halt the transmission of the disease, aiming at epidemio-

logical and, eventually, complete eradication (see page 8)； and (b) to integrate 

continued epidemiological surveillance into developing rural health services activities 
16 

when the prevalence has been reduced to a low level. If local health services have 

not been forthcoming as a result of the stimulus provided by mass campaigns, or for 

other reasons (including transitional situations), continued periodic surveillance 

through simplified surveys has been shown to be effective in multi-purpose activities 

by mobile units (smallpox vaccination, leprosy case-finding, etc.). 
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Campaigns were undertaken in 45 countries and areas (Annex 2) between 1950 and 

196), with emphasis on epidemiological aspects, population coverage, case- and contact-

treatment, training and health education. The methodology gradually developed by 

WHO for the conduct of mass endemic treponematoses campaigns was related to different 

levels of prevalence and different environments. Technical advisers - usually medical 

officers, laboratory technicians and public health nurses, often forming a team - were 

made available. They normally stayed in a country for several years to promote the 

project from its pilot stage until planned national expansion had been ascertained, 

training schedules of all types of personnel consolidated, and adherence to the 
l6 

principles of yaws eradication assured. In some regions (Africa, the Americas, 

Western Pacific), inter-country teams are beginning to assist governments in assessing 

the yaws problem. Also, an inter-regional epidemiological team has begun special 

epidemiological/serological evaluations of the long-term outcome of mass campaigns -

based on random sample survey designs and specific immunofluorescent and immobilizing 

antibody testing (FTA and TPI). 

The declining prevalence of infection following yaws projects in endemic areas, 

and the reluctance of health administrations to undertake extensive activities in 

areas where yaws already had a low endemicity, have been reflected in the needs for 

international assistance. While seven WHO-assisted endemic treponematoses projects 

were in operation during the period 1951-1952, 51 such projects were assisted in the 

period 1958雄1959, with 1斗 being projected in the budget for 1964-1965. The estimated 

international expenditures for these same periods are illustrated by regions, source 

of funds, etc., in Tables 2
д
 4 and 5. 

The character of endemic treponematoses epidemiology is such that a lessening of 

the immediate problem can be obtained. The rapid regression of lesions has tended to 

be regarded, however, as a lessening of the early over-all problem also. While it 

diminishes one aspect of it, it increases another, namely that of obtaining understanding 

of the need of sustained efforts to reach set objectives. This may apply to national 

as well as to inter-country or inter-continental aspects of any communicable disease 

12 programme. Thus, while the Second International Yaws Conference in 1955 drew up a 
‘ -7S7 -Zg 

plan for yaws eradication in Africa, and meetings in 1956 and 1957 provided 

co-ordination of activities in West ̂ Africa, including border problems, little 
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intensified yaws worR has gone forward with international assistance in East African 

countries or areas, where there is a relatively low prevalence of the disease. In 

other regions, intensified activities were more extensively co-ordinated, e.g., in 

South-East Asia and the Western Pacific, through the First International Yaws 
^Q ij.Q 

Conference in 1952, an inter-country yaws control co-ordination meeting in 1959 
4l 

and an Asian yaws conference in 19Ô1. This applies to some extent also to the 

Americas, particularly the Caribbean area. A seminar on treponematoses eradication 
20 

in 1957, an international symposium on venereal diseases and treponematoses in 

Washington (1956) and a world forum on syphilis and other treponematoses, also in 
42 

Washington (1962)， contributed in this direction. 

Training aspects. Among 252 individual fellowships awarded by WHO in the field 

of endemic treponematoses and venereal infections between 19^8 and 1965 (see pa^e 24) 

relating to clinical, epidemiological and laboratory aspects, many were for endemic 

treponematoses study at institutions abroad or with field projects of health adminis-

trations . In this period a further 106 short-term fellowships were granted for group 

training or for participation in regional or international meetings on endemic trepone-

matoses organized by WHO. The role of endemic treponematoses campaigns in the 

promotion of rural health was expressed through local training at all levels, and became 

an early activity. Several thousand sanitarians, rural auxiliaries and other health 

workers were trained in organized courses as part of endemic treponematoses projects 

in developing countries; they came in close contact with the rural populations, their 

problems and needs, and learned to co-ordinate their work with that of other health 

staff； and they obtained understanding of other prevalent diseases in the country. 

This represented an important preparation of staff for use in polyvalent and integrated 

health services. 

Technical information on all aspects of endemic treponematoses eradication has 

been provided for health administrations and medical workers by expert advisory panel 

members, co-operating institutions, WHO-assisted projects, etc.夕 The seminars, inter-

country co-ordination meetings and regional and international conferences organized in 
3 9 40 斗 1 37 зя по on 

Bangkok, Kuala Lumpur^ Bandung^ Brazzaville,
 f

 AcKîra, Enugu, Port-au-Prince, 

Washington and Stockholm provided original documentation on technical aspects. 
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46 
Several monographs were published, relating to the epidemiology of endemic syphilis, .. 

47 48 
an international nomenclature of yaws lesions, the differential diagnosis of yaws, 

50 

the biology of the treponematoses . and a bibliography of yaws. It also became a 

function of WHO to disseminate technical information through guides, manuals and 

technical documents, aiming at obtaining uniform methods and techniques, developed on 

the basis of experience gained in different countries, and at promoting collateral 

investigations and studies. 

51 52 53 

Reports of relevant WHO expert committees and sub-committees
 9 9

 outlined 

periodically to the Director-General, the Organization and health administrations 

guided technical policies recommended for application in mass endemic treponematoses 

campaigns. 
1•斗 WHO research programme activities 

In the early WHO efforts to promote treponematoses control in developing 

countries as part of a public health plan, both basic and applied research soon became 

necessary in order to use, in these new situations, knowledge originating in developed 

countries. It also became evident that research was required in the direction of 

improved and specific diagnostic techniques^ and that epidemiological and operational 

field research would be increasingly important in the formulation of mass campaign 

methodology• 

(1) Drugs and therapy. WHO was associated with the early trial and evaluation 

studies of long-acting procaine penicillin PAM^^'^ and benzathine penicillin^ in 
57 58 59 

yaws, as well as of РАМ in endemic syphilis
 9

 and pinta• These and other 

studies became the basis for treatment schedules for mass campaigns, outlined by 
17 

relevant WHO expert committees. ， ， Long-term evaluation of these schedules 

continues, and WHO is also associated with studies of the effectiveness in endemic 60 

treponematoses of alternative drugs to penicillin. Research showed that РАМ from 

different manufacturers varied significantly in regard to treponemicidal blood-level 

durations, and that sub-standard preparations could cause unacceptable relapse rates 

in yaws (and syphilis) when single- or few-injection procedures were used. It thus 6l 
became essential first to establish international minimum requirements for РАМ, and 

subsequently to undertake extensive research., resulting in the development of a standard 
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serum assay method, a penicillin blood-level duration test in the rabbit (to replace 
62 

testing in humans) and an international reference preparation for РАМ. To ensure 

that sub-standard preparations were not used by health administrations or international 

organizations (WHO, UNICEF) engaged in large programmes, two WHO reference centres 

between 19^8 and 1965 tested more than a thousand different lots of РАМ, with a 

rejection rate of 20 per cent. 

(2) Epidemiology and eradication. The natural course of yaws in closed primitive 

tribes living in stable environments unaltered by treatment or technical progress was 
63 

studied in several rural areas in West Irian (formerly Netherlands New Guinea)• 

The clinical and serological course of the disease, its infection and contact rates, 

the depletion of the reservoir of susceptibles, provided quantitative data for epidemio-

logical models which became important in appraising the possible rate of renewed spread 64 

of yaws also following mass treatment
 #
 Several WHO-ass is ted projects gave important 

information, based on various endemicity levels, attack rates and the cycle of the 

disease, on the rapidity and completeness of population coverage needed in relation to 

the extent and frequency of follow-up examinations. This again， through evaluation, 

led to decisive criteria on the effectiveness and limitations of mass campaign 
l8 

methodology, and a soünd basis was established for the use of total, juvenile or 

selective (case and contact) mass treatment (TMT, JMT or SMT) in areas with different 

environmental conditions and prevalence levels of clinical disease and subclinical 

infection.
1

^ The epidemiological importance of the new technique of community-wide 

treatment of latent cases in yaws was brought out to prevent new foci from arising. 

The findings gave emphasis to an important aspect in other communicable diseases also; 

they gave rise finally to the projection of time-schedules as part of the planned 

course of yaws campaigns in which epidemiological eradication might be reached• 

These investigations were the first part of continuing studies based on more exact 

epidemiological-serological surveys of large random populations, to evaluate, 10 to 

15 years after mass yaws campaigns, the "stock and flow quantities" of infection and 

disease in relation to eventual eradication. These studies are based on treponemal 

as well as lipoidal antigen testing (РТА and TPI) and have shown in Thailand, the 

Philippines and Togo J>0 to 35 per cent, false seroreactions to lipoidal antigen 

testing in rural tropical areas (using TPI as the arbiter test) and an excess of false 
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low-titre lipoidal seroreactions in the younger age-groups, where primary attack rates 
65 

were highest when the disease was endemic several years before. New epidemiological 

knowledge based on this type of material collected with uniform methods and techniques 

is beginning to emerge. Apart from its immediate value in assessing the extent and 

transmission of the disease in endemic areas following campaigns, the information will 

represent basic data for future trends. The sera obtained in such studies, being 

statistically referrable to large rural populations, are uniquely suited also to 

other purposes. I^yophilized aliquots - together with identifying information - are 

thus included in the WHO serum reference banks (virus diseases programme), in a multi-

purpose immunological study approach encouraged by the Advisory Committee on Medical 
^ 丄 6 6 Research. 

In studies undertaken by health administrations, attention has in recent years 

been focused on the epidemiology of the ”last yaws cases" which continue to be found 

during post-campaign surveillance. The emerging knowledge of the nature and origin 

of such cases in relation to a descending but asymptotic infection curve is essential 

for further understanding of epidemiological or complete eradication. The factors 

concerned, their relationship and possible solutions have been illustrated diagram-

matically in Figure 

⑶ Methodology and standardization• Based on the observations, experience and 

reports of national workers and WHO advisers and consultants, on material presented at 

the international yaws conferences and on the formulation of recommended technical 

policies by relevant expert committees, ， a methodology for the conduct of mass 

campaigns against yaws in the attack, expansion and consolidation phases of the prog-

ramme was developed. Criteria were established for the discontinuation of the mass 

treatment stage of campaigns, the halting of routine population surveys and the 

institution of local surveillance through rural health centres or their equivalents, 

supplemented by school surveys, focusing attention on young age-groups at particular 

risk of infection. Thus, consolidation normally begins immediately after the com-

pletion of the last resurvey in which at least 80 per cent, of the population'was 

covered, and in which the prevalence of active yaws did not exceed two per cent, and 

that of infectious cases 0.5 per cent, of the persons examined. In the methodology 
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developed, long-acting procaine penicillin in oil with aluminium monostearate (РАМ 一 

see page 15), or benzathine penicillin was applied, uniform dosage schedules were used 

in most instances and standard reporting forms relating to initial treatment surveys, 

resurveys and penicillin consumption were outlined. A standard nomenclature of 
ЬЧ 

lesions and their classification, established by a group of experts collaborating 
46 

with WHO, the publication of a yaws atlas and the issue of manuals in local languages 

facilitated diagnosis by field personnel. 

Several research aspects relating to serological methods, standardization of 

techniques and reagents in endemic treponernatoses are described under "Venereal 

syphilis" (see page 27). The large proportion, already mentioned, of seroreactions 

to conventional lipoidal antigen-testing which have no basis in treponernatoses makes 

the introduction and use of specific treponemal testing (РТА and TPI) in tropical 

countries increasingly necessary. A transport technique for finger-prick blood 

absorbed and dried on bio七ting-paper discs ("rondelles")， recently developed by WHO, 

may become important in developing countries as a means of assessing the local 

problem. A technique for long-distance shipment of sera deep frozen at -19б°С in 

liquid nitrogenj to prevent infection and possible decay of antibodies, has also been 

developed in co-operation with WHO reference centres. 

(4) Other research. The orientation of microbiological, biochemical and immuno-

pathological investigations relating to all treponernatoses is outlined under "Venereal 

syphilis" (see page 29 ) • In certain laboratories participating in the WHO research 

programme, efforts are continuing to adapt T, pertenue - the causative organism of 

yaws - to animals other than the rabbit, and to improve differentiation in laboratory 

diagnosis between yaws and syphilis. 

In its programme, WHO has otherwise developed various services to research at 

WHO reference centres and other laboratories, including the building-up of strain 

collections of pathogenic and non-pathogenic treponeraes and serum collections of 

syphilis, yaws and pinta. 

1.5 Co-operation with UNICEF and other groups 

Throughout WHO's existence, UNICEF has given very important material assistance 

to the mass campaigns against endemic treponernatoses recommended on a nation-wide 

basis by WHO, and taking into account also the considerations of the WHO/djNICEP Joint 
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67 68 
Committees on Health Policy. By 1962, UNICEF

!

s investment In yaws programmes was 

$ 7 6 0 0 000 in penicillin, equipment, transport arxi training of rural health workers, 
6 9 

and it was stated that this had been one of the best UNICEF expenditures in terms of 

suffering relieved for low per capita cost, which Was, for example, $ 0,77 in 1955 

(Indonesia), rising in i960 as cases decreased and examinations per case increased• 

The International Union against the Venereal Diseases arxi.thé Treponematoses (IUVDT) 

has supported WHO
1

s efforts in several ways in relation to endemic treponematoses, 

e.g., through dissemination of information about WHO-assisted activities and 

encouragement of national voluntary groups to support governmental work. 

The Students
f

 War Against Yaws (SWAY) is a recent venture among Canadian high-

school students, contributing to the WHO Voluntary Fund for Yaws established by the 
70 

thirty-third session of the Executive Board and promoting understanding of WHO 

activities among the younger generation, 

1.6 The future 

In many high-prevalence areas of developing countries, low-cost mass penicillin 

campaigns against the rural endemic treponematoses of childhood (particularly yaws) 

significantly reduced the transmission of infection and the prevalence of disease -

in some instances approaching eradication. Continued work in this direction will go 

forward in such areas in the next few years. In other areas, initially of low pre-

valence, mass campaign techniques have not been applied. Selective, multi-purpose or 

integrated activities in these areas could accelerate the elimination of the infections 

in the future. In the changing environment resulting from mass campaigns, solutions 

are required to several problems of practical importance in rural health. Techniques 

for wider and more efficient use of multi-purpose field activities are needed in 

addition to the leprosy cage-finding and smallpox vaccination combination used in 

yaws campaigns. Criteria and techniques for a more meaningful integration of con-

tinued epidemiological surveillance into developing rural health services following 

endemic treponematoses mass campaigns are required. Epidemiological/serological 

evaluation of the results of mass campaigns, based on valid sampling and specific 

treponemal sero-testing, is necessary to determine the nature and extent of low-level 

transmission and the
 n

come-back potential" of endemic treponematоses after community-

wide penicillin application. Simple measures to counteract recrudescence of disease 
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are needed.. Furthermore, the millions of children in tropical rural countries 

reaching puberty without cross-immunity to venereal syphilis from previous yaws 

infection may require attention in rural health programmes as well as in adolescent 

health activities relating to urbanization^ industrialization and economic develop-

ment, Intensified research in the field and in the laboratory will be increasingly 

needed in the further approach to these and related problems, and basic microbio-

logical, biochemical and immunopathological research is required in the search for 

improved public health tools• 

2. VENEREAL SYPHILIS 

Long-acting penicillin allowed excellent results to be achieved in the treat-

ment of early syphilis by single or multiple injections, and the dramatic decline in 

the reported incidence in many countries between 1 9 ^ and 1957/58 became a page in 

the history of public health• The orientation away from toxic, chronic, suppres-

sive metal therapy towards rapid-acting, effective, simple penicillin treatment led, 

however, to the impression that syphilis was no longer a dangerous disease, and that 

it had lost many of its complications. In reality, T, pallidum did not alter its 

lesion-producing virulence in untreated or inadequately-treated patients, and has 

continued to give rise to prenatal infection of the foetus, and in adults to early 

and late local and systemic lesions, including cardiovascular, locomotor, psychotic 

and other complications, in developed countries. In developing countries also there 

are reports in the last decade of the occurrence of systemic complications, seldom 

observed 10 years ago, but now appearing possibly as a consequence of increasing 

longevity, allowing time for such manifestations to occur, 

2.1 Incidence trends 

Differences in methods and completeness of reporting and classification, in the 

extent of facilities and staff available, e t c " often limit the value of direct 

comparison of incidence data in different countries. For example, a survey in 1962 

in which 131 2斗5 doctors in the United States of America participated showed that 

7 1 

twice as much syphilis was treated as was reported. Where data are available over 

a period of time, reported incidence nevertheless provides a valuable indicator of 

long-term trends in early syphilis• A study of such trends by WHO from 19^5 to 

195〇7
2

 and for the decade 1950-1960^ showed that in 76 (7.1.2 per cent.) out of 105 
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countries and areas (Table 1) a persistent rising incidence trend followed an all-time 

low after the mid-decade point. This trend has continued since i960 (Figure , and 

jn some countries the reported incidence has approached or exceeded the maximal 

incidence peales after the Second World War. Estimated annual incidence rates in the 

post-puberty age-groups (over 15 years of age) showed a maximum for the decade of 

53.6 per 100 000 in the European Region (Yugoslavia, 1950), 250.8 in South-East Asia 

and the Western Pacific (Polynesia, 1952), in the Americas (Colombia， 1950), 

1252 in Africa (Basutoland, 1951) and 3687,5 in the Eastern Mediterranean (Sudan, I95O). 

In many developing countries, reporting systems are deficient or non-existent, and in 

tropical areas there may be an admixture of yaws in reported cases of syphilis. On 

the other hand, venereal syphilis may be expected to infiltrate into rural tropical 

regions following mass penicillin campaigns against yaws, where the previous gener-

ation had relative cross-immunity to syphilis, but where the new child population 15 

susceptible when it reaches puberty. The epidemiological importance of this aspect 

has been observed in Fiji, as indicated to the WHO Regional Committee for the 
74 

Western Pacific in I963. 

In some countries there has been a trend towards more syphilis (as well as 

gonorrhoea) occurring in the young age-groups than previously. For example, in 

Czechoslovakia 4.4 per cent, of reported syphilis in 1955 occurred iri the 15- to 
73 

19-year group as against 1J.3 per cent, in 1959, and age-specific rates in Canada 
75 

in the 15- to 19-year group increased from 5.8 in 1959 to 8.3 per 100 000 in 1962. 

Although congenital syphilis diminished markedly following the introduction of peni-

cillin therapy, case rates under one year of age per 100 000 live births in the rjC 
United States of America rose from 4.0 in 1957 to 8.0 in I962,

f

 and age-specific 

rates under one year in Canada showed an incidence increasing from 0.4 in i960 to 
75 

1.7 per 100 000 in 1962/ 

The upward trend in early infectious syphilis has not manifested itself in 

early or late latent syphilis or in late complications. Figures have remained more 

or less stationary since 1958. However, the "backlog" is considerable in many 

countries; four to five times more late and late latent cases than fresh infections 
7 7 

are reported annually, and the cost of maintenance in institutions for syphilitic 
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insanity, disability from cardiovascular syphilis, locomotor ataxia and syphilitic 

blindness has remained high; it represented some 50 000 man-years lost annually 

through disability and more than $.50 million in maintenance costs for patients, 

with another $ 50 million in loss of income up "bo "the age of 65 at the i960 adult 

income rate in the United States of America• 

2.2 The changing environment 

In recent years, a number of new environmental problems have arisen, creating 

obstacles to venereal disease control in developed and developing countries• The 

effectiveness of penicillin, its low cost and ease of application in time gave rise 

to a false sense of security, generated indifference to risk of infection and 

reduced the fear of the consequences of the disease. Furthermore, the breaking-up 

of previous social patterns and the establishment of new ones in an era of technical 

change, accelerated industrialization and urbanization have increasingly become 

important in the spread of venereal as well as of many other communicable diseases. 

The world-wide urban population growth is currently about two-and-a-half times higher 
rjO 

than the rate in rural areas. This marked trend towards urbanization and the 

absorption of large rural populations by rapidly expanding cities and towns appears 

to be of increasing importance^ syphilis being predominantly an urban disease• The 

migration of labour and other groups with temporary or long-term integration problems 

on resettlement in the same or a foreign country is also conducive to the spread of 

infection. Furthermore, the historical relationship of the consumption of alcohol 
79 

to acquisition of venereal infections has received renewed attention through the 

growing number of sexually active young wage-earners in technical and other occupations 

in times of economic prosperity. Finally, the unprecedented and rapid movement of 

large numbers of civilian and military travellers by land, sea and air, as well as 

frequent port calls by seafarers manning ships in intensified overseas traffic, is 

more and more making venereal infection an "international" disease. Countries have 

indicated that as much as 50 per cent, of cases diagnosed at home originate abroad, 80 

and special sampling studies among overseas merchant ships of one large maritime 

nation showed that about 20 per cent, of the crews became infected during the year. 

A closely associated sociological problem relates to findings in another large 

maritime nation - that 11.2 per cent, of overseas crews were in the 15- to 17-year 
81 age-group. 
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Earlier maturity and the freer association between young males and females have 

in many areas led to a revolution of mores and to "new standards for. a. new age"• 

Behavioural science and health education efforts have not prevented venereal infections 

from spreading among the young in a rapidly changing environment. There have also 

become available in recent years reports suggesting, in younger as well as older age-

groups, an increased incidence of syphilis (and gonorrhoea) among homosexuals - if 

not of homosexuality as such. 

The closing of licensed or tolerated houses and the abolition of the regulation 

of prostitution in countries ratifying or adhering to the "United Nations Convention 

for the Suppression of the Traffic in Persons and the Exploitation of the Prostitution 
„82 卜 

of Others have been the subject of controversy in some countries as to whether 

or not they represent obstacles to venereal disease control and whether increased 

incidence of venereal diseases would result. It has been noted that the increase 

in venereal disease in recent years is similar in developed countries where licensed 

brothels were abolished many decades ago (Scandinavian countries) and in those where 

they were more recently suppressed (Prance, Italy) and that in some countries 

clandestine promiscuity appears to have
 и

taken over" as a basis for the spread of 

much venereal infection ("enthusiastic amateurs", "good-time girls", "call-girls〜‘ 

"bar girls"s "club girls", etc.). These are features of a charging environment in 

some countries^ while in others prostitution has remained as a means of existence and - -Qñ livelihood, raising epidemiological, social and economic problems » 

World production and consumption of penicillin rose steadily in the first 10 to 

15 years after its discovery. The general "penicillinization" of the population 

through use, misuse or self-medication in diagnosed or undiagnosed medical conditions 

was immeasurable; but large numbers of people who had been recently infected with 
84 

syphilis were thereby believed to have received curative amounts of penicillin in 

the long incubation period of this disease• After 1955 or so, penicillin reactions 

became more frequent and the production and use of penicillin did not increase further. 
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However, the production and use of broad-spectrum antibiotics - usually not effective 

against T . pallidum - more than doubled between 1955 and i960, and this tendency has 

continued. Furthermore, the preventive effect on syphilis of penicillin treatment of 

gonorrhoea was lessened by the latter
1

 s increasingly frequent treatment with other 

antibiotics. At the same time the younger age-groups - the population particularly 

at risk - have risen in number. Increasingly fewer adults are, for these and other 

reasons^ believed to have been exposed to chance prophylaxis after the mid-decade. 

In most countries, there have been limited possibilities for, or actual appli-

cation of, systematic epidemiological investigations - contact-tracing, case-finding 

and provision of free diagnostic and treatment services - which remain the basic 

elements of venereal disease control. This is borne out by a world-wide WHO 
85 ^ 

study of legislation, outlining the framework within which control measures are 

undertaken in different countries. The lack of uniformity of such legislation and 

the need for revision in regard to national and international epidemiological require-

ments were particularly emphasized at the recent WHO Regional Symposium on Venereal 

greater epidemiological 

was underlined. The 

the first WHO Regional 

and inexpensive penicillin 

therapy of short duration was the obvious first choice as an international measure to 

reduce the considerable syphilis problem after 19斗8, when WHO came into being. 

(l) Demonstration projects were undertaken by health administrations with WHO 

assistance in 55 countries, mostly in developing areas. Emphasis was placed, apart 

from foreshortened treatment, on case-finding, epidemiological and laboratory tech-

niques and health education. Training at all levels - was an integral part of the 

projects. Several projects were integrated or closely associated with the maternal 
88,89 

and child health programme j as recommended by expert committees in that field. 

Disease Control in Europe, where the desirability of much 

co-operation between the physician and the health authority 

same applies to the Western Pacific Region, as indicated by 
87 

Venereal Disease Control Seminar for that region. 

2*3 WHO-assisted control project activities 

The promotion of the wide use of repository, effective 

Satellite centres, dispensaries and laboratories were sometimes the result of an 
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expanding programme in certain areas (Annex )) • The feasibility was shown of applying 

control measures in local demonstration and training areas in developing countries. 

However, only in some instances were conditions such that the projects could develop 

into sustained， selective and eventually integrated nation-wide public health 
•.

 ;
 • - -.. . ‘ : ‘ \ ’ • •• - 、• • • 

activities. It was emphasized by the expert committees and others that, to control 

venereal infections, the services developed must have the character of a permanent 

programme and not that of an emergency campaign. Experience had shovm that there 
90 

was a likelihood - as in tuberculosis and other infectious diseases - that the 

infectious reservoir might build up again quickly after a one-time intensive case-

finding and treatment campaign, as a result of frequent introduction of new infections 

from other areas and countries, and of congenital disease and relapses arising from 

inadequately-treated persons infected many years before. 

Mass campaign techniques were attempted on a limited scale in high-prevalence 

агиаь in a few countries• At the same time, on the basis of the recommendations of 

the WHO/UNICEF Joint Committee on Health P o l i c y ,
9 1 , 9 2 , 6 7

 long-acting penicillin was 

made widely available through UNICEF in developing and other countries. The WHO 

programme of rehabilitation of previous UNRRA antibiotic plants in some countries 
.. 、 - ；.'；.• . •. - • • • 

and the subsequently increasing national production in many areas contributed in the
 ; 

same direction. 

Against a background of falling incidence of venereal infections and over-

confidence in the antibiotic era, expenditure on control services in some countries 

was reduced - in a number of instances abruptly - and in others the integration of 

case-finding into general health examinations, maternal and child health activities, 

e t c” may have been undertaken only slowly or inadequately. Again, in other 

countries, the very knowledge of the availability of penicillin on the spot, coupled 

with the demonstration of its effectiveness, tended to create a false sense of 

security with a waning interest in a problem believed to have been already overcome. 

These developments are reflected also in the declining interest of health adminis-

trations in international assistance. While 22 WHO-assisted venereal disease control 

demonstration projects were in operation during the two-year period 1951-1952, there 

were 11 such projects assisted in the period 1958-1959, and six were projected in the 

budge t. for the period 1964:1965. The sharply-declining estimated international 

assistance expenditures for the same years are illustrated by Regions, source of funds, 

etc., in Tables )， k and 5. 
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(2) Training sponsored by WHO is referred to elsewhere in different contexts in this 

programme review. A total of 252 individual fellowships for study abroad relating 

to venereal infections as well as to endemic treponematoses were provided by WHO 

between 19斗8 and 1965, and 82 short—term fellowships were awarded for group training 

or participation in regional or international technical meetings on venereal disease 

control organized by WHO. The greater number of individual fellowships were awarded 

in the early penicillin period before 1955. These were mostly requested by health 

administrations in the clinical and laboratory fields, with a relatively small number 

emphasizing epidemiology and public health aspects. The WHO reference centres, 

particularly at the Communicable Disease Center, Atlanta (United States of America) 

and the State Serum Institute, Copenhagen (Denmark), trained a large number of sero-

logists and technicians - within or outside the WHO fellowship programme - between 

19^8 and 1963. Training in all aspects was also associated with local WHO-assisted 

country demonstration projects. 

⑶ Technical information on all control aspects was provided for health adminis-

trations by expert advisory panel members, co-operating institutions, WHO-assisted 

93 country projects, etc • As already mentioned, symposia have been organized in the 
8 7 94 

WHO regions
 J

 to foster the exchange of technical information and experience. 
86 

The organization of study group meetings and of particular sections of international 
95 9 6 45 97 42 

conferences, etc" ， has been a promotional activity of WHO. In шалу 

respects, one of WHO'S functions in this field became that of a "clearing-house" for 

advance information through the provision of technical documentation. An important 

function is also believed to have been served in the dissemination of information 

through guides and manuals, aiming at obtaining more uniform methods and techniques, 

and developed on the basis of experience acquired in different countries. Reports 51 5 2 9 8 9 9 

of relevant WHO expert committees and sub-committees '
 3 9

 periodically put 

forward to the Direсtor-General advice lending authority to recommended technical 

policies. 

2Л WHO research programme activities 

Many features of the WHO research activities summarized in the following in 

relation to venereal syphilis are relevant to endemic treponematoses of childhood, 

and vice versa^ Generally, in the early WHO efforts to promote treponematoses 
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control thrpiogh public health programmes in〔developing loountries, ЬаШ arid 

applied research soon -became necessary in order to ше, i». Шеза new situât tons, know-

ledge originating in developed countries； Stai^dardiZiatio^ of methods, reagents and 

techniques was required in the laboratory, and epidemiological operational research 

became important. These events took place when only very few research instit utions 

remained active in this field, and one of WHO'S, early functions became that of 

maintaining interest in such research• Prom a long-term viewpoint, this was sub-

sequently considered by the Advisory Committee on Medical Research to be particularly 

• • -…. . . . ‘ , — . . . . . . . “ • ..-:.“. .：•--. 

important. WHO research efforts took various forms. Some work arose out of WHO 
； ....、-.-. . • . - .. • ..•.'..、.

 ：

 - -. . ' • • 
assistance projects in countries. In a few instances assistance was aimed.at estab-

lishing permanent research centres, but most studies and investigation^ enpouraged as 

part of the intensified research programme of the Organization after 195^, were 

promoted in existing institutions and laboratorles. Technical problems have been 

suggested for investigation within the co-ordinated frajnework outlined by expert 
• .) : :、... . - : • • . ...〒...:••’.：，..•..-•, 二 . . . . . 

committees and special study groups, in addition to the granting of modesty sum^ to 

some of the institutions concerned. Prom this research and from related pperationg.1 

and other studies, more than a hundred scientific papers, ten monographs or special 

publications and some hundred technical documents have resulted. Main aspects of 

this research are outlined below. 

(1) Epidemiology and public health control, including therapy, WHO was associated 

with the early clinical trials as well as with long-term evaluation studies Of reposi-

tory procaine penicillin in oil with aluminium monostearate (РАМ), which.was to become 

the outstanding preparation for the treatment of syphilis^ until an equally valuable 

preparation, benzathine penicillin^ was subsequently developed. The outcome of 

,： … � . .... ........ • ..'.::、 •“‘ . . .
:
‘ 

these evaluation studies was the basis for the drawirig up, by WHO expert 
15 1*7 2.8 committees
 9  9

 of treatment schedules suitable for individual and mass case and contact treatment in public health programmes^ including procedures applicable Дп 
: . . . . ； •

r

. i- ' ,. • ‘ ； .• .... i . . . . . . . . , ' ••• ' •' - ‘
1

 . 

maternal and child health activities. As metal therapy was ^replaced by penicillirx 

treatment, this changing field was kept under review by Щ0, following the evaluation, 
‘ ‘‘ ....... ...‘ • ‘ ‘ -|00 

by the WHO Syphilis Study Commission in the United States pf America in 19斗9, of , 

the epidemiological and public health importance.of penicillin in venereal disease 
.；• .. •'- - - • . • ’ ： * • •• ‘. •‘ ‘ ^ ¿ ‘ ： . ‘ . . . 

-； •. ^ .. "- . 1 Л • .J. ! Л • • - -I . 

control, the appraisal of optimal management procedures by a group meeting of 21 members 
* • -. - . ••-. —.广 "..‘ ‘ • -
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of the WHO Expert Advisory Panel in London in 1952, a survey of treatment practices 
101 

in different countries of the world in 1 釣 a n d a travelling seminar to study 
102 

methods of venereal disease control in the USSR in 1961. 

The early РАМ trials were undertaken in several countries, first in the United 

States of America and later in the United Kingdom, Finland, Norway, Egypt and India, 

while the subsequent benzathine penicillin studies were carried out in Prance, the 

United States of America, the United Kingdom and the USSR, It is now possible to 

treat patients with early syphilis adequately within a few days using single- or few-

injection techniques^ resulting in a treponemicidal blood-level duration of several 

weeks. The drug cost per patient is very low. Some reported "failures" are due to 

reinfection rather than to relapse, and the few true failures encountered appear to 

be the result of erxzymic, metabolic or renal abnormalities in the patient. The 

results of treatment in congenital syphilis and also in late stages of syphilis of 

adults are likewise satisfactory. Penicillin side-effect studies have been promoted 
ЮЗ 104 

by WHO.
 9

 The incidence of allergic manifestations increased from 195斗 to 1959 
105 

from 5.9 to 9*7 per 1000 cases treated, with fatalities from anaphylactic shock 

occurring at a rate approximating one per million injections. The side-effect rates 

have apparently increased only slowly since 1959• Members of the WHO Expert Advisory 

Panel on Venereal Infections and Treponema tos es are undertaking clinical trials and 

long-term evaluation of the effectiveness in syphilis- of alternative antibiotics j 

for use in penicillin-sensitive individuals, with particular reference to propionyl 

erythromycin, which has given satisfactory early results. 

Operational research in pilot projects showed that, in areas with a high 

prevalence of infectious syphilis, mass treatment is effective and economical when 

adequate treatment can be given to cases and contacts at the same time. ‘ This view 
107 

was also supported in the Technical Discussions at the Sixth World Health Assembly 

and emphasized by the expert c o m m i t t e e s l C l
i n e n

demic situations. As in 

tuberculosis, where gains are obtained in terms of cost, training, integration and 

coverage by indiscriminate BCG vaccination without prior tuberculin testing, the use 

of large-scale "contact" treatment - or preventive treatment on epidemiological 

indication - in high-prevalence syphilis areas has similar advantages, in addition 
to the immediate reduction of the active reservoir of infection. WHO has also been 
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associated with studies of the usefulness in ports of the "cluster technique" (case-

finding within the same social stratum) with or without the use of voluntary long-term 

preventive treatment in female groups which are risks of infection for others or at 

risk of being infected• The studies showed that these techniques can contribute 
110 111 

substantially to reducing the incidence of early syphilis• , In developing 

areas, it has been shown that the organization of mass prenatal (or pre-marital) 

screening, as well as mass case-finding in certain occupational groups, can be an 

economic and useful procedure when diagnostic and treatment services are limited and 

more extensive epidemiological work impractical. 

There -is a dearth of information in developing tropical countries on epidemio-

logical/serological aspects, and only recently has it become possible in the WHO 

research programme to begin promoting studies based on specific TPI and РТА testing. 

The latter techniques are necessary in view of the limitations of conventional 

lipoidal antigen testing demonstrated in tropical countries in the first of a series 

of such WHO investigations (see under "Endemic treponematoses", page 14). Survey 

techniques used in longitudinal studies are in the early stages of development, but 

relate for the time being more to the evaluation of previous rural mass yaws campaigns 

than to urban syphilis. 

(2) Diagnostic procedures and standardization. WHO-coordinated inter-laboratory 

assays of reproducibility, sensitivity and specificity of sérodiagnostic lipoidal 

antigen tests replaced the International Serological Conferences organized prior to 

the Second World War by the League of Nations
!

 health section. Twenty-nine 

laboratories in 16 countries collaborated in studies which led to.the establishment 

of international reference preparations for cardiolipin and lecithin as well as human 

syphilitic control sera in 1951，195、
1 1 2

 1958
1 1

，and 1959-“
11

^ In further laboratory 

investigations lasting four yeaj?s, 1^4 000 serum samples were examined by various 

antigens of non-pathogenic treponemes (Reiter)., and in 1958-1959 some 6000 samples 

were examined by various protein antigens from pathogenic treponemes, showing that 

there were insufficient scientific grounds for proceeding to international standar-

dization of relevant reagents and methods. In regard to the establishment of an 

international reference preparation for penicillin РАМ in 1965, the developments have 

been described elsewhere (see page 1))• 
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Following the discovery of the immobilisines at the WHO International 

Tre ponemato sis Laboratory Center (Baltimore) some years ago, co-operative inter-

laboratory studies of the TPI tests were organized by WHO at leading laboratories
 r

 in 

eight countries• The research v^iich followed included clinical correlation of' 

results, exchange of sera and testing of freeze-driéd specimens prepared by WHO 

reference laboratories, which guided the gradual introduction in a uniform wày of 

this complex but invaluable tool in laboratories in other countries. By i960 there 

were 4l such participating laboratories undertaking TPI testing in 2) countries, 

located in the regions of Europe, the Americas, Africa and South-East Asia. 

Qualitative reproducibility of the TPI test remained variable in all inter-

laboratory assays. WHO-assisted research into quantitative aspects is, however, 

going forward in regard to both normal techniques (Sweden) and simplified methods 

(Poland, Spain, USSR), which may yet bring this specific treponemal reference test 

within the reach of a greater number of laboratories. Research in this field is 

orientated towards the establishment of standard reagents and control sera and the 

simplification of techniques. 

The fluorescent treponemal'antibody reaction (РТА) was subjected to inter-

laboratory assay in a WHO project undertaken by leading laboratories in six different 

countries^ between i960 and 1962 as a first step, showing the confidence limits of 

this new technique to be about 95 per cent, in terms of reactive/non-reactive sera. 

A second quantitative inter-laboratory study currently under way in 1964-

aims at. the 

eventual staridardization of reagents and control sera. The relationship of FTA anti-

body and TPI antibody reactivity justifies the promotion of the FTA technique in 

developing areas, since WHO studies have shown that a large proportion of lipoidal 

antigen reactions in rural populations in developing countries are false seroreactions 

and have no basis in treponematoses. WHO-sponsored research in I963-I965 aims at 

the simplification of РТА procedures, whereby finder-prick blood dried on special 

absorbent paper "rondelles" can be sent by ordinary mail or other means to a base 

laboratory in the same or another country for specific immunofluorescent testing of 

the eluent. The procedure may become useful in maternal and child health programmes 

for prenatal specific serological testing where improvements as well as simplification 

are required, particularly in; developing areas. a 
~ Denmark, Prance, Italy, Japan, United Kingdom, United States of America. 

Denmark, France, India, Japan, United Kingdom, United States of America. 
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⑶ Microbiology^ biochemistry and immunopathology, Few qualified laboratories have 

been prepared to undertake basic research work in this complex field, where progress 

must be expected to be slow. In attempting to co-ordinate and maintain research 

activities against waning interest, several approaches have been made by WHO, of which 

the more important are mentioned below. 

Basic microbiological and biochemical research has been stimulated, aiming at 

identifying antigenic protein and sugar fractions of non-pathogenic and pathogenic 

treponemes which might lead to serological or dermatological tests capable of 

differentiating between syphilis and yaws. Some progress has been made in this 

regard- Preliminary investigations have shown antigenic differences between strains 

of T . pallidum, T . pertenue and T . cuniculi，and certain biochemically-defined 

fractions may react with syphilitic serum alone. There is evidence that by 

absorption procedures it may be possible to develop a differential diagnostic test 

between syphilis and yaws based on the immunofluorescent antibody technique, to replace 

the more cumbersome existing technique based on the lesion-producing capacity of 

T . pertenue and the "silent" infection capacity of T, pallidum, in the golden hamster.‘ 

On the other hand, irmnunological and immunochemical studies aim at the identification 

of protective antibody fractions^ and preliminary studies suggest that this may be 
65 

possible in late-latent and, late syphilitic infection of man. Up to the present 

time, however, little advantage has been talcen of opportunities for much-needed 

fundamental studies，e.g., with reference to auto-sensitization distortion of immune 

responses in the natural course of treponematoses and aberrant immunopathological 

manifestations in the early stages of the infection, although in one project an impor-

tant contribution has been made regarding experimental immunological immaturity and 

lesion manifestations in the newborn. Emphasis in the WHO research programme has also 

been placed on investigations to elucidate the enzymic, gaseous and other metabolic 

requirements of pathogenic treponemes, which are believed to be of importance for their 

growth and possible cultivation in vitro, the eventual development of an immuno-

prophylactic agent being kept in mind a desirable objective. As a result of WHO-

assisted studies in this field. the fundamental role of lysozyme and other enzymes in 

the metabolism of T, pallidum is becoming known, and some of the conditioning factors 

for survival in vitro are beginning to be better understood. Most recently, a com-

mensal growth factor which enhances the life processes of T . pallidum has been isolated 
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Finally, tissue culture studies of pathogenic treponemes have been pursued 

systematically by the different laboratories co-operating in the WHO programme. 

Cultivation has not been achieved in embryonic tissues of chicks, hamsters or man, 

nor in HeLa or other çell lines. 

2.5 The Brussels Agreement of 1924 relating to venereal infections in seafarers 

This agreement was the first health instrument providing organized-treatment 

facilities and medieal care on an international basis. WHO assumed constitutional 

responsibility for the administration of this agreement under the protocol concerning 

the Office International d'Hygiène Publique, adopted by the International Health 

Conference in New York in 1946, The tremendous expansion since that time of the 

world
1

s mérehant fleet, and the dependence of most nations, directly or indirectly, 

on international shipping, have emphasized the social arid economic value of the health 

of seafarers on board ship and ashore. Between 1948 and 1955 WHO sought consultations 

with governments, the International Labeur Office and the International Union against 

the Venereal Diseases and the Treponematoses (IUVDT) regarding the revision of this 

agreement, in view of the .„technical progress made since its inception. Following 

studies by several WHO expert c o m m i t t e e s ,
1

巧 t h e Joint ILO/WHO Committee on the 

H y g i e n è o f S e a f a r e r s ,
1 1

? "
1 3

^ the First World Health Assembly
1 1

^ and the WHO Executive 
120 121 — 

Board at its fifth and twenty-fifth sessions, the Thirteenth World Health 
122 

Assembly approved a set of technical definitions and minimal standards as a 

revised basis for the functioning of the Agreements
 : 

In order to obtain practical information on the impact on seafarers of recent 

advances in the management of venereal diseases, to utilize this information in the 

revision of the Brussels Agreement and to disseminate data on experience gained, an 

international maritime demonstration and training centre was established by the 

Netherlands Government and WHO, in agreement with the 工L0, at the large international 
. . . . . . . . • • 

port of Rotterdam (1951-195斗）• Two international training courses on maritime 

aspects of venereal disease control were organized, with participation from countries 

in all WHO regions. Substantial technical documentation resulted from this 
123 

activity. On the recommendation of the IUVDT, an International Rhine River Anti-

Venereal Disease Commission was established in 1951, WHO acting on the proposals of 
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the governments in the Rhine river area to co-ordinate control measures. By the end 

of 1 9 5 5 ， venereal infections among Rhine river boatmen had decreased, so that the 
1 2 4 

activity was terminated by the WHO Regional Committee for Europe. In 1951, 1959 

and I96I, WHO published revised issues of the World Directory of Venereal Disease 

Treatment Centres at Ports, as part of its obligations under the Brussels Agreement, 

Several maritime nations have made this directory a mandatory publication to be 

available to crews on board ship. Various articles on maritime venereal disease 

control have been published by WHO, as have bibliographies on this aspect of the 

125 

problem. In its capacity of administrator-of the Brussels Agreement, WHO has 

between 19斗8 and 1963 received from governments, shipowners and seafarers
1

 organizations 

information regarding lack of proper facilities and absence of proper functioning of 

the Agreement in different ports. These have been brought to the attention of the 

governments concerned. WHO has in some cases provided consultant and other services 

for the improvement of venereal disease control in ports, particularly in South-East 

Asia. 

2.6 Co-operation with UNICEF, the IUVDT and the International League of Dermatological 
Societies (IIDS) 

The case-finding and treatment campaign against syphilis in Poland from 19^8 to 

19斗9 was the first project to receive important material assistance from UNICEF to the 

activities recommended by WHO. The emphasis on maternal and child health by the 

Joint WHO/UNICEP Committee on Health P o l i c y
9 1 , 9 2

'
6 7

 did not substantially prevent 

support also for comprehensive assistance in some national control programmes 

(e.g., Taiwan). Reference to other aspects of UNICEF's important co-operation has 

been made elsewhere (see page l6). 

The IUVDT has stimulated and supported WHO activities in many ways, e.g., by 

disseminating information on international venereal disease control work and WHO 

programmes, and encouraging national voluntary associations to support the efforts 

of health administrations. The Union has promoted national studies on behaviour Is tic 

and health education aspects of venereal disease control, with particular reference to 

the younger age-groups and to sociological problems• 

The ILDS was assisted by WHO in the organization of certain sections of the 

Eleventh and Twelfth International Congresses of Dermatology. 
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2.7 The future 

Available public health methods for the control of venereal syphilis are 

theoretically as effective today as before the recrudescence of the disease became 

manifest in many countries a few years ago. Penicillin resistance in ТЧ pallidum 

has not been demonstrated, serious allergic reactions to the antibiotic are relatively 

few, and effective antibiotics other than penicillin are in reserve. There is, 

however, an urgent need for more determined application in public health programmes 

of the knowledge already available, particularly as regards local, national and 

international epidemiological surveillance and intensified case and contact finding, 

in order to bring a greater number of infected persons more rapidly under adequate 

treatment. Whether determined public health efforts to combat syphilis in developed 

and developing countries will be capable of counteracting, in rapidly changing environ-

ments, the important social, economic, migratory and other factors which now increasingly 

favour its spread, should become discernible within the next few years. Countries 

showing as yet no apparent upward trend in venereal syphilis may expect a 

recrudescence unless measures are taken in time. The experience that wide use of an 

"ideal" drug cannot treat an infectious disease"out"of existence has emphasized the 

need for intensified basic and applied research in the future. Development of more 

uniform, specific and simple methods in the laboratory and the field is required, and 

biochemical and immunopathological investigations are essential which may yet lead to 

in vitro growth of pathogenic treponemes and possibly to the development of an immuno-

prophylactic agent. 

3. GONOCOCCAL INPECTIŒÎS AND "MINOR" VENEREAL DISEASES 

In the WHO programme, the "minor" venereal diseases - chancroid, lymphogranuloma 
126 127 

venereum (Nicolas Fayre), granuloma inguinale (Donovanosis) and non-gono со с с al 
128 

genito-urinary infections (non-specific urethritis, trichomoniasis, etc.) - have 

been considered not to warrant international attention apart from periodic studies, 
129 

meetings, etc. However, the WHO Expert Committal convened in 1959 pointed to the 

special problems relating to gonococcal infection, particularly the failure of control 

and the "resistance" to treatment. The Director-General subsequently convened the 
- 150 

First Expert Committee on Gonococcal Infections which reviewed, in I962, current 

research and control aspects• 
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5.1 Trends 

Following the introduction of easily-administered parenteral or peroral drugs, 

over-optimism resulted in many countries as a consoquence of their prompt therapeutic 

effect. The belief also developed that gonorrhoea was a "mild" disease^ easily cured 

and without complications. While the incidence of prostatitis and epididymitis 

declined in many countries from about 3〇 to three per cent, following antibiotic 
131 

therapy, as compared with previous local, traumatic therapy, these and other com-

plications have continued to occur where "there are delays before medical care becomes 

132 133 available. In the female, Bartholinitis, salpingitis and sterility have 
1 3斗 

remained frequent• Thus a pilot study in which venereologists, gynaecologists, 

surgeons and medical officers of health collaborated showed salpingitis in at least 

nine per cent, of those infected, resulting in two to three per cent, sterility in 

these cases. In addition, clinical recurrence of gonorrhoea has apparently risen in 

both males and females, increasing from three to five per cent, in the early antibiotic 

era to 12 to 15 per cent, in recent years. The epidemiological, public health and 

social implications of these observations should be seen against the background of an 

increasing frequency of gonococcal infections in young females, and in connexion with 135 

reported institutional outbreaks of gonococcal vulvo-vaginitis in children. 

There is a dearth of information on the etiology and incidence of ophthalmia neonatorum. 

However, the abandonment of silver-nitrate instillation in the eyes of the newborn 

(Credé) will lead to a number of cases of ophthalmia due to the gonococcus. Other 

complications, e.g" gonococcal meningitis in children, occur in some areas• 
75 In many countries, gonorrhoea (and syphilis) are not notifiable. In others, 

it has been shown that several times more cases occur than are reported in morbidity 
71 

statistics. A study of long-term trends undertaken by WHO for the period 1950-
73 i960" showed that in 

some countries there had been a shorter- or longer-lasting fall 

in reported incidence by mid-decade; in others the incidence had remained stationary; 

in still others, an upward trend was evident after the mid-decade point. Out of 111 

countries and areas surveyed, 55 (^7-7 per cent.) showed a persistent increase in 

reported incidence after 1957 (Table 1). Rates in Europe ranged from 100 to 500 per 

100 000 adult population (over 15 years of age). In several countries in South-East 
Ag; a.- the Western Pacific and the Eastern Mediterranean they exceeded 1000 per 100 000 
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to the 

was 

apparently endemic. Many more cases are diagnosed in males than in females. The 

ratio varies from 2:1 to 4:1 or more, influenced by the extent of facilities available, 

standards of diagnosis, reporting methods, criteria, etc., but pointing to a large 

latent reservoir of infection in females. 

In its outlook on gonococcal infections, the Expert Committee in 1962 summarized 

the situation as follows: 

"There was no evidence that the advent and wide use of 'ideal' anti-
biotics over the last 20 years, particularly penicillin and streptomycin, 
had made any indent on the reservoir of gonococcal infections. The 
infectiousness of gonorrhoea, its short incubation, the mode of transmission 
and other factors had not made it possible to evolve epidemiological methods 
effective against the very rapid spread of the infection. It had nowhere 
been possible to bring a sufficiently large number of cases and contacts to 
treatment quickly • enough to overtake the rapid spread of the infection in 
the community. Air travel, furthermore, allowed extremely rapid transfer 
of infection between countries and continents. There existed also special 
itinerant groups at particular risk of infection (migrants, seafarers, etc.). 
Case-finding and contact treatment， rapid epidemiological procedures and 
cluster-testing techniques, prophylactic treatment, individual and mass 
treatment of special groups or obligatory hospital isolation of infected 
persons, legal notification of contacts, etc• had been of limited value: 
the methods available had been incapable of reversing the epidemiological 
balance so adverse to the human host in all regions • The failure to inter-
rupt transmission and to control gonococcal infection was world-wide and 
should be recognized by health administrations, the medical profession and 
the public 

3.2 The Ш0 research programme 

Some steps have recently been taken to commence implementing certain parts of 
139 

the programme recommended by the Expert Committee. 

(l) Even if all contacts of male urethritis were brought for examination, diagnosis 

and treatment , within the short incubation period of the disease广 gonorrhoea could not 

be. controlled by individual measures because of the persistence, of the asymptomatic 

female reservoir and the present inability to identify by laboratory methods a large 

adults. Considerably higher rates were attained in some countries of the 
138 

and Africa. The Ш0 Expert Committee on Gonococcal Infections pointed 

large reservoir of infection in Africa, in some areas of which the disease 

proportion of female "carriers".. Imrauno fluores сent techniques have not so far been 
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useful in this respect. A serological test for early diagnosis is required, and research 

in this direction is in its initial stages (United States of America). Earlier, immunity 

research and serum diagnosis investigations were performed on avirulent gonococci, since 

strains grown on usual media undergo antigenic and metabolic changes, and rapidly lose 

virulence after a few culture passages in vitro. Only recently has it been possible 

to passage in hens
1

 eggs stable, virulent, reproducible strains of gonococci so that new 

antigens for trial in serum diagnosis may be investigated and the possible development 

of precipitation tests explored. WHO is keeping in close touch with these developments 

in order to promote inter-laboratory assays and relevant trials, should a break-through 

occur in this area. 

140 
(2) The Scientific Group on General and Applied Immunological Research and the 

139 

Expert Committee on Gonococcal Infections also pointed to the unlikelihood of 

achieving control of gonorrhoea except by mass treatment or the possible availability 

of some type of immunopruphylaxis. These groups considered that further research on 

immunological aspects of gonococcal infections was justified and should be pursued. 

An approach based on the microbiological -and serological relationship within the 

group of Neisseriae was encouraged (biochemical and antigenic studies of the closely-

related N. intracellularis have led to the development of trial vaccines against 

cerebrospinal meningitis). N, gonorrhoeae has capsular and somatic antigens similar 

to those of N. intracellularis and shows cross-serological reactivity. A joint 

scientific meeting of microbiologists and immunologists in these fields is planned for 

1964 to review existing knowledge and to project future orientation• 

(5) Rising clinical failure rates to penicillin and subsequently to streptomycin 

began to be observed in 1953-1959 in gonorrhoea. Gonococcal strains less sensitive 

to these
-

"antibiotics were later isolated. In addition to microbial selection, a 

further factor саше into play, namely the wide use of repository,—ïong-acting penicillin 

preparations. Their long-acting "prophylactic tail" of low penicillin concentration 

could give effective blood- and tissue-level duration for several weeks as long as the 

circulating strains of gonococci were highly sensitive, bùt"tended 一 when less 

sensitive gonococci came into circulation - to increase the rate at which strains 

developed resistance to penicillin. 
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In WHO-sponsored preliminary studies after 1962, many hundred strains of gonoooGCi 

were isolated from different countries in Africa, the Americas, Europe, South-East Asia 

and the Western Pacific. From these studies it emerged that resistance to one or 

more current drugs, particularly penicillin and streptomycin, is not a general 

phenomenon, but occurs in some areas. A
 M

w"atch-dog
M

 sampling of circulating 

gonococcal strains would be useful to health administrations, doctors and laboratories. 

Intensified sampling and analysis of resistance of local gonococcal strains in 

different countries is in preparation, and is intended to facilitate the selection of 

the most advantageous antibiotic treatment and dosages which could be used in 

different areas. 

(4) Preliminary research has demonstrated the existing diversity of culturing 

techniques, media and methods for the determination of changing sensitivity to certain 

antibiotics• In order that strains are not considered "resistant" in one country 

when isolated arid examined by one procedure, and "susceptible" in another country, 

uniform media and sensitivity determination techniques should be devised. 

Preliminary assays of the reproducibility of improved media and methods were 

organized by WHO in I96I-I963 in laboratories in Denmark, the United Kingdom and the 

United States of America. Additional studies are currently being prepared to 

include also reference centres in France and the U S ® агй to develop further a 

provisional reference method established in 1962, based on established international 

reference strains of gonococci. 

З.З Other activities 

WHO has collected and disseminated technical information relevant to the control 
’ Y2 

of gonococcal infections. Epidemiological data, a full issue of the Bulletin of 
. . . .... 1 斗 ： ’ 

the Worl-l Health Organization and some 50 articles and technical documenta have 

drawn attention to epidemiological aspects and control practices. Minimal treatment 
143 ‘ 

schedules were outlined by the Expert Committee in 1959 and again in 1962, when the 

changing sensitivity of N , gonorrhoeae had begun to be observed. Minimum requirements 

for the management of gonococcal infections in seafarers and for relevant equipment on 

board ship and in ports were included in the ievision by the Thirteenth World Health 144 
Assembly of the Brussels Agreement in I960. 
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Standardization of long-acting penicillin РАМ, studied as part of the WHO 

programme against treponematoses (see page 13) was of importance also in gonorrhoea, 

permitting РАМ to be used on a mass basis in the early pilot experiences in endemic 

gonorrhoea areas (e.g., Sudan). Health administrations which had observed a high 

prevalence of gonococcal infections in yaws areas found important decreases in 

gonorrhoea.also as a result of the antiyaws mass 书 e n i c i l l i n campaigns (e.g.у -in 
145 

Sierra Leone)• 
4J. . V •• - - * - «i - I -.PJ^--' " ...»lll*» lÍj«. •»:•-• в',». 

Since there is a large proportion of clinically symptomatic infections in 

females, preventive treatment in promiscuous groups contributes to limiting the 

spread of infection.il。 This technique has been considered by some to be discrimi-

natory in the sense embodied in Article of the United Nations Convention of 1950 

regarding the "Suppression of the traffic in persons and the exploitation of the 
146 — 

prostitution of others". In the view of others, such ал interpretation may 

prejudice communicable disease control and public health principles. 

5•斗 The future 

Better results in the combating of gonococcal infections could be obtained by-

more systematic and intensive application of available public health measures against 

these infections, but effective control is unlikely unless further basic and applied 

research is fostered in a co-ordinated way. WHO research promotion is orientated 

towards: stimulating biochemical and immunological research on Neisseriae as a 

group; developing methods capable of diagnosing asymptomatic infected females； 

improving culture media and standardizing methods for determination of sensitivity 

of N . gonorrhoeae to antibiotics; intensifying sampling of gonococcal strains 

circulating in different countries, to map out the changing picture of susceptibility 

to therapy; and defining the epidemiological indications for wide use of che mo-

prophylaxis and chemotherapy in endemic areas and in risk groups. 

—
w

Each Party to the present Convention agrees to take all the necessary measures 
to repeal or abolish any existing law, regulation or administrative provision by-
virtue of which persons ^ñno engage in or are suspected of engaging in prostitution 
are subject either to special registration or to the possession of a special 
document or to any exceptional requirements for supervision of notification." 
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TABLE 1. WORLD HEALTH ORGANIZATION SURVEY OP EARLY SYPHILIS 
AND GONORRHOEA TRENDS IN THE DIFFERENT WORLD REGIONS: I95O-I96O 

Early syphilis 

Region 
Total number 
of countries 
and areas 

Number with 
increased incidence 

I957-I96O 

Percentage with 
increased incidence 

Africa 29 23 79.) 

Americas 21 15 71.斗 

Eastern Mediterranean 12 6 .50,0 

Europe 20 19 95.0 

South-East Asia and 
Western Pacific 

2) 13 ：
1

 '56 .5 • .‘ 

Total 105 76 71.2 

Gonorrhoea 

Africa 50 10 33.0 

Americas ’ 21 11 52.0 

Eastern Mediterranean 10 2 20. Ó ‘ 

Europe 20 17 8o.o 
South-East Asia and 

Western Pacific 
50 43.3 

Total 111 5， Ч7.7 
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TABLE 2 . ESTIMATED EXPENDITURES FOR ENDEMIC TREPONEMATOSES PROJECTS BY 
WHO REGIONS AND ВУ SOURCE OP FUNDS DURING THE TWO-YEAR PERIODS 

1951-52, 1958-59 AND 1964-65 . 

— Africa Americas 

* 
Reg. 
$ 

* 
TA 
…$；.'… 

OEBP* 
$ 

Total 
— . $ 

Reg. 
$ ‘ 

ТА 
…$… 

OEBF 
. $ 

Total 
…$ 

1951 
1952 
Total 

- - -

- 32 359 
25 849 
58 208 

-

128 ООО 

128 ООО 

1бо 559 
25 849 

186 208 

1958 

1959 
Total 

12 805 
2 600 

15 405 

106 893 
134 428 
241 321 

22) 000 
516 000 
739 000 

342 698 
65З 028 
995 726 

22 690 
23 506 
46 196 

40 786 
24 856 
65 622 

109.. 500 
112 400" 
221 900 

172 976 
1бО 7^2 
353 718 

1964 

1965 
Total 

27 273 
30 113 
57 З86 

12) 9斗1 
Í4o 633 
264 574 

145 000— 

119 ООО 
264 ООО 

.296 214 
289 7^6 
585 960 

33 997 
42 304 
76 301 

— 46 840 
41 510 
88 150 

80 857 
83 614 “ 

164 451 

Soi ith-Eas t i ̂sia - — - - . Eur< 
：二二二 

I95.I 
1952 
Total 

8 400 

8 400 
23 862 
23 862 

..59 577 
23 600 
83 177 

67 977 
47 462 

115 459 

2 100 
2 100 

— 144 ООО 

144 ООО 

ЗЛ4 ООО 
2 100 

146 100 

1958 

1959 
Total 

-

21 826 
1б 976 
38 802 

429 ООО 
424 ООО 

853 ООО 

450 826 
咖 9 7 6 
891 802 

！' 

攀. -

— 

1964 

1965 
Total 

-

36 860 
40 090 
76 950 

1)3 500 
2)0 ООО 
ЗбЗ 500 

170 ЗбО 
270 090 
440 450 • • 

— 

Eastern Mediten "ranean- Western Pacific—一 Eastern Mediten 

1951 
1952 
Total 

16 800 

16 800 

25 O76 
25 O76 

145 ООО 
100 ООО 
245 ООО 

161 800 
125 076 
286 876 

- -

35 400. 
35 ^00 
70 800 

33.JQ.Q. 
35 4ÓÓ 
70 8оо 

1958 

1959 
Total 

- -

— 

-

88 023 
77 782 

165 805 

34 126 

36 179 

70 305 

250 
ООО 

бт 250 

155 399 
147 961 
503 збо 

1964 

1965 
Total 

- -

-

-

-q
 

V
jJ

 

仁
 

O
O

U
l 

ГО
 

G
V

O
\ 

Ю
 

-

4 ООО 
10 ООО 
14 ООО 

39 647 
48 6)5 
88 282 

. Reg. = regiolar budget;： TA = Technical Assistance funds; - . -
OEBF = other extra-budgetary funds, including Voluntary Fund for Health Promotion. 



EB34/ll 

page 40 

TABLE 3 . ESTIMATED EXPENDITURES FOR VENEREAL DISEASE PROJECTS BY 
WHO REGIONS AND BY SOURCE OF FUNDS DURING THE TWO-YEAR PERIODS 

I95I-52, 1958-59 AND 1964-65 " 

Africa Americas 

* 
Reg. 
$ 

* 
TA 
$ 

OEBF* 
$ 

Total 
$ 

Reg. 
$ 

TA 
$ 

OEBF 
$ 

Total 
$ 

1951 
1952 
Total 

— 

-

— — 15 5)8 
62 933 
78 471 

47 З26 
47 326 

224 000 
175 600 
399 600 

239 538 
285 859 
525 397 

1958 

1959 
Total 

-

— -

-

— 7 467 
9 700 

17 167 

14 600 
13 670 
28 270 

22 O67 
2) 370 
45 437 

1964 

1965 
Total 

-

轉 
• 

- - - 13 200 
13 200 

13 200 
1) 200 

Soi ath-East \sia Eur ope 

1951 
1952 
Total 

48 558 
55 479 
82 037 

41 264 
35 535 
76 799 

152 768 
44 112 

196 88O 

242 59O 
11) 126 
355 716 

11 252 
36 483 
47 736 

-

86 000 

86 000 

97 252 
Зб 483 
135 7)5 

1958 
1959 
Total 

'1 875 

1 875 

2 775 
2 400 
5 175 

2 ООО 
2 ООО 
4 ООО 

6 650 
¡i 400 

11 050 
-

8 557 
13 554 
22 111 

70 000 
40 000 

110 000 

78 557 
53 554 

132 111 

1964 

1965 
Total 

-

-

-

- - -

Eastern Mediterranean Western Pacific 

1951 
1952 
Total 

26 154 
66 023 
92 177 

47 З17 
1)5 087 
182 404 

75 ооо 
475 ООО 
550 ооо 

148 471 
676 110 
824 581 

5 600 

5 6OO 

60 6)4 

60 6)斗 
-

“66 254 

66 

1958 
1959 
Total 

24 172 
23 956 
48 128 

71 702 
70 042 

114 744 

43 ООО 
40 ООО 
83 ООО 

138 874 
133 998 
272 872 

17 18З 
18 

35 52) 

- 22 0Ó0 
25 ООО 
47 ООО 

39 1ST 
3 斗 о 

82 523 

1964 

1965 
Total 

* " 8刃 4 
11 600 
19 934 — 

8 妙 
11 600 
19 934 

2 000 
31 864 
33 864 — 

18 8oó 

18 800 

20 800 
31 864 
52 664 

Reg. = regular budget； TA = Technical Assistance funds；“ ~一 
OEBF = other extra-budgetary funds, including Voluntary Fund for Health Promotion. 



TABLE ESTIMATED EXPENDITURES POR ENDEMIC TREPONEMATOSES AND VENEREAL DISEASE PROGRAMMES 
RELATING TO HEADQUARTERS ACTIVITIES, CONTRACTUAL TECHNICAL SERVICES AND OTHER INTER-REGIONAL ACTIVITIES 

DURING THE TWO-YEAR PERIODS 1951-52, 1958-59 AND 1964-65 

Headquarters activities, staff, 
expert committees, etc. 

Contractual technical services 
Inter-regionals symposia, 

epidemiological teams, etc. 

* 
Reg. 

* 
ТА OEBF* Total Reg. ТА ОЕВР Total Reg. TA OEBF Total 

rH
 O

J 
in 

m 
ОЧ

 СЛ
 

rH
 rH

 

57 9斗7 
56 767 -

- 57 9^7 
56 767 

8 ООО 
8 ООО 

- - 8 ООО 
8 ООО 59 000 一 

-

59 ООО 

Total 114 71斗 - - 114 714 16 ООО - - 16 ООО 59 000 - - 59 ООО 

00 ON 
m 

m 
CTN СГ\ 
rH

 
r4 

50 ООО 
58 400 

• . . . . . - . 5 0 ООО 
58 400 

11 ООО 
11 500 - -

11 ООО 
11 500 940 -

-

9^0 

Total 108 400 - - 108 400 22 500 - - 22 500 妗 9 4 0 - - 43 9^0 

才
i
n 

VD
 V

O
 

CT\ CT\ 
rH

 
r4 

64 298 

75 7)6 -

6 3 0 0 

7 300 
70 598 
8 3 036 

49 ООО 
58 ООО _ -

8 ООО 
25 ООО 

57 ООО 
83 ООО 

62 855 
62。斗9 - -

62 855 
62 049 

Total 140 - 13 боо 15) 654 107 ООО - У!) ООО 140 ООО 124 904 - - 124 90斗 

* 
Reg. = regular budget； TA = Technical Assistance funds; OEBF = other extra-budgetary funds, 

including Voluntary Fund for Health Promotion, 



TABLE 5 . TOTAL ESTIMATED EXPENDITURES ON ENDEMIC TREPONEMATOSES AND VENEREAL DISEASE PROGRAMMES, 
ALL SOURCES OF FUNDS, REGIONAL, IIWER-REGIONAL AND HEADQUARTERS, FOR THE TWO-YEAR PERIODS 

1951-52, 1958-59 AND 1964-65 

I95I-I952 1958-1959 196^-1965 

Endemic 
trep. 

Venereal 
disease 

Total 
Endemic 
trep. 

Venereal 
disease 

Total 
Endemic 
trep. 

Venereal 
disease 

Total 

Africa - - - 995 726 995 726 585 960 - 585 96O 

Americas 186 208 525 39.7.. .711 605 718 45 437 379 155 164 斗51 13 200 177 651 

South-East Asia 115 355 716 471 155 891 802 11 050 902 852 440 450 - _ 450 

Europe 146 100 1》 7 5 5 279 855 - 1)2 111 132 111 - - -

Eastern Med. 286 876 824 581 1 111 457 - 272 872 272 872 - 1 9 例 19 

Western Pacific 70 8OO 66 234 157 034 56O 82 523 З85 883 88 282 52 664 140 946 

Sub-total 805 423 1 905 663 2 711 O86 2 524 6O6 995 3 068 599 1 279 85 798 1 564 941 

Inter-regional 
activities 59 ООО 940 124 904 

Contractual 
technical 
services 

16 ООО 22 500 140 ООО 

HQ activities 
(staff, expert 
committees) 

114 714 IO8 400 153 

Total 2 900 800 3 243 439 1 783 斗79 
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AGE AT ONSET OF E A R L I E S T C L I N I C A L MANIFESTATIONS IN TREPONEMATOSES 
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Absenteeism, intentional 
or otherwise (e.g. customs, 
beliefs, non-co-operation, 
migration, working elsewbeit 

MISSED CASES 
(Inadequate 
coverage) 

Govfwwirt Attltud* 
Inadequate support of 

I compoiiflii 

P.r«on_l Porter» 
Intentional misreporting 
(low morale, lack of interest, 
poor supervision, etc.) 

MISSED DIAGNOSES 
(Misdiagnoses, unsatisfactory idiagnoses, 
conditions for examination, 
cases in incubation) 

WmcHn which favour transmUtion 
Poor Mvironmental sanitation 
Low socio-economic conditions 

G. 

(Possible solution) 

Expansion of campaign •‘ 
to outsid* controlled ••• 

Y A W S C O N T R O L L E D 

••V 
• • • • • 

• • • • 
• • • 

•••• Border control oikTN̂  
•••• border cooperation 

roper treatment 
Penicillin 
supervision 

RELAPSES, 
卜 RE.INFECTIOM 

UNKNOWN FACTORS 
/ 

Epidemiological 
follow-up arid 
study of new 
infection 

Health education 
Adequate pub) i city 

Full support of 
campaign until 

eradication 
ochievd 

i— P«r»o«iii»l Foctwf 
Welfare of personnel 
Proper supervision 

-Early detection 
^ ^ and treatment 

Focft» wfclch faww twwlstlwi 
Improvement of environmental 
and socio-economic conditions. 

Health edu< 

О 

Proper training and refresher 
courses. Proper condition for 

examination 

• • • 

.... 
• • • 

Ж 

m 
INCREASING NUMBER 
OF SUSCEPTIBLES • • • • 

• • 

.... 
*H0 4399 



FIG. 4 

INCIDENCE TRENDS. NEW CASES OF VENEREAL SYPHILIS IN DIFFERENT COUNTRIES 

(Pe r 100000 population ) 
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MEETINGS ON ENDEMIC TREPONEMATOSES OF CHILDHOOD 
VENEREAL DISEASES CONVENED (OR SPONSORED) BY 

1. Expert committee meetings and study groups 

Expert Committee on Venereal Diseases, First Session, Geneva, 
Off. Rec. W2d Hlth Org., 1948, 8, 60 

Expert Committee on Venereal Diseases, Second Session, Paris, 
Off. Rec. Wld Hlth O r g” 19^9, 15, l8 

Expert Committee on Venereal Infections, Third Session, Washington, D.C., 
10-20 October 19^9 
Wld Hlth Org, techn. Rep. Ser., 1950^ 13 

Expert Committee on Venereal Infections: Sub-Committee on Serology and Laboratory 
Aspects, First Session, Washington, D.C., 12-20 October 19斗9 
Wld Hlth Org, techn. Rep. Ser., 1950, 14 

Venereal Disease Control in the United States of America: WHO Syphilis Study 
Commission, 15 August - 15 November 19杯9 
Wld Hlth Org, techn. Rep. S e r” 1950, 15 

Joint ILO/WHO Committee on the Hygiene of Seafarers, First Session, Geneva, 

12-1Л December 19^9 
Wld Hlth Org, techn. Rep. S e r” 1950 , 20 

Expert Committee on Venereal Infections and Treponematoses: 
Serology and Laboratory Aspects, Second Session, Paris 
20 October I95O 
Wld Hlth Org, techn. Rep. Ser., 1951, 

Technical Discussions at the Sixth World Health Assembly, 1955 

Chron. Wld Hlth Org., 1953, 7 , 203-210 

Expert Committee on Venereal Infections and Treponematoses, Fourth Session, 

London, 28 July - 2 August 1952 

Wld Hlth Org, techn. Rep. S e r” 1953, 65 

Expert Committee on Venereal Infections and Treponematoses: Sub-Committee on 

Serology and Laboratory Aspects, Third Session, Copenhagen, August -

5 September 1953 
Wld Hlth Org-, techn. Rep. S e r” 1 9 5、 7 9 

AND ON 
WHO 

12-16 January 19^8 

I5-I9 October 19^8 

Sub-Committee on 
, 2 ) September -
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Meeting of an internatiomI oup cf experts and 
Conference on Yaws Contrôla Enugu/ Nigeria, 
Nomenclature óf Yav^s Lesions 
Wld Hlth Org. Monogr, 8er,, 1957, 36 

participants at the International 
1955t to draw up International 

Study Group on the Agreement of Brussels广 192-4, respecting facilities to be given 
to merchant seamen for the treatment of venereal diseases, Oslo, 1956 
Wld Hlth Org. techn. Rep, Ser” 1958, 150 

Expert Committee on Veneraal Infections and Treponematoses, Fifth Session, 
Geneva, 21-26 September 1959 
Wld Hlth Org. techn,. Rep. Ser., i960, 190 

Scientific Group on Treponematoses Research, Geneva, )0 November 一 5 December 1959 
Report to the Director-General: WHO restricted document Шг/vDT/i斗8, I960 

Expert Committee on Gonococcal Infections, First Session, Geneva， 19-26 November 1962 
Wld Hlth Org, techn. Rep> Ser”—196乂 262 

2• Symposia^ seminars and training courses 

Colloque international sur la syphilis, Paris, 27 
Imprimerie Tancrède， Paris， 1951， 251 pp. 

Intornátional Symposium on the Study of Syphilis, 
Transactions, Acta 6 n - v e n e r e o l , (Stockh>)」 

septembre - 7 octobre 195〇 

Helsinki, 4-10 September 1950 

’ 1951, 31, Suppl. 2斗 

Course in English on mar̂ tix：.© venereal disease control, Rotterdam Port Demonstration 
Centre- 12 September"' - 12 December 195) 
Maritime Venereal Disease Control, 1956, 

Course in French on mar?.time venereal disease 
Centre, l8 October 一 21 December 1954 
Maritime Venereal Disease Control, 1956, 

WHO Regional Office for Europe, Geneva 

control, Rotterdam Port Demonstration 

WHO Regional Office for Europe, Geneva 

the Western Pacific Region, Tokyo, First WHO Venereal Disease Control Seminar of 
17-29 March 1958 
Report: Document V/Fr/vDt/48, 1959，Manila 

WHO Travelling Seminar on Venereal Diseases in the USSR, 11 September - 7 October I96I 
Summarized in Chron. Wld Hlth Org•, 1964, l8, 48-60 

World Porum on Syphilis and other Treponematoses, Washington, D , C” September 1962 
Publ, Hlth Rep. (Wash, ) (In press). .... 

* 
WHO collaborated with the organizers of these meetings, providing programme 

assistance and documentation. 
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European Symposium on Venereal Disease Control, Stockholm, 24-28 September 1963 
Draft report: unpublished document EUR0-240, 196) 

5 . International conferences and inter-country meetings 

First International Symposium on Yaws Control, Bangkok, March 1952 

Wld Hlth Org. Monogr. S e r” 1953, 15; Bull. Wld Hlth Org., 1953, 8 

Second International Conference on Control of Yaws, Enugu, Nigeria, 1955 
J . trop. Med. Hyg., 1957, February - March 
Bull, soc. path, exot., 1956， 49, 1023-81 (report in French) 

First International Symposium on Venereal Diseases and the Treponematoses, 
Washington, D.C., 28 May - 1 June 1956 
(No proceedings published) 

Meeting for the co-ordination of yaws mass campaigns in West Africa, Accra, 
Gold Coast, 28-ЗО August 1956 
Document AFR0/S.104, 1956 

* 

XI International Congress of Dermatology, Stockholm, yi July - 6 August 1957 
Proc. XI Internat. Congr. Derm., 1957: Acta derm.-venereol. (Stockh.), i960, III 

Seminar on Treponematoses Eradication, Haiti, 21-27 October 1956 
Bol. Ofic. sanlt. panamer•, 1957, 452 (report in Spanish) 

Meeting for the co-ordination of mass yaws campaigns in West and Central Africa, 

Brazzaville, 20-22 August 1537 

Document APR0/s.7^7, 1957 

First Inter-country Yaws Control Co-ordination Meeting, Kuala Lumpur, Malaya, 

15-18 April 1959 
Report: Document WPr/vDt/59, 1959， Manila 

Second Asian Yaws Conference, Bandung, Indonesia, 30 October - 10 November 1961 

Report: Document WHO/vDT/290, 1962 

*XII International Congress of Dermatology, Washington, D . C” September 1962 

Excerpta med. (Amst.) Int. Congr. Ser., 196), 55 

* WHO collaborated with the organizers of these meetings, providing programme 

assistance and documentation. 
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SUMMAHf TABLE OP MAJOR WHO-ASSISTED ENDEMIC TREPONEMATOSES PROJECTS 
丄9杯9_196). — 

Region and 
country 

International 
assistance 

Survey 
treat-
ment 

policy 

Population at risk 
Methods 

Aciilevements 

AFRICA 

Brit. Cameroons 

Whole country-

Yaws 

195^-1961 

WHO staff and periodic 
WHO consultants ； 
UNICEF supplies; 
assistance for parti-
cipation in inter-
national meetings 

SMT In all a population at risk of 
75O 000 reached through a mass 
campaign by special teams during 
ITS and a few resurveys. Im-
portant reduction achieved, 
though not yet sufficient for 
transfer of surveillance activi-
ties to rural health services 

Ghana 

Whole country 

Yaws 

I956-I965 

Periodic WHO consult-
ants; UNICEF supplies; 
assistance for parti-
cipation in inter-
national meetings 

SMT Population at risk of 7 000 Q00 
reached through ITS and 3 re-
surveys, with 85 per cent, 
coverage by special teams. 
Long-term surveillance is 
organized by rural health service 
into which surveillance is being 
integrated 

Guinea 

Whole country 
Yaws 
I957-I962 

Periodic WHO consult-
ants; UNICEF supplies 

SWT 3 ООО 000 population at risk, 
reached through ITS and 2 re-
surveys with 9^-5 per cent, 
coverage. Team activities 
continue 

Liberia 

Whole country, 
especially S

 e
E. 

Yaws 

195З-1962 

WHO staff, periodic 
WHO consultants; 
UNICEF supplies; 
training； laboratory 
installation; assis-
tance for participa-
tion in international 
meetings 

SMT Original population at risk 
2 5OO 000 reduced by control 
activities to about 1 ООО 000 at 
present• In 1965 operations 
were reactivated with WHO staff 
and combined with leprosy case-
finding and smallpox vaccina-
tion. Surveillance continues 
by multi-purpose teams 
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International 

Survey 
Population at risk 

Region and International treat-
Methods 

country assistance ment 
Achievements 

policy 
Achievements 

Nigeria WHO staff， periodic ТМГ More than 15 ООО 000 at risk, 

E . and W . 
regions and 
southern part 
of N . region 

WHO consultants; at almost all covered through ITS 
E . and W . 
regions and 
southern part 
of N . region 

UNICEF supplies;"‘— ITS, with 95 per cent, coverage by E . and W . 
regions and 
southern part 
of N . region 

training; labora- srn multi-purpose teams, including 

E . and W . 
regions and 
southern part 
of N . region 

tory assistance； in smallpox vaccination and leprosy 

E . and W . 
regions and 
southern part 
of N . region 

assistance for par- RS case-finding. Several resurveys 

Yaws ticipation in inter- through gradual integrated sur-

1954-196З 
national meetings veillance which is expanding. 

1954-196З Assessment of yaws situation by 
Inter-regional Treponematoses 
Advisory Team 

Sierra Leone WHO staff, periodic JMT Population at risk of 2 8)0 000 

Whole country 
WHO consultants ； at reached through ITS with 6) per 

Whole country 
UNICEF supplies; ITS, cent. coverage, and 3 resurveys• 

Yaws 
training, labora- SMT Surveillance continues by special 

Yaws 
tory installation; in teams, with smallpox vaccination. 

1956-196З 
assistance for 
participation in 
international 
meetings 

RS Integration of surveillance 
planned. 

Togo WHO staff, periodic . J M T After population at risk of 

Whole country 
WHO consultants; and 1 5OO 000 had been partly covered 

Whole country 
UNICEF supplies; SWT with limited effect, project was 

Yaws 
training; labora- reactivated in 1962 with new ITS 

Yaws 
tory installation; by special multi-purpose teams, 

1956-196З 
fellowships; assis- 90 per cent, coverage， with small-

1956-196З 
tance for participa-
tion in international 
meetings 

pox vaccination, leprosy case-
finding and trypanosomiasis treat-
ment in north; resurveys to follow. 
Integration of surveillance into 
rural health service has been 
started by training 

Central Periodic WHO consul- ТМГ 1 OI6 166 people at risk, partly 
African Rep. tants; UNICEF JMT reached by ITS by special teams. 
-Whole country supplies P r o j e G t continues 麵… in some areas 
Yaws surveillance is integrated into 
1953-1963 rural health service 
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Region and 

country 
International 
assistance 

Survey 
treat-
ment 

policy 

Population at risk 
Methods 

Achievements 

Chad 

Whole country 
Yaws 

1957-196З 

WHO consultant; 
UNICEF supplies 

SOT 2 5OO 000 population at risk -
area of low endemicity. Project 
continues, surveillance partly 
integrated into rural health service 

Congo (Br.) 

Whole country 

Yaws— 

I96I-I963 

Periodic WHO con-
sultants; UNICEF 
supplies 

S№ Population of 8OO 000 at risk 
reached through ITS and several re-
surveys by mobile teams of health 
service. Surveillance continues, 
partly integrated into health 
centre activities 

Dahomey 

Whole country 

Yaws 

I958-I96I 

WHO consultant; 
UNICEF supplies 

SMT Population at risk of 1 700 000 
has been reached through ITS with 
85 per cent• coverage and resurveys 
by mobile teams. Control measures 
continue through surveys by teams 

Gabon 
Whole country 
Yaws 
1959-196З 

WHO consultant; 
UNICEF supplies 

ТМГ 
JMT 
S№ 

Population at risk of 400 000 
reached through ITS and resurveys. 
Surveillance continues by special 
mobile teams 

Bechuanaland 

Bakwena Reserve 
Endemic syphilis 

195З-1957 

WHO staff; UNICEF 
supplies; WHO con-
sultant;.•-"braining ； 
laboratory facilities 

SMT Of 40 000 at risk, 90 per cent, 
reached by mass surveys and 22 000 
treated at ITS and-RS.- Surveill-
ance completely integrated into 
health services after 1957 

Ivory Coast 

Whole country 
Yaws 

1957-196З 

Periodic WHO consul-
tants ； U N I C E F 
supplies 

JMT 
S№ 

Population at risk of 3 ООО 000 
reached through ITS which was re-
activated in 1961, and later by 
one resurvey. Control measures 
by mobile teams continue 

Mali 
Whole country 
Yaws and 
endemic syphilis 

1956-196З 

WHO consultant; 
UNICEF supplies--

ТМГ 
SMT -

Population of 3 700 000 at risk 
reached through -ITS with -60 per 
cent. coverage. Indication that 
certain parts suffer from 4-20 per 
cent, endemic syphilis 
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Region and 
country 

International 
assistance 

Survey 
treat-
ment 

policy 

Population at risk 
Methods 

Achievements 
• , — • • . . . , 

Senegal 

Southern part 

Yaws and 
endemic syphilis 

1957-1963 

WHO consultant; 
UNICEF supplies; 
assistance for par-
ticipation in inter-
national meetings 

TOT 
JMT 

In the yaws-endemic area， popula-. 
tion at risk of 5OO 000 reached 
through ITS and resurveys by 
special teams. Control measures 
continue; in northern part, of 
country endemic syphilis among 
semi-nomads reported up to 5 per 
cent. 

Upper Volta 

Whole country 

Yaws and 
endemic syphilis 

1952-1965 

Periodic WHO consul-
tants ； U N I C E F 
supplies； assistance— 
for participation in 
international 
meetings 

ТМГ Population at risk of 4 ООО 000 
reached through ITS with 70 per 
cent» coverage, and 2 resurveys by 
mobile teams. Surveillance con-, 
tinues, partly integrated into 一•••"“ 
rural health service. Endemic 
syphilis reported 4-7 per cent, 
among part of population 

AMERICAS 

Haiti 

Whole country 

Yaws 

195О-196З 

WHO/PAHO staff, UNICEF 
supplies; training； 
laboratory installa-
tion; assistance for -
participation in inter-
national meetings 

ТМГ, 
later 
ЗМГ 

Population at risk of ) 500 000 
reached by ТМГ through ITS with 
80 per cent, coverage and many 
resurveys using. SMT. Surveill-
ance continues and is combined 
with smallpox vaccination 

Caribbean Is• 
Dominica 
Grenada 
Trinidad 
St Kitts 
St Vincent 
Tobago 
Guadaloupe 
Gui anas -
Montserrat 

WHO staff; UNICEF 
supplies； training 

ТМГ Total population at risk of 88 000 
on St Lucia as well as those of 
other islands reached by.-TMT~during 
ITS. Subsequent resurveys• 
Surveillance continues 
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Region and 
country 

International 
assistance 

Survey 
treat-
ment 

policy 

• -

Population at risk 
Methods 

Achievements 

EASTERN 
MEDITEREANEAN 

Iraq 

Endemic syphilis 
(bejel) 

I95O-I956 

WHO medical, labora-
tory and nursing ad-
visers; UNICEF supplies; 
training； fellowships； 
laboratory installation 

TMT 
SMI 

Population at risk of 1)0 000 
showed 5.2 per cent, infectious 
endemic syphilis in 19519

 a n (

i 
in 1955 still 4.3 per cent., 
though mass surveys and resur-
veys had been made. Sero-
reactor rate varies from 
27.6-56 per cent. National 
project continues 

Iran 

Endemic syphilis 
(bejel) 

1955-1958 

WHO medical, labora-
tory and nursing ad-
visers; UNICEF 
supplies； training； 
fellowships； labora-
tory installation 

ТМГ 
SMT 

Population of 3ОО 000 at risk 
reached through treatment surveys 
which at same time showed 2) per 
cent, sero-reactor rate in this 
population. Control measures 
are being continued by national 
project staff 

Syria 

Endemic syphilis 
(bejel) 

195З-1956 

WHO medical, labora-
tory and nursing ad-
visers; UNICEF 
supplies; . training; 
laboratory installation 

SMT 
i； i Population of 60 000 at risk sur-

veyed preliminarily by special‘ 
team with 80 per cent. с overage, 
with one resurvey. Control 
measures are being continued by 
national project staff 

EUROPE 

Yugoslavia 

Bosnia, 
Serbia 

Endemic syphilis 

i 1948-196) 

WHO consultants; 
UNICEF supplies； 
training； laboratory 
installation 

TMT 
S№ 

Population at risk of 1 ООО 000 
has been reached by ТШ during 
ITS， with coverage of 95-100 per 
cent. During 4-5 resurveys 
SMT was applied from 1953 onwards 
Whole population at risk sero-
logically screened. Surveillance 
continues, applying a sequential 
approach with other activities 
also (Pavus, skin disease screen-
ing) by rural health service 



EB)4/ll 

Annex 2 

page б 

Region and 
country 

International 
assistance 

. ‘ ’•，”, — 

Survey 
treat-
ment 

policy 

Population at risk 
Methods 

Achievements 

SOUTH-EAST ASIA 

Indonesia 

Whole country 

Yaws 

195О-196З 

WHO staff, periodic 
WHO consultants; 
UNICEF supplies； 
training; laboratory 
development.; assis-
tance for participa-
tion in international 
meetings 

SMT 
ТМГ 
in 
remote 
areas 

99 ООО 000 at risk. Surveys by 
strengthened rural health service, 
with central yaws control organiza-
tion with special teams for problem 
areas. So far population of 
67 ООО 000 reached with 90 per 
cent. coverage by ITS^ another 
13斗 ООО ООО re-examinaticns at 
resurveys• Population of 
22 ООО 000 remains to be covered 
by project which continues 

West Irian 
(formerly 
Netherlands 
New Guinea) 

Yaws 
1955^1960 

WHO consultant； 
UNICEF supplies; 
laboratory develop-
ment; fellowships; 
assistance for par-
ticipation in inter-
national meetings 

ТМГ 
at 
ITS, 
SOT 
in 
HS 

Total population at risk of 
7OO 000 was reached through ITS 
with 97 per cent, coverage by 
rural health units• Surveillance 
continues using this integrated 
approach 

Thailand 

45 provinces 
out of total 

71 — _ . . 

Yaws 

195О-196) 

WHO staff; UNICEF 
supplies； training； 
laboratory installation; 
fellowships; assistance 
for participation in 
international meetings; 
yaws situation assessed 
by Inter-regi onal 
Treponematoses Advisory 
Team 

SMT 
jm 
TMT 

17 ООО 000 at risk. Specialized 
teams covered this population with 
80 per cent, coverage at ITS. 
Several resurveys, later combined 
with smallpox vaccination, then 
surveillance integrated into 
limited rural health service• 
Integration completed in 1962, 
combined with smallpox eradication 
and treatment of minor ailments. 
Surveillance continued in 4 
provinces. Yaws eradicated 

India 

4 states 

Yaws 

I952-I96I 

WHO staff,, periodic 
WHO consultants; 
UNICEF supplies; 
assistance for 
participation in 
international meetings—— 

SiOT 
ТМГ 
JMH 

Of 3 ООО 000 at risk, 1 ООО 000 
reached, of whom )0 per cent, sur-
veyed by ITS by special teams in 
2 states, where project continues. 
Integration of surveillance in 
control area planned 
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Region and 
country 

International 
assistance 

Survey 
treat-
ment 

policy 

Population at risk 
Methods 

Achievements 

Ceylon 

15 health 
districts 
Yaws 
1955-1959 

Periodic WHO consul-
tants; UNICEF 
supplies； assistance 
for participation in 
international meetings; 
training; laboratory 
installation 

ТЮТ 

SMT 

Of 140 000 at risk, 52 per cent, 
treated by teams. All endemic 
areas covered, and surveillance 
completely integrated into health 
service 

WESTERN PACIFIC 

Philippines 

4 islands 

Yaws 

I95I-I963 

Periodic WHO consul-
tants ； U N I C E F 
supplies； assistance 
for participation in 
international meetings 

sm 4 000 000 at risk. Surveys by 
teams from local health service, 
85 per cent, coverage. Mass 
surveys completed, surveillance 
maintained by rural health service. 
Assessment of yaws situation by 
Inter—regional Treponematoses 
Advisory Team 

Malaysia 

4 states out of 
11 in Malaya 

Yaws 

！ 195斗-196) 

Periodic WHO с oris imi-
tants; UNICEF 
supplies； assistance 
for participation in 
international meetings; 
fellowships 

sm 
J№ 

1 800 000 at risk, covered by 
special teams through ITS and re-
surveys with over 80 per cent, 
coverage, combined with leprosy and 
filariasis case-finding» Con-
tinuation of control by spot sur-
veys •*"' ITS in remaining 7 states 
are planned according to returns 
from medical institutions 

Cambodia 

3 provinces 

Yaws 

1959-196З 

WHO staff; UNICEF 
supplies； assistance 
for participation in 
international meetings 

1 
ON 0 

H 
H 

1Л
Ч
О
 fcj

 ̂
 

S 
Ĉ
 S 

СЛ
 

со
 «H

 H 
Ен 

H 

625 000 at risk, covered by special 
teams through ITS and resurveys 
with over 80 per cent. coverage, 
combined with smallpox vaccination. 
Consolidation continued by special 
yaws project; hyperendemiс areas 
in rest of country (400 000 pop.) 
to be covered in 2 years 
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Region and 
country 

International 

assistance 

Survey-

treat-

ment 

policy 

Population at risk 

Methods ’ 

Achievements 

Laos 

4 provinces 

Yaws 

1953-1959 

WHO staff; UNICEF 

supplies； laboratory 

development； assis-

tance for participa-

tion in international 

meetings 

..SMI 5)0 000 at risk, covered by teams 
with Per cent, coverage through 
ITS and resurveys. Mass campaign 
completed and evaluation planned 

Western Samoa 

Whole country 

Yaws 

1955-1957 

WHO staff; UNICEF 

supplies； periodic 

WHO consultants； 
assistance for par-

ticipation in inter-

national meetings 

ТМГ, 

SMT 

in 

RS 

108 000 at risk c.Qv_ered by special 

teams through ITS and 2 resurveys 

with 96 per cent, coverage. Mass 

campaign completed and surveillance 

continued by rural health service 

Western Pacific 
Territories -
New Hebrides 
Solomon Islands 
Cook Islands 
Gilbert & 
Ellice Islands 
Fiji Island group 
Yaws 

I955-I96O 

WHO staff; UNICEF 
supplies； training; 
assistance for 
participation in 
international meetings 

TMP 422 000 at risk, of whom 3 5。 000 
in Fiji Island group. In the 
latter, 55 per cent, coverage, in 
all other islands 95 per c e n t” in 
ITS and 1 or more resurveys. Mass 
campaign completed and surveill-
ance continued by rural health 
service. Assessment planned by 
WHO Inter-country Treponematoses 
Team 

Tonga 

Whole area 

Yaws 

1962 

WHO staff, UNICEF 
supplies; training; 
assistancé for 
parti с i pati on in 
international meetings 

ТМГ 62 000 population at risk, sur-

veyed by ITS with 90 per cent, 

coverage
 #
 One resurvey planned 

for I96斗，then consolidation by-

health service. Assessment 

planned by WHO Inter-country 

Treponematoses Team 

Code: SMT = 

ТМГ = 

JMT = 

Selective mass treatment 

Total mass treatment 

Juvenile mass treatment 

ITS = Initial treatment survey(s) 

RS == Resurvey(s) 
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SUMMARX -TABLE .OF. .MJCR-WHOWISSISTED VENEREAL DISEASE PROJECTS 

1949-196З 

Region and country International assistance and type of work 

AMERICAS 

Brazil 

1953 

Cardiolipin production ..centre-

Ecuador 

I95O-I955 

Medical adviser in venereal disease control and laboratory 
aspects. Training and fellowships. Limited mass campaign 
in Balua, Portoviejo and Manula regions• 

Guatemala 
1951-195斗 

Laboratory adviser. Regional training centre. Fellowships. 
Supplies and equipment• 工nter-laboratory evaluation in Panama

д 

Costa Kica, Nicaragua, Honduras, El Salvador/^Güatemálá'and' • 
United States of America. 

Haiti 

I95O-I963 

Medical advisers and consultants. Supplies and equipment 
(UNICEF, РАНО). Clinical, laboratory, epidemiological and 
other control activities. Mass campaign against "urban 
syphilis" in Port-au-Prince and other cities. 

Mexico 

1952-195З 

Technical collaboration. Fellowships. Supplies and equipment• 
Clinical，laboratory, epidemiological and other сontrQl activi-
ties. Participation in United States/Mexican Border venereal 
disease programme. 

Paraguay 
1952-1954 

Medical adviser. Establishment of training centre and labora-
tory services. Supplies and equipment. Training and fellow-
ships • Clinical, laboratory， epidemiological and other control 
activities • . - -..— ... 

Peru 

1953 

Training and fellowships. 

Virgin Islands) 
St Kitts ) 
St Vincent's ) 
Grenada ) 
1956-1958 ) 

Medical adviser. Laboratory consultant. Training courses, 
fellowships. Mass campaigns against venereal syphilis. 

Tobago ) 
Dominica ) 
St Lucia ) 

1958-1959 ) 

Medical adviser. Laboratory consultant. Training courses, 
fellowships. Mass campaigns against venereal syphilis • 
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Region and country International assistance and type of work 

Montserrat ) 
Guadaloupe _ ..) 
Guianas ) 

1959-196) ) 

Medical adviser. Laboratory consultant. Training courses, 
fellowships. Mass campaigns against venereal syphilis. 

EASTERN 
MEDITERRANEAN 

Egypt 
1949-1952 

Medical adviser, laboratory scientist and health educator• 
Supplies and equipment. Training. Demonstration and train-
ing centrej Cairo. Field surveys and case-finding, Tanta. 
Field surveys, including oasis cross-points, Upper and Lower 
Egypt. Broad health education and human relations movement. 

Ethiopia 

I952-I959 

1959-196З 

Medical, laboratory and nursing advisers. Establishment of 
venereal disease centres and laboratory services in Addis 
Ababa. Establishment of mass campaigns in Dessie and 
Lekempti. Training sector with health school at Gondar. 
Field surveys, case-finding and other control activities. 
Supplies and equipment. 

Periodic consultants on epidemiological, laboratory and 
training aspects^ 

Iran 

I 9 5 U 9 5 8 

Medical, laboratory and nursing advisers. Establishment and 
strengthening of central venereal disease clinic in Teheran 
and clinics in Shiraz, Isfahan, Tabriz and Meshed. Improve-
ment of provincial centres and laboratory services. Field 
surveys• Expansion of control programme. Training and 
fellowships. 

Israel 

I95I 

Consultant. Fellowships• 

Pakistan 

195З-1959 

Establishment of centres in Karachi and Chittagong. Medical, 
laboratory and nursing advisers in both areas• Laboratory 
services, supplies and equipment. Training and fellowships-
Expansion to rural areas attempted, including field surveys. 

Somalia 
1956 

Consultant to survey venereal diseases. 
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Region and country International assistance and type of work 

Saudi Arabia 

1952-1956 

Medical adviser and laboratory scientist. Establishment of 

venereal disease centre and laboratory in Mecca, Asir and 

Medina. Training and fellowships• Supplies and equipment. 

Field surveys, programme expansion. 

Sudan 

1952-195З 

1957-1958 

Mass campaign against syphilis and gonorrhoea (Murle area)• 

Consultant to survey venereal diseases. Supplies• Training. 

Tunisia 
I96I 

Consultant to survey venereal diseases. 

EUROPE 

Bulgaria ) 
Czechoslovakia) 
Hungary ) 
Poland ) 

1947-19^8 ) 

Consultants after cessation of UNRRA activities. Supplies 

and equipment (UNICEF)• Emphasis on pre-natal and infantile 

syphilis• 

Finland ) 

Greece ) 

Italy ) 

19斗 7-I95I) 

Consultants, medical literature, fellowships• Supplies and 

equipment (UNICEF)• Emphasis on pre-natal and infantile 

syphilis. 

Morocco 

195斗-I956 

1956-1965 

Consultants。 Training and fellowships• Supplies and 

equipment (UNICEF). Mass sero-testing. Field operations. 

Health education. 

Periodic consultants. 

Spain 

195斗-196) 

Periodic consultants. Strengthening of laboratory services 

in Barcelona. Madrid and Seville* Population group surveys. 

Supplies and equipment ( U N I C E F C a r d i o l i p i n plant. 

International training courses. .' Outside fellowships. 

Turkey 

1952-195З 

Technical adviser for survey and；long-range programme• Ten-

year plan. Fellowships* 
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Region and country International assistance and type of work 

SOUTH-EAST ASIA' 

Afghanistan 

1952-1955 

Medical, laboratory and nursing advisers. Establishment of 

venereal disease centres at Kabul, Kandahar and Herat. 

Laboratory services. Supplies and equipment• Local train-

ing and outside fellowships• General programme expansion。 

Development of venereal disease laboratory into public health 

laboratory programme• 

Burma 

1949-1954 

Medical, laboratory and nursing advisers, and social worker 
(UNTAA)• Consultant survey• Strengthening of central 
Rangoon clinic and laboratory. Supplies and equipment 
(UNICEF). Training, fellowships. Establishment of eight 
divisional clinics. Field case-finding• Antenatal blood 
testing, maternal and child health programme co-ordination. 

Ceylon 

19斗9-195) 

195^-196) 

Medical, laboratory and nursing advisers• Consultant surveys
e 

Establishment of central Colombo clinic and outlying district 
and port clinics. Laboratory services, local training and 
outside fellowships. Supplies and equipment (UNICEF)• 
Field case-finding• Antenatal blood testing, maternal and 
child health programme co-ordination. 

Periodic consultants and fellowships• 

India 

1949-1958 
Pilot project in Himachal Pradesh. Establishment of venereal 
disease centre and laboratory services• Supplies and equip-
ment. Local training and outside fellowships. Small mass 
campaign, Ghund Valley. Serological sample surveys in 
different parts of India in pregnant women and other groups。 
Strengthening of a series of local laboratories with supplies， 
equipment (UNICEF) and training courses. Improvement of 
facilities for national post-graduate training, Madras. 
Advisers, including social worker. Field campaigns and 
expansion of programme. Establishment of central serological 
laboratory. Establishment of с ал̂Ио li pin-1 e с i thi n manufactur-
ing unit, Calcutta (UNICEF)• Promotion of the creation of 
a penicillin plant as a basis for a national venereal disease 
control programme (UNICEF) • 

Indonesia 

1949-1955 

Consultant. Serologist adviser• Supplies and equipment 

(UNICEF), 
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Thailand 

1950 

Consultant• Serologist adviser. Supplies and equipment 

(UNICEF). 

WESTERN PACIFIC 

Hong Kong 

1952-196) 

Periodic consultants. Technical discussions on control 
aspects. 

Philippines 

I952-I96) 

Consultant. Supplies and equipment (UNICEF). Training and 
outside fellowships. 

Korea 

1957 

Consultant. Fellowships. Technical discussions on 

programme orientation• ! 

Laos 

1955 

Adviser in venereal disease and laboratory aspects• Supplies 
and equipment (UNICEF). Venereal disease laboratory developed 
into general public health laboratory. 

Taiwan 

I 9 5 U 9 6 ) 
Advisers in venereal disease control and laboratory aspects. 
Supplies and equipment (UNICEF). Demonstration centre in 
Taipei. Training and outside fellowships. Establishment of 
nation-wide control service. Field case-finding and mass 
serological screening. Health education. Periodic consul-
tants for review and evaluation of programme• 
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